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Purpose of the
Report

This report supports the attached paper and Programme
Business Case, issued by the NHS Wales Health
Collaborative, regarding the approval of the Major
Trauma Network [MTN] Programme Business Case
[PBC]. This paper identifies the particular issues for
Swansea Bay UHB.

Key Issues

The PBC is a wide-ranging document setting out the case
for delivering the South & West Wales, South Powys MTN.
The aim is for the MTN to launch in the spring of 2020.

The PBC comes with a comprehensive executive
summary focusing on:

Strategic Case

Case for Change

Clinical and operational model
Operational Delivery Network
Pre-Hospital Care and transfers
Major Trauma Centre

Health Board configuration
Financial Case

Economic Case

Management Case

There are specific issues for Swansea Bay to consider,
particularly the:
e provision of specialised services through the Major
Trauma Centre
e hosting of the Operational Delivery Network (ODN)
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potential for support for future business cases to
support the development of the Trauma Unit and

landing pad.
Specific Action Information | Discussion Assurance | Approval
Required O O O
(please choose one
only)

Recommendations The Board is recommended to:

CONSIDER and APPROVE the report from the
NHS Wales Health Collaborative

CONSIDER the associated issues relating to
Swansea Bay University Health Board and next

steps.
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Major Trauma Network Programme Business Case
South & West Wales, South Powys

1. INTRODUCTION
This paper supports the attached report issued by the NHS Wales Health
Collaborative which asks Health Boards to endorse the MTN Programme Business
Case (PBC), as part of the ratification process through to Welsh Government. The
PBC aims to enable a Network go live in spring 2020, when the new WAST Triage
Tool comes into operation — changing the flow of patients experiencing major
trauma in South Wales.

2. BACKGROUND
The PBC has undergone three Gateway Reviews, with the third on October 28™
2019 attributing an Amber/Green status, indicating that successful PBC delivery
appears probable. However, the Review advised that constant attention will be
needed to ensure risks do not materialise into major issues threatening delivery.

Whilst acknowledging the clear evidence that this new service will deliver
significantly improved outcomes for patients suffering major trauma, and noting the
report from the Collaborative, there are issues that Swansea Bay University Health
Board (SBUHB) will need to take into account:

2.1 Recruitment to Support the MTC

SBUHB needs to recruit the Specialist Services Consultant and clinical fellow posts
in plastic surgery to support the MTC. The job plans for the Specialist Services
plastic surgery Consultant posts are being finalised; the elective activity components
are currently being agreed. The funding for the five clinical fellow posts will be
confirmed as part of final approval of the PBC.

It is not expected that there would be additional activity required to be undertaken in
Swansea Bay UHB in relation to specialised services based on placing a 5 day
plastic surgical service in the MTC. The flow of isolated lower limb fractures direct to
Morriston will not be changed in year 1 — this will be reviewed at the end of year 1.

In parallel, the MTC in Cardiff & Vale University Health Board has embarked on a
recruitment campaign to enable the MTC to become operational in April 2020. Welsh
Ambulance Services Trust (WAST) also needs to resource its new Trauma Desk to
align with the same date. There are significant challenges to fulfilling these key posts
and it unlikely that all staff will be in place before April 2020.

2.2 Recruitment to support the Trauma Unit Landing Pad

Following the first Gateway Review it was agreed that Health Boards would establish
reduced local Landing Pads in the first year, to enable the Network to operate. Key
enabler posts to support patient flow and repatriation (Rehabilitation Coordinator,
Trauma Practitioner and TARN Coordinator) were agreed for each Health Board
Recruitment to these posts will commence if the PBC is approved.
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The costs of these posts (£247,000) have been factored into the prospective
financial plan for 2020/21.

Further business cases may be prepared during 2020/21 to fully staff the Trauma
Units and Landing pads, which will enable the rehabilitation element of the Network
to be fully operational. If these business cases are approved there will be a further
financial implication for the Health Board to consider which will need to be addressed
through future IMTPs/Annual Plans

2.3 Establishment of the Operational Delivery Network

It has previously been agreed that Swansea Bay UHB will host the Operational
Delivery Network (ODN) for the Network. The governance arrangements for this are
set out in the PBC, and the detailed operational arrangements are being worked up.
The governance framework will be brought to the Board for approval in January, and
will be based on similar arrangements to organisations already hosted by the Health
Board, eg EMRTS.

Approval has been given to recruit to the Network Manager post, and the post has
now been appointed to. There are 3 other posts to be recruited, however, this
process cannot commence until the PBC has been approved. It is therefore unlikely
that these posts would be in place before April/May 2020, and are crucial to
supporting the establishment and effective operation of the Network.

A small revenue amount for hosting the ODN (5% of ODN costs) is included in the
PBC to cover the costs to Swansea Bay Health Board of hosting the ODN.

2.4 MTN in operation: changes to patient management and flow

The acceptance/repatriation protocol dictates a 48 hour transfer window, once the
decision to repatriate a patient from the MTC has been made. If not met, the MTC
can deliver patients back to the receiving Emergency Department i.e. Morriston
Hospital. The SBUHB project team has emphasised the need for all repatriations to
be managed in this way, not just MTC transfers, to ensure more effective patient
flow. The protocol is being developed with the Chief Operating Officers and will be
tested before the end of the calendar year. The potential impact of changing patient
flows across South Wales in an already pressured unscheduled care system will
need to be carefully monitored by the ODN.

It should be noted, however, that there will be a slightly reduced number of patients
attending the Morriston ED as major trauma cases will bypass the hospital and go
straight to the MTC.

2.6 Evaluation of the MTN

There is significant reference to evaluation of the MTN to enable consideration of
value for money and to support the development of further business cases (if
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appropriate). The PBC has a section on post programme evaluation (12.8) after year
1. Peer Review of the whole system has been included as part of the WHSSC costs,
and will be commissioned from NHS England (as Betsi Cadwaladr UHB does for
North Wales services)

2.5 Timetable

A Programme checkpoint timeline has been produced as noted below:

Major Trauma Centre [MTC] readiness visits Through Dec 2019
PBC sign off at Welsh Health Specialised Services Committee December 2019
[WHSSC] Joint Committee

PBC formal sign off by Welsh Government January 2020
Welsh Ambulance Service Trust [WAST] readiness visits Through Jan 2020
Trauma Unit [TU] readiness visits Through Jan 2020
MTN policy sign off by MTN Board Early Jan 2020
Gateway Review 4 Feb 10 2020
Decision on readiness to Go Live Mar 7 2020

3. FINANCIAL IMPLICATIONS

The PBC details the finances required to support the MTN, particularly in advance of
the launch on April 15t 2020. The PBC notes that the “case for the MTC is front-
loaded having learnt lessons from the implementation of networks in the rest of UK,
which has reinforced the need to achieve quality indicators and service standards at
an early stage. However, there are some elements of the MTC case that are phased.
The resource requirements for the Trauma Units reflect a much more phased
approach and subsequent business cases may be required (where appropriate) to
meet service specification and quality indicators that cannot be met on Day One”.

The summary contribution for SBUHB is outlined below:

19/20 20/21 21/22 22/23 23/24
£000 £000 £000 £000 £000
WHSSC funded costs (total) to include...
MTC 922 10,579 11,222 11,222 11,222
Specialist Services 150 910 910 910 910
ODN 119 496 508 513 515
EASC funded costs - pre-hospital 58 1,201 635 640 640
TOTAL WHSSC/EASC COSTS 1,536 14,465 14,553 14,562 14,564
SBUHB contribution 230 2,432 2,445 2,450 2,450
to WHSSC/EASC costs
SBUHB costs — Trauma Unit key enabler 51 246 250 246 247
posts
5
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Total SBUHB costs 281 2,678 2,695 2,696 2,697

The PBC notes that the “costs have been derived through an iterative process of

reviewing the gap between commissioning expectations and provider costs”. The
MTC costs include 0.4 wte Rehabilitation Consultant time to support each Health

Board.

4. RECOMMENDATION
The Board is recommended to:

e CONSIDER the report from the NHS Wales Health Collaborative.

e ENDORSE the PBC (as set out in the attached Report) and next steps in the
preparations for MTN launch.

e CONSIDER the specific issues relating to Swansea Bay UHB, our readiness for
implementation and mitigating actions
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Governance and Assurance

Link to Supporting better health and wellbeing by actively promoting and
Enabling empowerjng peopletq live well in resilient .communities
Objectives Partnerships for Improving Health and Wellbeing
(please choose) Co-Production and Health Literacy O
Digitally Enabled Health and Wellbeing
Deliver better care through excellent health and care services achieving the
outcomes that matter most to people
Best Value Outcomes and High Quality Care
Partnerships for Care
Excellent Staff
Digitally Enabled Care
Outstanding Research, Innovation, Education and Learning
Health and Care Standards
(please choose) Staying Healthy O
Safe Care
Effective Care
Dignified Care
Timely Care
Individual Care
Staff and Resources

Quality, Safety and Patient Experience

The network will improve patient outcomes by saving lives and preventing avoidable
disability, returning patients to their families, work and education. The network will be
a partnership between participating organisations, working collaboratively to achieve
this common goal and purpose. The aim is to develop an inclusive, collaborative,
world leading trauma network, with quality improvement, informed through evidence-
based medicine and lessons learnt from others.

Financial Implications

The costs related to the MTN are noted in section 3 above. Health Boards are
expected to include costs within IMTPs.

Legal Implications (including equality and diversity assessment)

Not known

Staffing Implications

Recruitment to new posts is required as outlined in the paper. Review of staff
resource to support the MTN in future years (especially Therapy and Rehabilitation
resources) will need to be requested via the business case proves.

Long Term Implications (including the impact of the Well-being of Future
Generations (Wales) Act 2015)

The proposals outlined in the PBC align with national and international strategic
drivers for change, including:
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A Heathier Wales (2018) sets out a long-term vision of a ‘whole system approach to
health and social care’, underpinned by prudent healthcare and value-based
healthcare principles.

NHS Wales service change plans and the National Programme for Unscheduled
Care.

The establishment of trauma networks elsewhere in the British Isles, in response to
building evidence of effectiveness: o NHS England implemented trauma networks
between 2010 and 2012 (North Wales has been part of the North West Midlands
Network since 2012), based on a number of strategic report (e.g. NCEPOD, NAO).
Currently, there is no adult and paediatric network serving the population of South
Wales, West Wales and South Powys.

Evidence from the evaluation of networks in England indicates that the organisation
of the trauma pathway through a network approach is associated with significant
improvements in both the care process and outcomes of patients after severe injury.

Report History

Appendices Appendix one and two.
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NHS Wales Health Collaborative South Wales Major Trauma Network
Programme Business Case
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A Major Trauma Network for
South Wales, West Wales
and South Powys
Programme Business Case

Date: 18/11/19 Version: 1.0 (Final)

Purpose:

In March 2018, each of the six health boards serving the populations of
South Wales, West Wales and South Powys formally agreed to
recommendations for the development of a Major Trauma Network for the
region, in line with the recommendations of an Independent Panel and
following a period of formal consultation.

Since that time, a significant programme of work has been undertaken to
develop the configuration of the network and the clinical and operational
model. This has been enabled and supported through strong and effective
clinical leadership and engagement, and taking account of patient
experiences.

This work has culminated in the production of a Programme Business Case
which describes the totality of the requirements for NHS Wales to establish
the South Wales Trauma Network (‘the network’), serving the population of
South Wales, West Wales and South Powys. The case outlines the
requirements for the network to become operational and, also, the
trajectory of development over a five-year period.

Boards are asked to:
1. Receive and discuss the Programme Business Case for the network.

2. Note that there has been significant scrutiny of the case, including
three formal Gateway Reviews and professional peer review by UK
clinical experts.

3. Approve the overall network model described in the case (clinical,
operational and governance), including the:
a. role of the Operational Delivery Network (ODN)

Date: 18/11/19 | Version: 1.0 | Page: 1 of 10




NHS Wales Health Collaborative South Wales Major Trauma Network
Programme Business Case

b. role of the health board, as a provider of respective component
of service model.

4. Note the importance of the repatriation policy and the importance of
the ODN having the authority to implement this, completion of which
will form a critical activity in planning network implementation.

5. Note that there will be other business cases over the next two to three
years to further develop the major trauma centre and trauma units.

6. Approve the content of the Programme Business Case, subject to
confirmation of the NHS resource allocation for 2020/21, the IMTP
prioritisation process, and point 7 below.

7. Note that final commissioning decisions on prehospital services, the
major trauma centre, relevant specialist services and the ODN, will be
taken at meetings of the Welsh Health Specialist Services Committee
(WHSSC) and the Emergency Ambulance Services Committee (EASC).

Date: 18/11/19 | Version: 1.0 Page: 2 of 10




NHS Wales Health Collaborative South Wales Major Trauma Network
Programme Business Case

1 Introduction

The Programme Business Case (PBC) describes the requirements for NHS
Wales to establish the South Wales Trauma Network, serving the population
of South Wales, West Wales and South Powys. The PBC outlines the
requirements for the network to become operational and, also, the
trajectory of development over a five-year period of implementation.

This PBC represents the culmination of significant work to develop the
configuration of the network and the clinical and operational model. This
has been enabled and supported through strong and effective clinical
leadership and engagement, and taking account of patient experiences.

2 Background

In March 2018, each of the six health boards in the region formally agreed
to recommendations for the development of a Major Trauma Network for
South Wales, West Wales and South Powys, in line with the
recommendations of an Independent Panel and following a period of formal
consultation:

1. A major trauma network for South and West Wales and South Powys
with a clinical governance infrastructure should be quickly developed.

2. The adults’ and children’s major trauma centres should be on the
same site.

3. The major trauma centre (MTC) should be at University Hospital of
Wales, Cardiff.

4. Morriston Hospital, Swansea, should become a large trauma unit (TU)
and should have a lead role for the major trauma network.

5. A clear and realistic timetable for putting the trauma network in place
should be set.

Since that time, a significant programme of work has been undertaken,
overseen by a Trauma Network Board, which has led to the production of
the PBC and initial preparations for implementation of the network.

3 Network Structure

The structure of the South Wales Trauma Network will be comprised of the
following elements:

e An Operational Delivery Network (ODN), to be hosted by Swansea
Bay University Health Board, which will provide the management
function for the network. It will be a collaboration between all
providers of trauma care services in the region, and its governance
arrangements will provide appropriate authority to ensure operational
delivery.
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NHS Wales Health Collaborative South Wales Major Trauma Network

Programme Business Case

A pre-hospital triage tool will ensure major trauma patients are
conveyed directly by the Welsh Ambulance Service (WAST) or the
Emergency Medical Retrieval and Transfer Service Cymru (EMRTS),
or other emergency providers, to the MTC or TUs.

An adults’ and children’s MTC at University Hospital of Wales
(UHW), Cardiff. It will have access to all specialist services relevant
to major trauma and take responsibility for the acute care of all major
trauma patients in the region via an automatic acceptance policy and
manage the transition of patients to rehabilitative care.

An adult and paediatric TU, with specialist services, at
Morriston Hospital, Swansea. It will provide specialist support to
the MTC and provide specialist surgery for patients who do not have
multiple injuries, for burns, plastic, spinal and cardiothoracic surgery.

Six adult and paediatric TUs at the following locations:
o UHW, Cardiff
o Royal Gwent Hospital, Newport and Nevill Hall Hospital,
Abergavenny (until the Grange University Hospital is fully
operational, planned for April 2021, at which point it will become
the single designated TU for Aneurin Bevan University Health
Board)
o Prince Charles Hospital, Merthyr Tydfil and Princess of Wales
Hospital, Bridgend
o Glangwili General Hospital, Carmarthen.
The TUs will provide care for injured patients and have systems in
place to rapidly move the most severely injured patients to hospitals
that can manage their injuries, in most cases the MTC. They will also
receive patients back who require ongoing care in hospital.

Rural trauma facilities at Bronglais General Hospital, Aberystwyth,
and Withybush General Hospital, Haverfordwest, which will maintain
the ability to assess and treat major trauma patients, given their
unique geographical locations.

A Local Emergency Hospital at Royal Glamorgan Hospital,
Llantrisant. This hospital will not routinely receive acute trauma
patients but, should this occur, it will ensure appropriate initial
management and transfer to the MTC or nearest TU.

Date: 18/11/19 | Version: 1.0 Page: 4 of 10




NHS Wales Health Collaborative South Wales Major Trauma Network
Programme Business Case

4 Clinical and Operational Model

Trauma Network

Acute On-going care Specialised or
Pre Hospital Care Emergency Care and Local
and Surgery Reconstruction Rehabilitation

Acute/ Early Phase Rehabilitation Social Care

Prevention

Detailed work has been undertaken to develop the clinical and
operational model for the network and to estimate changes in patient
flows. There will be an increase of approximately 300 patients being
treated per annum at the University Hospital of Wales due to its planned
status as the MTC for the network (full details of estimated changes in
patient flow across the network are provided in Chapter 4 of the PBC).

The planning work has led to the adoption of the NHS England quality
indicators and service specification. Assessments have been undertaken to
review current services against these indicators and the estimated changes
in patient flows, which has informed the resource requirements for each
component part of the network:

e Pre-hospital services (chapter 6) — Five indicators and investment
required for new and additional journeys, additional training,
establishment of a major trauma desk within the clinical contact
centre, and for a transfer and discharge service. These requirements
were endorsed by EASC in September 2019.

¢ Major Trauma Centre (chapter 7) — 52 indicators for adult services
and 46 for children’s services. 38 are currently not met, which form
the basis for the required investment, five of which are not essential
for ‘Day 1’ and implementation of which will be phased. Investment
is sought for:

o Emergency Department - quality of immediate response and
stabilisation from 24/7 consultant trauma team lead, dedicated
nursing and seven day paediatric trauma team lead until 10pm.

o Theatres - additional theatre availability to improve timeliness
of access to theatres.

o Critical Care - additional capacity for predicted increase in
demand.

o Poly Trauma Unit - dedicated ward for acute admission and
early targeted rehabilitation in readiness for discharge to local
care.

o Trauma and orthopaedics — additional surgical capacity to meet

increased activity flow.
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NHS Wales Health Collaborative South Wales Major Trauma Network
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o Hyper acute rehabilitation service - to provide early
rehabilitation plans for trauma patients with intensive
rehabilitation needs.

o Specialist services — new local plastic surgery availability on site
to deliver improved outcomes (through collaboration with
Swansea Bay University Health Board).

o MTC directorate — senior leadership to drive improvements in
rehabilitation, clinical practice, and audit and outcomes.

e Trauma Units (Chapter 8) - 26 indicators, many are already being
met or could be met through the provision of network policies and
internal re-organisation of resources. The initial focus for additional
resources is on key enabling posts to improve clinical governance,
data collection and patient flow. Further resources will be required to
meet standards in Years 2 and 3. The TU at Morriston Hospital will
have a role in providing specialist services support to the network.
The PBC includes costs for locating up to four plastic surgeons at the
MTC.

e Operational Delivery Network (chapter 5) - investment required
to manage the network and coordinate operational delivery.

Essential to the effective operation of the network will be patient
repatriation, that is arrangements for patients to return to a suitable local
hospital as soon as the acute phase of their trauma care is completed. This
will enable patients to continue their treatment closer to home, reduce
impact on family and carers, and help provide capacity for the MTC to
automatically accept new patients. An automatic acceptance policy is
proposed for repatriation of major trauma patients from the MTC, but within
the context of supporting interventions. The policy is under development,
draft principles for which are:

1. Acceptance of the principle that origin health boards are responsible
for their patients, irrespective of where they are being treated.

2. Automatic acceptance will be treated in the same way in both
directions (i.e. to the MTC and back to the TU).

3. Any delay in repatriation will lead to a delay in automatically accepting

new patients to the MTC.
Key features of an All Wales Repatriation Policy will be included.

5. The ODN is given operational authority within the escalation
procedures for delayed transfers of care.

There will be an opportunity to pilot the policy before the network goes live.

Rehabilitation services are vital to the care of patients following major
trauma. Major trauma practitioners and rehabilitation coordinators will be
new roles in the health boards and will be vital in ensuring seamless care
and key points of contact for patients returning from specialist care to a TU
or the community. A consultant in rehabilitation medicine will operate in
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NHS Wales Health Collaborative South Wales Major Trauma Network
Programme Business Case

each health board on a weekly basis, playing a key role in coordinating the
team, managing complex patients and facilitating discharge. In Years 2 and
3, and subject to approval of additional business cases, there will be further
enhancement of local and community based rehabilitation including core
therapy roles as well as some specialist roles, providing both in-reach and
out-reach services. For complex patients who return from specialist care
(e.g. traumatic brain injury, spinal injuries), a training and education
programme for medical and nursing staff will ensure the skill set of the
rehabilitation multidisciplinary team at TUs will be identical to the skill set
of that based at the MTC.

Prevention is an essential component of an inclusive major trauma system
and the network will be able to make a significant contribution to injury
prevention programmes through data sharing, research and educational
initiatives. The ODN will be responsible for ensuring attention to prevention
activities and the benefits realisation plan described in the PBC commits the
network to the development of an injury prevention strategy, in partnership
with Public Health Wales.

5 Network Workforce

The PBC identifies significant additional workforce requirements, the
majority of which will work within the MTC. This requires collaboration within
system-wide arrangements. The network has developed workforce
principles to mitigate the risk of destabilising services as a consequence of
establishing the MTC. These principles include shared job plans, portfolio
roles and rotational posts across the network.

Staff Group WTE
Medical Staff 43.3
Healthcare Support Workers 37.65
Registered Nurses 85
Allied Health Professionals, Scientists and Technicians etc. 27.5
Administrative and Clerical staff 15
Total 208.45
6 Revenue and Capital Costs

The totality of the revenue and capital costs included in the PBC is set out
in the tables below. This has been informed by significant scrutiny of the
network requirements through the programme arrangements and, also,
independently through clinical peer review and Gateway Reviews. Learning
lessons from the establishment of major trauma networks in other parts of
the UK has been of particular importance. This has informed the scale of
the MTC requirements and also the enabling requirements for the pre-
hospital services, trauma units and the rehabilitation pathway. This will
ensure the maximum benefit for the most seriously injured patients, the
majority of whom will go to the MTC. There are some elements of the MTC
| Date: 18/11/19 | Version: 1.0 | Page: 7 of 10 |
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case that are phased and, also, the resource requirements for the TUs
reflect a more phased approach.

Summary of revenue costs

2019/20 | 2020/21 | 2021/22 | 2022/23 | 2023/24
£000s | £000s £000s | £000s £000s

MTC £922 | £10,579 | £11,222 | £11,222| £11,222
Specialist Services £150 £910 £910 £910 £910
Trauma Units £287 | £1,278| £1,278| £1,278| £1,278
ﬁgtevzitrfnal Delivery £119 £496 £508 £513 £515
Pre-Hospital Care £58 |  £1,201 £635 £640 £640
Total £1,536 | £14,465 | £14,553 | £14,562 | £14,564

Summary of health board and trust funding shares
(Reflects local Trauma Unit / Rehabilitation costs plus share of Major Trauma Centre,
Specialist Services and WAST Pre-hospital care)

2019/20 | 2020/21 | 2021/22 | 2022/23 | 2023/24
£000s £000s £000s £000s £000s

Aneurin Bevan £353 £3,549 £3,571 £3,573 £3,574
Cwm Taf Morgannwg £308 £2,743 £2,758 £2,759 £2,760
Cardiff and Vale £247 £2,808 £2,826 £2,828 £2,829
Hywel Dda £262 £2,462 £2,477 £2,479 £2,479
Powys £27 £225 £226 £226 £226
Swansea Bay £281 £2,678 £2,695 £2,696 £2,697
WAST

(2019/20 funded by WG, Year 1 £58 £0 £0 £0 £0
onwards by health boards)

Total £1,536 | £14,465 | £14,553 | £14,562 | £14,564
7 Value, Cost Effectiveness and Benchmark

Cost Comparison

The value of investment in major trauma is centred on the benefits from
reducing mortality and in reducing the levels of disability in people who have
experienced major trauma. Major trauma is one of the major causes of
premature death. The NCEPOD report (2007) highlighted that 75 % of major
trauma involved young men. Reducing mortality and improving function in
this patient group, therefore, has the ability to produce material health gain
for any investment. The National Audit Office report (2010) highlighted the
potential to reduce mortality by 15 to 40%. This has subsequently been
evidenced by the real world experience data from the introduction of the
major trauma networks in England, which demonstrated a 19%
improvement in case-mix adjusted mortality (Moran 2018).

There is international evidence that investment in major trauma is cost
effective. The NHS Confederation (2010) reported the work of Nicholl
(Sheffield University Health Economics) which indicated that, based on a
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10% improvement in mortality, a health economy could invest £5m per
annum per million population and achieve a quality gain cost effective at
within the £20,000 per QALY standard. A comprehensive study from the
United States (Mackenzie 2010) compared the outcomes in Level 1 trauma
centres with non-trauma centres and quantified the cost effectiveness at
$36,961 per QALY. When adjustments are made to translate into much
lower UK health system costs, investment in major trauma compares well
against common investment priorities such as hip and knee surgery.

The lack of a comprehensive baseline cost for the MTC makes comparison
with other UK benchmarks problematic. However, the incremental unit cost
for the MTC across ISS 9 to 15 and >15 (ISS being a score to measure
injure severity) has been assessed to start at £15,190 in Year 1 falling to
£13,573 by Year 3. The full cost of MTC activity delivered by an NHS England
MTC for the North Wales population, based on real world data, has been
calculated as £18,650 per case with a range of £23,576 for ISS>15 and
£12,083 for ISS 9<15. It is anticipated that, if all baseline costs were
included, the full cost of the new MTC would probably exceed the
benchmark, but any financial gap will narrow when, as predicted, activity
grows and wider system efficiencies from existing TUs begin to be realised.

8 Programme Assurance

Development of the clinical and operational model and the production of the
PBC have been coordinated and overseen by the Trauma Network Board,
with commissioner scrutiny provided by WHSSC and EASC. There was
intensive scrutiny throughout the summer and autumn of 2019, including
benchmarking of the MTC financial case against a lead English MTC,
Gateway Reviews in July, September and October, and professional peer
review by UK clinical experts in August. These have collectively informed
the final PBC and the resource requirements to enable the establishment of
the South Wales Trauma Network.

9 Next steps

Subject to approval of the content of the PBC and confirmation of funding,
the South Wales Trauma Network is planned to go live in spring 2020. Some
implementation has already commenced with recruitment to key enabling
posts. The Gateway Review undertaken in October 2019 reported growing
confidence that a go-live at or around April 2020 would be achievable, with
a humber of elements of the model being introduced in the first few months
after this.

The Trauma Network Programme Board will be refocused on
implementation, with a leaner membership once the PBC is approved. There
will be some parallel running of the programme team and the new ODN,
and full handover to the ODN prior to go-live. Arrangements are planned to
hold critical readiness reviews for the MTC and TUs, which will focus on
| Date: 18/11/19 | Version: 1.0 | Page: 9 of 10 |
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recruitment and, within the MTC, on capital works. Also, the automatic
acceptance policy for repatriation will need to be in place. This will inform
decisions on the date from which the network will become operational,
which will be signed off by WHSSC, as the lead commissioner.

10

Recommendations

Boards are asked to:

1.
2.

Receive and discuss the Programme Business Case for the network.

Note that there has been significant scrutiny of the case, including
three formal Gateway Reviews and professional peer review by UK
clinical experts.

Approve the overall network model described in the case (clinical,
operational and governance), including the:
a. role of the Operational Delivery Network (ODN)
b. role of the health board, as a provider of respective component
of service model.

Note the importance of the repatriation policy and the importance of
the ODN having the authority to implement this, completion of which
will form a critical activity in planning network implementation.

. Note that there will be other business cases over the next two to three

years to further develop the major trauma centre and trauma units.

. Approve the content of the Programme Business Case, subject to

confirmation of the NHS resource allocation for 2020/21, the IMTP
prioritisation process, and point 7 below.

. Note that final commissioning decisions on prehospital services, the

major trauma centre, relevant specialist services and the ODN, will be
taken at meetings of the Welsh Health Specialist Services Committee
(WHSSC) and the Emergency Ambulance Services Committee (EASC).

Date: 18/11/19 | Version: 1.0 Page: 10 of 10
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1.4

Executive Summary
Introduction

This Programme Business Case (PBC) describes the totality of the requirements for NHS Wales to
establish the South Wales Trauma Network (‘the network’), serving the population of South Wales,
West Wales and South Powys.The PBC outlinesthe trajectory of the programme over a five year period
of phasedimplementation. It represents the culmination of significant work over seven years.

The trauma network board recommends that health boards, the Welsh Ambulance Service NHS Trust
(WAST), commissioners and the Welsh Government approve and support this case, which will lead to
improved survival and outcomes for patients.

Vision

The vision for the establishment of the network is to enhance patient outcomes and experience, across
the entire patient pathway from the point of wounding to recovery and also including injury
prevention. The network will improve patient outcomes by saving lives and preventing avoidable
disability, returning patients to their families, work and education. The network will be a partnership
between participating organisations, working collaboratively to achieve this common goal and
purpose. The aimistodevelop aninclusive, collaborative, world leading trauma network, with quality
improvement, informed through evidence-based medicineand lessons learnt from others.

Background

The programme was established, following full endorsement by all six health boards in the region, of
the following recommendations made by an independent expert panel, following a period public
consultation:

e A major trauma network for South Wales, West Wales and South Powys with a clinical
governance infrastructure should be quickly developed.

e Theadults’ and children’s Major Trauma Centres (MTC) should be on the same site.
e The MTC should be at University Hospital of Wales (UHW), Cardiff.

e Morriston Hospital, Swansea, should becomealarge Trauma Unit (TU) and should have alead
role forthe majortrauma network.

e Aclearand realistictimetable for putting the trauma networkin place should be set.

The network board was established in May 2018 and significant work has since been undertaken to
develop the clinical and operational model, the network structureand to plan forimplementation.

Strategic Case

The proposals outlined in this case align with national and international strategic drivers for change,
including:

e A Heathier Wales (2018) sets out a long-term vision of a ‘whole system approach to health
and social care’, underpinned by prudent healthcare and value -based healthcare principles.

e NHS Walesservice change plansandthe National Programme for Unscheduled Care.

e The establishment of trauma networks elsewhere in the British Isles, in response to building
evidence of effectiveness:
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o NHS England implemented trauma networks between 2010 and 2012 (North Wales
has been part of the North West Midlands Network since 2012), based on a number
of strategicreport(e.g. NCEPOD, NAO).

o the Scottish Trauma Network was established in 2018, supported by incremental
investment from the Scottish Government,

o Both Northern Ireland and Republic of Ireland are making good progress with their
respective developments.

Currently, thereis noadult and paediatric network serving the populationof South Wales, West Wales
and South Powys. Evidence from the evaluation of networksin England indicates that the organisation
of the trauma pathway through a network approach is associated with significant improvementsin
both the care process and outcomes of patients after severeinjury.

Casefor Change

The case for change is compelling, with the prospect of benefits aligned closely with key investment
objectives of health gain, equity, clinical and skills sustainability, and value for money, including
economicbenefits. Thus, avalue-based healthcare approach has been applied where appropriate.

Health gain—improving patient survival and outcomes

Improving survival - NHS England showed an improvementof 19% over five years (1,645 more
survivors, which exceeded expected numbers)

Improving functional outcomes —an Australian study found more patients surviving with less
disability burden (increase in disability free years by 28%). Early investments proposed in the
rehabilitation model will incur the greatest impact on patient recovery and functional
outcome

Improvingtimely clinical care and patient experience

Improving data collection - compliance with Trauma Audit Research Network (TARN) data
collection, essential to quality improvement and evaluation

Enhancingresponse at majorincidents or mass casualty events —lack of a network presents a
strategic risk to the region; trauma networks were key in the management of patients
followingthe terrorist attacks in London and Manchester

Enhancinginjury prevention

Equity — people of highest health need prioritised

Enhancing access to specialist care - the new trauma pathway willlead to anincrease in direct
and secondary accessto specialisttreatment and care

Enhancing patient flow - there will be a requirement forautomaticacceptance of patients by
the MTC and the timely repatriation of patients for ‘care with treatment closer to home’

Improving system-wide care - learninglessons from England, investmentin TUs is required to
provide equity of access to improved standards of care

Increasing equity of care for older people suffering trauma— the region has an ageing
population and the group suffering the most majortraumaare those aged over 65

Increasing equity of care for veterans —a veterans trauma network, a collaboration with the
MTC, will provide asingle point of referral for medical care of veterans with complex physical
injuries
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Clinical skills and sustainability — reducing service and workforce vulnerabilities

e Enhancing multi-professional training and education — through a network-led programme
crossing the entire patient pathway leading to enhanced knowledge and skill base across the
network

e Enhancing workforce recruitment and retention — through a network-wide approach to
maximise opportunities of joint and rotational posts and to minimise risk to de partments and
organisations outsidethe MTC

e Developing new roles and ways of working — through expanded roles for allied health
professionals and nurses; and promotion of new areasfor training within Wales (e.g. trauma
surgery as a specialty)

Value for money —demonstrating a cost effective way of generating the anticipated benefits

e Securingeconomicbenefits —with approximately 14 additional lives savedacross the network
per year, this is likely to equate to a cost of lives saved of £17m/year. The proposed
investment is cost effective and is significantly under the NICE Quality Adjusted Life Year
(QALY) threshold for cost effectiveness of £20,000. It is also comparable with NHS Englandin
relationto majortrauma and otherclinical interventions

e Achievingsavings across the system —there will be fewer secondary transfers, less duplication
of resources by patients beingtransferred to definitive care, and a fall in the length of stayin
critical care

e Deliveringvalue tootherpatientgroupsand networks - development of a new rehabilitation
and orthogeriatricmodel will benefitawider group of patients (e.g. stroke services and neck
of femurfractures)

e Sharing knowledge and learning - including through the approach to and management of
clinical and operational governance issues

Clinical and Operational Model

The scope of the trauma networkis to provide seamless care to majortrauma patients across all age
groups. An inclusive trauma system (ITS) is responsible for all aspects of trauma care across the
pathway, fromthe point of woundingto recovery, and also includinginjury prevention. Itis based on
a network structure and features a population-based approach to the assessment of need and the
delivery of treatment. Itincludes a network-wide quality assurance framework covering each stage of
care and underpinning providers’ clinical governance processes. It also informs commissioning
decisionstoimprovethe quality of care.

Detailed work has been undertaken to develop the clinical and operational model for the network.
This has led to the adoption of the NHS England quality indicators and service specification, with a
phased approach to their introduction, in keeping with English trauma networks. This has included
significant scrutiny through professional peer review and a series of Gateways reviews. The most
recent Gateway review has provided a delivery confidence assessment of amber green. This indicates
that ‘successful delivery appears probable. However constant attention will be needed to ensure risks
do not materialise into major issues threatening delivery.” The review recognised that two major
activities were happening in parallel: the completion and approval process for the PBC and
mobilisation forgo live. It reportedthat, since the Assurance of ActionPlan review, substantial progress
had been made with both the PBCand implementation plans.
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The trauma network board has overseen the development of the structure of the South Wales Trauma
Network, comprised of the following:

e An Operational Delivery Network (ODN), to be hosted by Swansea Bay University Health
Board, which will provide the management function for the network, and coordinate
operational delivery

e A pre-hospital triagetool will ensure majortrauma patients are conveyed directly by WAST or
the Emergency Medical Retrieval and Transfer Service Cymru (EMRTS), or other emergency
providers, to the MTC or TUs.

e An adults’ and children’s MTC at University Hospital of Wales (UHW), Cardiff. The MTC will
have accessto all specialist services relevant to majortrauma. It will take responsibility for the
acute care of all majortrauma patientsinthe regionviaan automaticacceptance policy and
manage the transition of patients to rehabilitative care. It will collaborate with and support
otherhospitalsinthe network.

e An adult and paediatric TU, with specialist services, at Morriston Hospital, Swansea. It will
provide specialist supportto the MTC and provide specialist surgery for patients who do not
have multiple injuries, for burns, plastic, spinal and cardiothoracicsurgery

e Sixadultand paediatricTUs at the followinglocations:
o UHW, Cardiff

o Royal Gwent Hospital, Newport and Nevill Hall Hospital, Abergavenny (period until
the Grange University Hospital is fully operational, planned for April 2021, at which
point the Grange University Hospital will become the site of a single designated TU
for the Aneurin Bevan University Health Board)

o Prince Charles Hospital, Merthyr Tydfil and Princess of Wales Hospital, Bridgend.
o Glangwilli General Hospital, Carmarthen.

e The TUs will provide care for injured patients and have systems in place to rapidly move the
most severelyinjured patients to hospitals that can manage their injuries, in most cases the
MTC. They will have arole in receiving patients back who require ongoingcare in hospital and
will have asuitable ‘landing pad’ viaan automaticacceptance policy

e Rural trauma facilities at Bronglais General Hospital, Aberystwyth, and Withybush General
Hospital, Haverfordwest. Whilst there are no specific quality indicators for a rural trauma
facility, Hywel Dda UniversityHealth Board is committed to ensuring these hospitals maintain
the ability to assess and treat major trauma patients, given their relatively unique
geographical locations

e A Local Emergency Hospital at Royal Glamorgan Hospital, Llantrisant. This hospital will not
routinely receive acute trauma patients but,should this occur, it willensure appropriate initial
managementand transfertothe MTC or nearest TU

As a consequence of openingthe MTC, there will be changesin patient flow which will impacton all
providing organisations across the health system. In order to plan for and manage these changes in
flow, detailed modelling work has been undertaken to inform this business case and to ensurethat the
network plans to meet this new configuration.
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1.8

Operational Delivery Network

The creation of the Operational Delivery Network (ODN), to be hosted by Swansea Bay University
Health Board, is central to the development of the network. The ODN involves cross-organisationand
multi-professional working through a whole system collaborative approach, ensuring the delivery of
safe and effective services across the patient pathway. The role and responsibilities for the ODN are
setoutonina service specification and quality indicators. To facilitate a phasedimplementation, these
have been dividedinto ‘essential’, ‘desirable’ and ‘aspirational’. It is essential that the ODN is
established in advance of the network ‘goinglive’ in orderto:

e Implementthe clinical and operational framework and structure across the trauma pathway
and work with all participating organisations to ensure a state of readiness for delivery of the
network within agreed timelines

e Testclinicaland non-clinical policies

e Ensure baseline TARN datacollectionis optimised

e Quality assure key components of the training and education programme

e Establishclinical informatics structuresto allow appropriate data collection
e Oversee stakeholdercommunication and engagement

Key challenges forthe network are anticipated as being maintenance of optimal patient flow between
the MTC and the TUs and the inability to hold partner organisations to account. It will be essential that
the ODN is provided with meaningfulauthorityand this is provided throughthe design of the network
governance structure, outlined in the management case.

Pre-hospital Care and Transfers

The Welsh Ambulance Service (WAST) is a critical enabler in the success of the South Wales Trauma
Network. Forthe vast majority of patientswho suffer majortrauma, their first contact with NHS Wales
will be with the ambulance service when they receive initial care at scene. The service will also play a
critical role in taking patients either home following care in the secondary care setting or onwards for
theirspecialist rehabilitation.

There are five quality indicators for pre-hospital care. Presently one is met, two are partially metand
two are not met. All of these qualityindicators willbe met on Day 1. WAST has identifiedthe following
requirements to supportthe establishment of the network:

e Appropriate fundingforthe new and additional journeys its crews willbe making

e Additional training forits staff

e Theneedfora majortrauma desk within the Clinical Contact Centre, Cwmbran

e Resourcestosupporta transferand discharge service

For completenessandinformation, the case sets out the requirements for 24/7 availability of EMRTS
in South Wales, aligned with the timeline for the network becoming operational. This development
has been subject to a separate approval process and recruitment to posts has commenced.

12
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Major Trauma Centre

The establishment of the MTC is pivotal to the development of the trauma network. The case for
change identifies areas where investment will be required in order to deliver timely and improved
quality of care. The investment required aligns to meeting national adult and children’s MTC quality
indicators and service specification and a predicted activity uplift of approximately 290 additional
patients in year 1. Learning lessons from NHS England, the proposal requires some considerable
frontloading, in orderto demonstrate maximal benefit.

An analysis has been undertaken reviewing current Cardiff and Vale UHB services against the agreed
national quality indicators for MTCs. There are 52 adultindicators and 46 children’s indicatorsin total,
with 20 key indicators not currently being met which form the basis of the required investment. The
new investment will provide:

e Emergency Department — quality of immediate response and stabilisation from 24/7
consultant trauma team lead; dedicated nursing and seven day paediatric trauma team lead
until 10pm.

e Theatres—additional theatre availability toimprove timeliness of access to theatres.
e Critical Care — additional capacity to enable the predicted increase in demand.

e Poly Trauma Unit — dedicated ward for acute admission and early targeted rehabilitation in
readinessfordischarge tolocal care.

e Trauma & orthopaedics —additional surgical capacity to deliverincreased activity flow.

e Hyper acute rehabilitation service —to provide early rehabilitation plans for trauma patients
with intensiverehabilitation needs.

e Specialistservices—new local plasticsurgery availability on site to deliverimproved outcomes
particularly for debridement surgery and via joint operating. (Through collaboration with
SBUHB).

e MTC directorate —seniorleadership todrive improvementsin rehabilitation, clinical practice
and audit & outcomesviathe Trauma Audit Research Network (TARN).

Furthermore, the existing arrangements and capacity for specialist rehabilitation at Rookwood
Hospital and Neath Port Talbot Hospital will be maintained.

The MTC’s role and responsibilities in relation to support and collaboration within the wider network
are outlined below and will considerable value to the investment made by all health boards:

e Clinical Advice & Leadership - providing clinical advice to other providers within the network,
including in pre-hospital stage and whilst patients are awaiting transfer to the MTC for
definitive treatment or following acute care when the patient is discharged to on-going
specialised orlocal rehabilitation services.

e Training, Audit & Quality Improvement — being actively engaged and contributing to the
network, particularly in operational requirements, training, governance and audit, as part of
an effectivetrauma Quality Improvement programme.

e Rotational Posts & Joint Appointments - ensuring the development of the MTC does not
destabilise other health boards’ services; aligned with the principles of workforce recruitment
into the MTC.
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e Audit and Quality Improvement - additional TARN coordinator roles will support the timely
and quality entry of a large percentage of network data into the National Audit. This will be
key for developing an audit programme forthe MTC, in collaboration with the network.

e Rehabilitation - providing early/hyperacute rehabilitation as well as a managed transition to
rehabilitation and the community. Key roles within this case such as the rehabilitation
consultant, consultant AHP, lead therapist and nurse, and psychologists willintegrate intothe
network to support wider programmes of quality improvement, training and education.

e Collaboration with other Specialist Services - there are a numberof interdependent services
and specialties required to work in partnership to deliver seamless and high quality care. In
particular, services for major trauma patients with orthoplasticrequirements will need close
working between C&VUHB and SBUHB to ensure care delivered is to an excellent standard
regardless of where the patientistreated.

Health Board Configuration

The structure of the trauma network will include TUs, LEHs and rural trauma facilities, as defined in
section 1.6 above.

All TUs are already managing moderate and major trauma patients. In the trauma network, TUs will
continue to provide initial assessment, imaging and treatment of trauma patients. They will also
enhance existing systems to rapidly move the most severely injured to specialist centres that can
manage injuries. In doing so, TUs will develop an effective quality improvement programme. By Day 1,
all TUs will have undertaken the requisite level of medical and nursing training and education and
embeddednetwork policies withintheir systems. Organisational governance structureswill have been
established.

Major trauma practitioners and rehabilitation coordinators will be new rolesin the health boards and
will be vital in ensuring seamless care of majortrauma patients and key points of contact for patients
returning from specialist care to the TU or community. A consultant in rehabilitation medicine will
operate in each health board on a weeklybasis, playing akey role in coordinating the team, managing
complex patients and facilitating discharge. Compared to NHS England, the network board have made
a commitmentto early enablers toimprove therehabilitation pathway, in keeping with the importance
of improving functional outcome.

Inyearstwo and three, there will be further enhancement oflocal and community basedrehabilitation
including core therapy roles as well as some specialistroles (e.g. neuropsychology), providing both in-
reach and outreach services.

For complex patients who return from specialist care (e.g. traumatic brain injury, spinal injuries), the
network will develop a training and education programme for medical and nursing staff caring for
these patients. Thus, the skill set of the rehabilitation multidisciplinary team based at the TU will be
identical to the skill set of that based at the MTC.

There are 26 quality indicators for TUs; many are already being met or could be met through the
provision of network policies and internal re-organisation of resources. Where additional resources
are required, these will be introduced using a phased approach with the initial focus on key enabling
poststo improve clinical governance, data collection and patient flow.

Within the network structure, there are two rural trauma facilities in West Wales which will need to
maintain the ability to assessand manage major trauma patients. These facilities will be supported by:
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e Trauma deskand network pre-hospital triage tool to guide decision-making

e Confirmation of 24/7 EMRTS availability, providing pre-hospital critical care and hyper-acute
transfers

e Remote telemedicine to guide management of trauma teamsin rural trauma facilities ahead
of arrival of EMRTS

e Anoperational policy betweenthe TUand rural trauma facilities, forming part of the network
operational policy

The trauma unit at Morriston Hospital will also have a role in providing specialist services support to
the network (e.g. orthoplastics, spinal surgery, level 1 rehabilitation). In addition the trauma unit in
ABUHB provide aspinal service for some trauma patients.

1.11 FinancialCase

The totality of the revenue and capital costs is set out below. The case for the MTC is front-loaded
havinglearntlessons fromthe implementation of networksinthe rest of UK, which has reinforced the
need to achieve quality indicators and service standards at an early stage. This will ensure the
maximum benefit for the most seriously injured patients, the majority of whom will go to the MTC.
However, there are some elements of the MTC case that are phased. The resource requirements for
the TUs reflect amuch more phased approach and subsequent business cases maybe required (where
appropriate) to meet service specification and quality indicators that cannot be meton Day 1.

Summary of Revenue Costs

2019/20 | 2020/21 | 2021/22 | 2022/23 | 2023/24
£000s £000s £000s £000s £000s
MTC Costs £922 £10,579 | £11,222 | £11,222 | £11,222
Specialist Services Costs £150 £910 £910 £910 £910
Trauma Unit costs £287 £1,278 £1,278 | £1,278 | £1,278
Operational Delivery Network Costs £119 £496 £508 £513 £515
Pre-Hospital Care £58 £1,201 £635 £640 £640
Total £1,536 | £14,465 | £14,553 | £14,562 | £14,564

The costs have beenderived throughan iterative processof reviewing the gap between commissioning
expectations and provider costs.
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The summary revenue contribution foreach health board is outlined below:

Summary of funding of Trauma Network by Health Board
Reflects local Trauma Unit/ Rehabilitation costs plus share of Major Trauma Centre, Specialist
Services and WAST Pre-hospital care
2019/20 2020/21 2021/22 2022/23 2023/24
£000s £000s £000s £000s £000s
Aneurin Bevan £353 £3,549 £3,571 £3,573 £3,574
Cwm Taf Morgannwg £308 £2,743 £2,758 £2,759 £2,760
Cardiffand Vale £247 £2,808 £2,826 £2,828 £2,829
Hywel Dda £262 £2,462 £2,477 £2,479 £2,479
Powys £27 £225 £226 £226 £226
Swansea Bay £281 £2,678 £2,695 £2,696 £2,697
WAST (2019/20 funded by Welsh
Government, year 1 onwards by Health
Boards) £58 £0 £0 £f0 £0
Total NHS System Revenue £1,536 £14,465 £14,553 £14,562 £14,564

There are several factors which willimpact on revenue costs and apportionment, including:

Monitoring changesin RTA income during 2020/21 by health board

Assessing the impact of the planned earlier repatriation of patients from the MTC to TU
landing pads’

Assessingand managing slippage
Testingthe assumption that capital charges will be funded by Welsh Government
Furtherreview of staffing plans forthe MTC

Monitoring operational efficiencies.

Capital costs will be met through the Welsh Government strategic capital route. Estate development
and equipment has beenidentified by both Cardiff and Vale UHB and Hywel Dda UHB:

Programme Capital Requirements

2019/20 | 2020/21 2021/22 2022/23 2023/24

£000s £000s £000s £000s £000s
MTC Cardiff & Vale (MTC Construction and Equipment) £5,426
Hywel Dda Trauma Unit (West Wales General) £1,252
Capital Total £5,426 £0 £1,252 £0 £0

Future revenue and capital business cases will be prepared by the relevant organisations and a
timetable is providedin chapter9.
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1.14

Economic Case

There is consistent national and international evidence indicating that the establishment of trauma
networks is cost effective.

Within a mature trauma system, investment in the MTC in itself is cost-effective, with evidence of a
five to 15 fold return on investment for each patient successfully returned to work. In terms of cost
per life yearsaved, regionalised MTC care costs are cost-effective when compared with the provision
of other medical interventions. A recent study from NHS England indicated that English trauma
network have been cost effective, given that they are significantly underthe NICE QALY threshold for
cost effectiveness of £20,000. Based on the expected number of 'candidate' major trauma patients
(2,112) across the entire South Wales Trauma Network, the investment is significantly below the NICE
QALY threshold of £20,000 (£6,896 peradditional QALY gained), comparable with the 2013 study from
NHS England on cost effectiveness of trauma networksand with otherinterventions (e.g. hip and knee
replacements).

In addition, approximately an extra 14 lives will be saved per year based on experience of enhanced
survival in NHS England. For the given investment, this would equate to a cost of lives saved of
approximately £17m peryear. Thus, the service would pay foritself in terms of economic benefit.

Linked to cost effectiveness, value will come from realising benefits as outlined in a comprehensive
benefits realisation plan. Whilst it is imperative that the network focuses on the key investment
objectives of improving survival and functional outcomes, one of the areas that will be measured are
the wider system benefits.

Commercial Case

The commercial case outlines the proposed procurement and capital requirements in respect of the
preferred way forward. It should be noted that responsibility for the production, delivery and
management of capital casesidentified as part of this PBC will sit with the providing organisation but
will need to be supported by the ODN and wider network.

Management Case

The management case sets out the actions required to ensure the successful delivery of the trauma
network against the agreed investment objectives and timeline. To achieve this, it sets out the
programme management arrangements and implementation plan. It gives details of the
commissioning arrangements and considers how these will affect the organisational and clinical
governance arrangements once the networkis operational.

Since approval of the recommendations of the independent panel review by health boards in 2018,
the programme and the development of this case has been overseen by the trauma network board,
whichisaccountable to WHSSC Joint Committee.

The scope of the commissioning framework is summarised as;

e The ODN will overseethe delivery of traumaservices tothe population of South Wales, West
Wales and South Powys.
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e The ODN, Major Trauma Centre at University Hospital Wales and orthoplastic services at
Morriston Hospital will be commissioned by WHSSC.

e The Emergency Ambulance Services Committee will commission WAST and the EMRTS.
e Healthboardswill be responsibleforlocal commissioning.
e Existingtraumacommissioning arrangements for Betsi Cadwaladr UHB will be retained.

Asthe network moves fromits planning phase to implementation and operational delivery, hosting of
the network will shift from the NHS Wales Health Collaborative to Swansea Bay UHB. A robust and
methodological programmearrangement will continueto be applied, but the roles and representation
across the programme will be amended as the focus moves from planning for implementation to
mobilisation.

The operational governance structure will ensure clear lines of accountability and responsibility across
the pathwayin ordertoachievethe best possible outcomes and experiencefor patients. This will align
with the network’s mission statement of ‘saving lives, improving outcomes, making adifference.’

Evaluation is an essential requirement and the ODN management team will manage the process in
partnership with the lead commissioner (WHSSC) and will include participation in national peer review.

Summary and Recommendation
The network board has overseen the development of the structure of the network, comprised of the
following elements:

e An Operational Delivery Network (ODN) hosted by Swansea Bay University Health Board

e Pre-hospitaldevelopmentsincluding WAST and 24/7 EMRTS

e Anadult’sand children’s MTC at UHW, Cardiff

e Anadultand paediatricTU with specialist services at Morriston Hospital, Swansea

e Sixadultand paediatricTUs at the followinglocations:

o UHW, Cardiff

o Royal Gwent Hospital, Newport and Nevill Hall Hospital, Abergavenny (period until the
Grange University Hospital is fully operational from April 2021, at which pointthe Grange
University Hospital will become the site of a single designated TU for the Aneurin Bevan
University Health Board)

o Prince Charles Hospital, Merthyr Tydfil and Prince ss of Wales Hospital, Bridgend
o Glangwilli General Hospital, Carmarthen

e Rural trauma facilities at Bronglais General Hospital, Aberystwyth, and Withybush General
Hospital, Haverfordwest

e A local Emergency Hospital at Royal Glamorgan Hospital, Llantrisant

The network board has also developed a phased clinical and operational model, based on the NHS
England quality indicators and service specification for major trauma services. All providers and
relevant commissioning bodies have agreed this model andrequisite resource requirements, following
several tiers of internal and external reviews.
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The case describes the delivery of absoluterequirements for Day 1, but also the schedule of business
casesthat will follow as part of the phased introduction of the network. In doing so, the case also sets
out a timeline for implementation of the network (and composite parts) on 15t April 2020, with the
ODN management team being put into place in January 2020. Whilst this presents an ambitious
timeline, the programme is committed to achieving this.

In order to manage implementation, the case describes a revised implementation structure,
commissioning and organisational governance arrangements and workforce principles to maximise
positive benefits of recruitment for the wider healthcare system. Finally, a focus is placed on giving
the ODN operational authority, particularly in relation to the repatriation of patients from the MTC
and maintaining patient flow across the network.

The network board recommends that health boards, commissioners and WelshGovernment approve
and endorse this Programme Business Case, the agreed structure and the requisite phased resource
requirements for the establishment of the South Wales Trauma Network, serving the population of
South Wales, West Wales and South Powys, so thatit can proceed with implementation.

The programme team would like to thank all contributors fortheirtime and advice in developing this
complex and challenging Programme Business Case.

19



2.2

Strategic Case
Introduction

The purpose of this section is to explain how the scope of the proposed programme and investment
aligns with national drivers, interdependent policies and the strategicvision for Wales. It also sets out
how the programme supports and complements the existing business strategies of NHS Wales, local
health boards (health boards), Welsh Ambulance Service NHS Trust (WAST), the Emergency Medical
Retrievaland Transfer Service (EMRTS) Cymru, WelshGovernment and NHS Wales asawhole. In doing
so, it sets out the case for change, in terms of the existing and future operational needs of these
organisations, pertaining to major traumacare.

In particular, this section of the Programme Business Case (PBC) demonstrates the strong links
between policies, strategies and the drivers of joint working and how these can be used to deliver
bettertraumaservices, more efficiently for the people of South Wales, West Wales and South Powys.

The programme is also committed to delivering value for our patients, to provide the best patient
outcomes through optimally directing ourresources.

Strategic Context
This section outlines the strategiccontext forthe proposed change as follows:
e National driversforchange
e Keyinterdependent policies
e Thelocal context—population and existing activity profiles
e Anoverviewofthe baseline position with respect to the trauma pathway

The visionforthe establishment of a trauma network forthe population of South Wales, West Wales
and South Powys is to enhance patient outcomes and experience, across the entire patient pathway
from the point of wounding to recovery and includes injury prevention. The network represents a
partnership between participating organisations, each responsible for working collaboratively to
achieve thiscommon goal and purpose. The trauma network willimprove patient outcomesby saving
life and preventing avoidable disability, returning patients to their families, work and education.

A trauma network consists of a Major Trauma Centre (MTC), with anumber of Trauma Units (TUs) and
Local Emergency Hospitals (LEHs), and rehabilitation services. The trauma network ensures rapid
transfer of patients who are most severely injured from the scene of an incident or other hospi tals to
the MTC, in orderto benefit from timely and efficient specialist care. Care continues closerto home or
inthe community once specialistcare is completed. Care closerto home isgenerallyfacilitated through
rehabilitation. Indeed, the key to keeping the trauma pathway open is for specialist and local
rehabilitation to be optimally organised and resourced, linkinginto continuing healthcare packages for
patients who need them. Benefit for patientsis realised across the network, notjustinthe MTC.

The trauma pathway consists of a number of component parts in the patient’s journey, with the
relationship between, and integrity of, component parts being critical to the successful delivery of the
network. Each part has equal merit. Thisis summarised inthe diagram overleaf.
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Trauma Network

Acute On-goingcare Specialised or
Pre Hospital Care Emergency Care and Local
and Surgery Reconstruction Rehabilitation
Acute/ Early Phase Rehabilitation Social Care
Prevention

2.3 National Driversfor Change

Thissection sets outthe links between the proposed investment and key national drivers for change.
2.3.1 A Healthier Wales

A Healthier Wales (2018) sets outa long-term vision of a “whole system approach to health and sodial
care”. Underpinning thisis the ‘quadruple aim’ of improving population health and wellbeing; better
quality and more accessible health and social care service; higher value health and social care and a
motivated and sustainable health and social care workforce. Thus, both Prudent Healthcare and Value-
Based Healthcare principles underpin the plan. The development of the trauma network sits firmly
withinthis strategicspace, asit will deliver care inthe right way and at the righttime:

A whole system approach with seamless coordination between health and social care — as
reflectedinthe above trauma pathway

An equitable system, which achieves the best health outcomes for all — equity of access to
specialistcare isan importantinvestment objective forthe traumanetwork

Delivery of services as close to home as possible — this aligns with the requirements for a
congruent health and social care model, so that once specialist care is complete, rehabilitation
can be delivered withinthe community setting as soon as possible

Using technology to support high quality, sustainable services — this is explored furtherin
Chapter5 onimproving data collection on outcomes and experience

2.3.2 Strategic Drivers

The development of the trauma network alignsitself with anumber of other strategicdrivers spedific
to Wales:

NHS Wales Service Change Plans — NHS Walesis undergoing a series of changes focusingon
the reshaping of acute clinical services, with aview to changing the delivery of some services.
Thisincludes centralisation of specialist care (e.g. for patients who sustain cardiacarrests and
regain a pulse), with the rationale of delivering improved clinical outcomes and ensure
services remain sustainable in the face of challenges in the medical workforce. Each health
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board will have its own clinical priorities. Specific examples include Hywel Dda University
Health Board plans for Transforming Clinical Services and the development of The Grange
University Hospital forspecialist and clinical critical care services in Aneurin Bevan University
Health Board (ABUHB).

e National Programme for Unscheduled Care — The aim of this programme is to redesign
unscheduled care processes across the total patientjourney and to alleviate pressure within
the systemincluding the National Collaborative Commissioning Unit’s current programme of
workin these areas (e.g. the Emergency Department Quality and Delivery Framework).

Trauma Specific National Drivers

There are a number of trauma specific national drivers relevant to the development of the trauma
network, which will increasingly have animpact on the delivery of health services across Wales. The
points below summarisethesedrivers:

¢ National Reports — the National Audit Office (2010) report on major trauma care in England
and the National Confidential Enquiry into Patient Outcome and Death (2007) were key
reports highlighting deficiencies in trauma care in the UK and resultant negative impact on
survival and outcomes for patients suffering major trauma. These reports identified that
servicesachieve bettercare and outcomes when formal trauma networks are in place.

e Trauma Networks in the UK and Ireland — based on the above, NHS England established
regional trauma networks. In 2010, London introduced its pan-regional majortrauma system,
consisting of four trauma networks, each with an MTC. Following this, regional trauma
networks were established inthe rest of England, now consisting of 11adult MTCs, 5children’s
MTCs and 11 combined adult and children’s MTCs. Delivery of these networks occurred
simultaneously in April 2012 and have taken five years to develop and mature. In 2018, the
Scottish Trauma Network was established, with four regional trauma networksand MTCs in
Aberdeenand Dundee, as part of a phased five-yeardevelopment. The Scottish Government
is makinganincremental newinvestment of £27 million peryearinto majortraumaservices.
Furthermore, both Northern Ireland and the Republic of Ireland are making good progress
with theirrespectivedevelopments.

e Trauma Networkin North Wales — since 2012, North Wales has formed part of the North
West Midlands and North Wales Trauma Network, withpatients from TUs in Ysbyty Gwynedd,
Ysbyty Glan Clwyd and Wrexham Maelor Hospital going to the MTC at Royal Stoke University
Hospital.

e Service Specification and Clinical Standards — a hallmark report, NHS Clinical Advisory Groups
(CAG) Report (2010) Regional Networks for Major Trauma, underpinned the development of
the above networks, which provides detailed recommendations for the delivery of trauma
services across the patient pathway. This report formed the basis of the NHS England service
specification and quality standards. The North Wales service already aligns with the position
set out in this report. Furthermore, there are number of evidence-based clinical guidelines
that support the service specification (e.g. National Institute of Clinical Excellence Trauma
Guidelines — 2018, British Society of Rehabilitation Medicine Core Standards for Specialist
Trauma Rehabilitation —2014).

In March 2018, based onthe above and the work undertaken since 2012 to develop atrauma network
(see subsequent chapters for details), all six health boards covered by the proposed trauma network
fully endorsed the recommendations of anindependent expert panel review, which indicated that:

e A major trauma network for South and West Wales and South Powys with a clinical
governance infrastructure should be quickly developed

e The adultsand children’s MTCs should be on the same site
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e The MTC should be at University Hospital of Wales, Cardiff

e Morriston Hospital should become alarge TUand shouldhave alead roleforthe majortrauma
network

e Aclearand realistictimetable for putting the trauma networkin place should be set

Key Interdependent Policies

There are a number of clinical and non-clinical polices developedand endorsed by Welsh Govemment
that align with the development of the trauma network as shown below:

‘ Overarching policies/frameworks:
NHS Wales policy for repatriation of patients - 2017
Welsh Therapies Advisory Committee

s b' 's (Public health strategic framework for Allied Health Professionals 2017 and modernising Allied Health Professions' careers in
pec ed Wales -2016)

Sustainable social services for Wales: a framework for action - 2015
or ' oca' ‘ Integrated assessment, planning and review arrangements for older people — 2013 - link to ‘silver trauma'
‘ Children and young peoples continuing care guidance - 2012
"w ’ Specific delivery plans:
reh ab' hta non Neurological conditions delivery plan 2017
Stroke delivery plan 2017 — 2020

Mental health delivery plan 2016 - 2019

Acute On-going care
Emergency care and
and Surgery reconstruction
Overarching policies/frameworks: Specific delivery plans:
National programme for unscheduled care Delivery plan for the critically ill to 2020
Emergency response plan - 2016 Revised guidelines for the transfer of the critically ill adult - 2016
Healthcare science in NHS Wales - 2018 Thoracic, spinal and plastic surgery
Statement of intent for diagnostic services — 2018 Organ donation strategy

Guidelines for the management of devastating brain injury - 2017
All Wales escalation guidelines for critical care - 2016

Critical Care

The Welsh Government Critical Care Task and Finish Group Report, published in July 2019, set out a
national directed programme, which looks strategically at the issues and challenges for critical care
services across Wales. The approach builds on the work already being taken forward with the
implementation of the delivery plan for the critically ill. The report is honest about the challenges
facingcritical care, and provides astrategicview on the steps necessary to ensure services for people
who are criticallyill are fit forthe future.

The report makes a number of recommendations that will be nefit the establishment of the trauma
network. These include the establishment of a non-emergency transfer service forcriticallyill adults,
the development of along-term ventilation unit, some additional critical care capacity within regional
services as well as supporting the development of local services such as post-anaesthetic care units
(PACU) and critical care outreach. This work will not replace the need for investment in critical care
services, which are necessary for major trauma patients within the MTC.
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Population and Existing Activity Profiles

Population Profile

In 2015, the total population of Wales was approximately three million people, excluding transient
populations. The population of South Wales, West Wales and South Powys was 2.4 million people.
The map below shows population density and breakdown per health board (Note aboundary change

took effectfrom April 2019):

Population density, Wales, 2015

LSOA, estimated population per square kilometre
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Produced by Public Health Wales Observatory, using M
© Crown Copyright and database right 2019, Ordna

384,000
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and 2011 Census data (ONS)
vey 100044810

The above graphic illustrates that the population of South Wales is concentrated in the densely
populated urban areasof Cardiff, Newport and Swansea, with aspreadacross more sparsely populated
rural areas. It is likely that major trauma would follow this distribution, being concentrated in more

urban areas of higher population density.

Percentage of population by age and sex, Wales and the rest of the UK, 2015
Produced by Public Health Wales Observatory, using MYE (ONS)
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The above figure demonstratesthat Wales has a similar population structure to the rest of the UK, but
with slightlymore older people and fewer younger working age adultsaged 25-50years. Furthermore,
the age structure of the population varies across South and West Wales, with Pembrokeshire,
Monmouthshire and Swansea (in that order) demonstrating a higher proportion of older people
compared to Cardiff. Moreover, in the last 10 years, the population of Wales has become older witha
54% increase predictedinthe over65s by 2036. This provides evidence for consideringthe design of
the trauma network, takinginto account the changing population.

Paediatric major trauma is most common in children under the age of one year, with this peak in
incidence often being accounted for by non-accidental injury. Across all paediatric age groups, road
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trafficcollisions are the commonest mechanism of injuryand head injuriesare the predominant injury
type. Severely injured children present mostly in daytime hours with a peak in the evenings and at
weekends. Paediatric major trauma after midnight is rare. It should be recognised that a significant
number of children with major trauma arrive at emergency departments by car and therefore may
continue to attend theirnearest hospital.

Existing Activity Profiles

Fewerthan 0.1% (1/1000) patients who arrive at an emergency department will have major trauma.
Based on the population of South Wales, West Wales and South Powys this equates to approximately
2,400 cases peryear. In 2016, approximately 750,000 people attended an emergency departmentand
the Welsh Ambulance Service attends approximately 800 emergency calls across Wales perday. Thus,
major trauma represents asmall proportion of the unscheduled care workload.

Furthermore, the incidence of paediatric major trauma is even lower. However, the face of major
trauma is changing. Whilst the overall incidence of major trauma has not increased in the UK, the
incidence of majortraumainolderpeople greatly exceeds earlier predictions in NHS England. Rather
than being something that afflicts young men, the majority suffering majortrauma are now olderthan
65 years of age. Thisislikely to hold true for Wales, given the population profile described above.

The table below illustrates the expected number of cases per year modelled on the Trauma Audit
Research Network (TARN) data reported for 2016-2017, using hospitals with good TARN data
collection. The datais broken down according to Injury Severity Score (ISS) —see glossary of terms:

‘Candidate’ Major

Site Moderate Trauma Major Trauma Trauma
ISS 9-15 1SS>15 Total
Morriston Hospital 227 147 374
Princess of Wales Hospital 91 59 150
Aneurin Bevan UHB 255 166 421
University Hospital Wales 181 335 516
Prince Charles Hospital 97 63 160
Royal Glamorgan Hospital 84 55 139
Bronglais General Hospital 41 27 68
Glangwili General Hospital 111 72 183
Withybush General Hospital 65 42 107
Total 1,146 966 2,112

Finally, a TARN report for the region from 2017-2018, demonstrated that falls from greater than two
metres were the commonest mechanism of injury (56%), followed by road traffic collisions, falls from
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lessthan two metres and penetratingtrauma (e.g. shootings and stabbings). Falls from less than two
metres demonstrate no seasonal variation whilst the peak time for road traffic collisions/falls from
heightappearstobe between 3pm-6pm, with the lowest period of activity between 12am-6am.

Overviewofthe Current Position — The TraumaPathway

Currently thereis no adult and paediatrictrauma network servingthe populationof South Wales, West
Wales and South Powys. Whilst there are examples of good clinicaland operational governance within
participating organisations, there is no oversight of strategic planning, operational delivery, local
advice, maintaining quality and standards of care and partnership development. NHS organisations in
South Wales, West Wales and South Powys have undertakenthe following to assess the value gap and
level of confidencein the existing trauma pathway.

Pre-hospital Care and Secondary Transfers
Welsh Ambulance Service NHS Trust (WAST)

The main provider of pre-hospital care and secondary transfers for major trauma patients is WAST,
which is commissioned by the Emergency Ambulance Services Committee (EASC). However WAST is
supported by a number of organisations including the Emergency Medical Retrieval and Transfer
Service (EMRTS) Cymru, healthboards, the Critical Care Network, paediatric retrieval services and third
sectororganisations.

As part of WAST’s quality strategy (2016-2019) there have beenanumber of advances with respect to
trauma management, including improvements in guidelines, equipment, and administration of
Tranexamic acid. In 2015, WAST introduced a new clinical response model to identify those patients
whorequire animmediate life-saving response, to receive the highest priority response in the fastest
time possible, which was evaluated as part of the Amber Review in 2018.

Presently, a number of patients are taken by WAST directly to specialist units. This includes patients
suffering from an ST elevation myocardial infarction (heart attack) and cerebrovascular accident
(stroke).However, in the absence of pre-hospital enhancedcare, ambulance crews take many patients
suffering major trauma to the nearest emergency department (ED), rather than directly to specialist
definitive care. Whilst a pre-alert process exists for informing EDs about critically injured patients, this
isnot consistently undertakenand delivered across the regions. There is alsovariation in the handover
of these patientson arrival atthe ED.

Emergency Medical Retrieval and Transfer Service (EMRTS) Cymru

In April 2015, EMRTS went live fromits South and Mid Wales bases. EMRTS representsa collaboration
between NHS Wales and the Wales Air Ambulance Charity Trust (WAACT). The service is hosted by
Swansea Bay University Health Board and commissioned by the Emergency Ambulance Services
Committee (EASC). Itisaconsultantled, consultant delivered, road and air based service providing the
following:

e Pre-hospital critical care for all age groups (advanced airway management and anaesthesia,
surgical interventions and advanced haemorrhage control including blood products).

e Time critical adultand paediatricinter-hospital transfers.

e Coordination of above and provision of advice to WAST through a National Air Support Desk
staffed by an EMRTS Critical Care Practitioner (CCP) and allocator, with remote support by a
‘Top Cover’ consultant.

The above has allowed enhanced decision-making for major trauma patients to bypass their local
hospital and be taken directly to specialist centres at University Hospital of Wales, Cardiff and
Morriston Hospital, Swansea. The service has robust operational and clinical governance in place and
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a number of best practice Standard Operating Procedures related to major trauma. Major trauma
represents approximately half of the service’s workload.

In 2017, the service expanded to include North Wales. In addition, the WAACT provided a charity
funded service from Cardiff Heliport for Paediatric/Neonatal retrieval teams and long distance
repatriations.

The EMRTS is currently only a 12 hour service (8am-8pm). Outside of these hours, voluntary
organisations(including. BASICS schemes in Southand Mid Wales) provideadoctorat the scene on an
ad hoc basisto provide avariable level of care for major trauma patients outside standard amb ulance
service practice.

The service is undergoing a phased temporal and geographical expansion as part of the ongoing
programme of service development. The first phase of this expansion will be the introduction of a
South Wales overnight service with effect from April 2020. (See chapter 6)

Third Sector and Commercial Organisations

For the provision of extrication and initial management of trauma patientsin austere environments,
there are six Mountain Rescue services and several Royal National Lifeboat I nstitute Coastguard
services. In addition WAST providesatier of volunteer Community First Responder, who will frequently
be first on scene atan incident.

Since 2015, Bristow has run commercial helicopter operations from Caernarfon airport and RAF St
Athan in Cardiff, providing Search and Rescue services. The service is principally for rescue and
recovery, but will frequently take patients to nearest accessible Emergency Department. Requests
from health boards for support with transfers, regardless of urgency, are not guaranteed to be
undertakenand are chargeable.Inrecentyears, the service has developeda close working relationship
with WAST and EMRTS.

Adult and Paediatric Critical Care Transfers

In the absence of the EMRTS, health boards are required to undertake adult critical care transfersfor
patients that require definitive care in specialist centres, using WAST to access an ambulance. These
transfers are overseen by the Wales Critical Care and Trauma Network (principally it is a trauma
network due to the already-established Trauma service for North Wales), who provide oversight of
clinical and operational governance. Health boards also perform time-critical paediatric transfersin
the absence of the EMRTS. In addition, the Wales and West Acute Transport for Children Service
(WATCh), based in Bristol undertake paediatric critical care transfers that do not require immediate
onward transfer.

Acute Emergency Care and Surgery
Overview of Provision

There are six health boards covering the region of South Wales, West Wales and South Powys. Across
the region, 10emergency departments currently receive major trauma patients. Variation exists in the
seniority of trauma team leaders and the threshold for activation of trauma teams. The composition
of trauma teams also differs, but all hospitals have access to anaesthetists, intensive care physicians,
general surgeons and trauma and orthopaedic surgeons. The rapid availability of blood products is
achieved through activation of hospital massive transfusion protocols. There is also access to CT
scanning, emergency theatres and intensive care, but variable access to MRI scanning.

Historically, University Hospital of Wales (UHW) and Morriston Hospital have been the main centres
forreceiving majortrauma patientsinthe regions.

University Hospital of Wales (UHW), Cardiff

UHW (Cardiff and Vale University Health Board —C&VUHB) has established a major trauma directorate,
which since 2016 has been overseeing the development of a cohesive plan for a high quality trauma
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service for patients. Activities have included establishing major trauma service models, clinical
governance, training, patient experience, pathways and protocols. So far, this has been overseen by a
clinical lead and deputy lead, trauma manager and two majortrauma practitioners.

Patients arrive by road or by air (at a co-located 24 hour lit helipad) and receive treatment in the
emergency unit. The unit has the following features: a seven bedded resuscitation room including a
dedicated paediatric bay equipped with advanced airway equipment; ultrasound; rapid blood
transfusers; and a co-located CT scanner allowing selected patients to be transferred direct to the
scanner by the EMRTS. There isatier of consultantsin emergencymedicineand paediatricemergency
medicine, supported by a multidisciplinary team.

Radiology is supported by 24-hour access to interventional radiology following the centralisation of
vascularsurgery in South East Wales and 24 hour access to MRI scanning. UHW also has two 24 hour
emergency theatres and atraumaand orthopaedictheatre. Several surgeons currently have a specific
interestintraumasurgery.

In addition to the services outlined above, UHW provides the following specialties pertaining to
emergency traumasurgery:

e Neurosciences—10 neurosurgeons provide the singleadult and paediatricneurosurgery unit
for the region, including two neurosurgical theatres.

e Cardiothoracicsurgery —the service is delivered by five cardiacand three thoracic surgeons.
The service includes repair of blunt and penetrating injuries, aortic injuries (including
endovascular repair) andrib fixations. There are three dedicated cardiothoracictheatres.

e Welsh Centre forSpinal Traumaand Surgery — provided by seven spinal surgeons with access
to emergency and traumaand orthopaedictheatres.

e Vascular/endovascularSurgery.

e Oral and maxillofacial surgery, urology, ENT surgery and obstetrics.

In addition to the above the trauma and orthopaedic unit provides specialist care for patients with
pelvic and acetabular trauma and complex extremity trauma. However, there is no dedicated plastic
surgery service.

UHW is hostto the Noah’s Ark Children’sHospital for Wales, which includes a paediatricintensive care
unit, neonatal intensive care unit, general paediatric medicine, specialist paediatric medicine,
paediatric surgery, paediatric trauma and orthopaedics, children’s theatres and children’s x-ray
department.

Morriston Hospital, Swansea

Morriston Hospital (Swansea Bay University Health Board - SBUHB) has an emergency department
with a five-bedded resuscitation room, withpatientsarrivingby road and by airata 24 hourlit helipad.
In addition to the services outlined above, Morriston Hospital provides the following specialties
pertainingtotraumasurgery:

e Welsh Centre for Burns and Plastic Surgery — the centre provides tertiary care for plastic
surgery for South Wales, West Wales and South Powys. Adult burns care is provided for both
South Wales and South West England. The service consists of dedicated burns and plastics
theatres and an intensive care unit, led by specialist multidisciplinary teams. This forms part
of the regional Burns Network for adults, withtransfer of paediatric major burns to the Bristol
Children’s Hospitals.

e Cardiothoracicsurgery— five cardiacsurgeons and two thoracic surgeons. Following arecent
independent review of thoracic surgery in 2017 and a public consultation process, Health
Boards have recommended a single thoraciccentre at Morriston Hospital.
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e Trauma and orthopaedics — one consultant with an interest in orthoplastic surgery, pelvic
surgery, complex extremity surgery and rib fixations.

e Spinal surgery —three spinal surgeons provides urgent but not emergency spinal surgery for
trauma.

e Oral and maxillofacial surgery, urology and ENT surgery.
All Other Health Boards

The following hospitals currently provide acute emergency and predominantly non-specialised surgery
for major trauma patients:

e AneurinBevan University Health Board (ABUHB) — The Royal Gwent Hospital, Newport (with
some urgent pelvicand spinal surgery) and Nevill Hall Hospital, Abergavenny. Thisis pending
the opening of The Grange University Hospital in Cwmbran (Spring 2021) which will resultin
a single acute hospital site within the health board.

e Cwm Taf Morgannwg University Health Board (CTMUHB) — Prince Charles Hospital, Merthyr
Tydfil, Princess of WalesHospital, Bridgend (following HealthBoard boundary changes in April
2019) and Royal Glamorgan Hospital, Llantrisant.

e Hywel Dda University Health Board (HDUHB) — Glangwili General Hospital, Carmarthen,
Withybush General Hospital, Haverfordwest and Bronglais General Hospital, Aberystwyth.

Of note, Powys Teaching Health Board (PTHB) does not have an acute hospital. Inthe absence of the
EMRTS, WAST conveys major trauma patients in South Powys to Bronglais General Hospital, Prince
Charles Hospital, Nevill Hall Hospitaland Hereford County Hospital (which isa TU).

All health boards include a number of minor injury units to which major trauma patients may
infrequently self-present, but are rapidly transferred to the one of the above hospitals.

All health boards have the ability to transfer radiology images using the PACS (Picture Archivingand
Communications Systems).

Major Incidents

WAST is a ‘Category 1 responder’ under the auspices of the Civil Contingencies Act 2004, with
responsibilities atamajorincident or mass casualty event for co-ordinating health resources, casualty
triage, treatment, and casualty removalfrom scene. Augmenting this responsibility is atiered response
from the EMRTS and hospital based MERIT teams. All health boards have emergency planners and
hospital majorincident plans in place. Strategically, there is a national framework in place for mass
casualty eventsincluding capacity planninginthe event of amajorincident.

On-going Care and Reconstruction
Intensive Care Medicine

All of the hospitals proposed for MTC, TU or LEH status have intensive care units providing Level 2 (high
dependency) and Level 3 (intensive care) ongoing care for majortrauma patients.

UHW has a 33-bedded adult intensive care unit supporting a number of regional trauma tertiary
services including neurocritical care, spinal injuries, oral and maxillofacial surgery, vascular, and
thoracic Surgery. It has the presence of consultants delivering a 24 hour resident service. It has
recurrent fundingto staff 28 Level 3beds. In addition, UHW has a dedicated cardiacintensive care unit
and paediatricintensive care unit.

Morriston Hospital has a 22-bedded adultintensive care unit, a cardiacintensive care unitand an adult
burnsintensivecare unit.
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Surgery and Ward Care

Presently, UHW provides regional neurosciences services including an 18 bedded high care ward with
a further 35 general neurosurgical beds. Facilities also exist for the management of craniofacial trauma
spinal traumaand hand surgery.

In the present system, patients who require definitive surgery for orthoplastictrauma are transferred
to Morriston Hospital, which has facilitiesfor managing complexorthoplasticsurgery, peripheralnerve
injuries, and handinjuries. Specialist burns management is also provided.

None of the receiving health boards has dedicated trauma services that directly admit major trauma
patients. Currently, patientsare admitted under the speciality that covers the predominant injury or
the one requiring operative intervention. Whilst all health boards have orthogeriatric input into the
care of patients with neck of femurfractures, thereis variable input into the care of older major trauma
patients.

Repatriation (‘Care Closer to Home’)

An NHS Wales policy, endorsed by all health boards, outlines the process for repatriating individual
patients for ‘care closer to home’ once specialist care is complete. This consists of an operational
process, escalation procedures and the requirements to complete a repatriation database including
delayedtransfer of care.

WAST undertakes transfers of patients from specialist care to theirlocal hospital including use of the
Non-Emergency Patient Transfer Service (NEPTS).

Rehabilitation

The Welsh Health Specialist Services Committee (WHSSC) commissions adult and paediatric
rehabilitation for spinal injury, brain injury and paediatric rehabilitation and health boards provide
services for older people and for musculoskeletal rehabilitation. WHSSC commissioned services
provide equitable access across the geographicalregion covered by the planned trauma network. The
services provided by the health boards are varied and there is no current agreed service model.

WHSSC commissions 26 spinal injury beds and 22 acquired brain injury beds based at Rookwood
Hospital in Cardiff. Both teams provide a weekly in-reach serviceto reviewacute referrals and provide
advice to the University Hospital of Wales. Both teams review approximately three times the number
of individuals than they admit to their beds. There is provision at Llandough Hospital for managing
individuals with spinal injury requiring ventilation, but thisis nota formally commissioned service.

There are 12 acquired braininjury beds at Neath Port Talbot hospital. These bedswouldbe defined as
a Level 1 unit by the English definition of rehabilitation services: serving a population of over a million
people and led by aconsultantin rehabilitation medicine. Thereare no English definition Level 2 units
commissioned by WHSSC or the health boards. Communityservices are patchy, withno agreed model
and centre on brain injury provision. The region currently has consultants in adult rehabilitation
medicine, supported by neurology consultants and a senior speciality doctor. There is one
rehabilitation medicine trainee in Wales based at Rookwood Hospital, rotational neurology trainees
and three junior posts at Rookwood Hospital.

There are community neurological rehabilitation teams in all of the health boards but there are no
common referral criteria or service models. There is a community brain injury service in C&VUHB,
CTUHB and SBUHB, but again with different service models and referral criteria.

The paediatric rehabilitation commissioned at the Children’s Hospital for Wales provides inpatient
rehabilitation. This Phase 1 provision has avoided the need for external specialist placements (e.g.
Tadworth) but the resources do not allow formal outreach services provision to the other health
boards. There is no Certificate of Completion of Training (CCT) in paediatric rehabilitation and a
paediatricneurologist withaninterestin thisarealeadsthe team.
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With respect to psychology and neuropsychology for adult and paediatric patients that experience
major trauma, there is a variable and complex provision across the region, which is complex. In
C&VUHB, patients with spinal injuries have access to inpatient psychological support at Rookwood
Hospital or during their care in Intensive Care, but not on the spinal ward or in the community. This
also appliesto patients who go to SBUHB, there is a community traumaticbraininjury service witha
one whole time equivalent (WTE) clinical psychologist and the same in HDUHB. There are no acute or
in-reach neuropsychological assessments ortreatmentin the health board.

A numberof third sector organisations work alongside the healthcare sector (e.g. Headway).
Trauma Prevention Programmes

In Wales, prevention programmes are led through Public Health Wales. In 2011, a report by Public
Health Wales was published on the burden of injury in Wales and outlined a series of
recommendations. The main interventions that have occurred are in relation to preventing falls in
older patients.

Clinical and Operational Governance
Training and Education

There have been a number of improvements in the awareness of trauma management by WAST,
predominantly through local educational initiatives and EMRTS engagement events. In relation to
acute emergency care, each health board has developed its ownapproach to traumatraining.In 2012,
Morriston Hospital establishedthe Trauma Resuscitation Education and Training Sessions (TREATS) for
a multidisciplinary audience. TREATS has now been adopted by Hywel Dda University Health Board.
UHW runs an equivalent course (titled the Cardiff Trauma Course). A number of locally run courses
existfortraumateam leadertrainingand emergency traumaanaesthesia. In addition to this, all health
boards are providers for and/or have access to the Advanced Trauma Life Support Course (ATLS),
Advanced Paediatric Trauma Life Support (APLS) or the European Paediatric Life Support Course
(EPALS). There are no providers of the European Trauma Course (ETC)in the region. Some senior nurses
across the network have attended the Trauma Nursing Core Course (TNCC). In addition, thereis senior
nursing representation on the National Major Trauma Nurses Group, which informs standards and
competencies for nurses across trauma networks. Finally, training in Damage Control Surgery is
outsourced to the Definitive Surgical Trauma Skills (DSTS) Course.

In 2018, Health Education and Improvement Wales (HEIW) was established as a new special health
authority in Wales, bringing together the Wales Deanery, NHS Wales’ Workforce Education and
Development Services (WEDS) and the Wales Centre for Pharmacy Professional Education (WCPPE).
There isa material link with supporting the development of trauma training and education across the
network.

Trauma Audit and Research Network (TARN) and Research

TARN is the national clinical audit for traumaticinjury across England, Wales, Ireland and anumber of
hospitals across Europe. It holds the second largest global trauma registry and has become a key
national provider for the delivery of evidence of quality of trauma care for both clinical and
commissioning purposes, providing and supporting the functionality for hospitals to collect individual
patient data. TARN deliversinformation in the form of national clinical reports and dashboards to
supporthospitalsintheirgovernance of trauma care. Its data has beenthe driver for commissioning
of traumaservicesin England andis hosted by Manchester University.

Five health boards across the region contribute to TARN, but case ascertainment and accreditation
within health boards varies considerably. One health board contributes to TARN Patient Reported
Outcome Measures (PROMS) and Patient Related Experience Measures (PREMS). Two health boards
have dedicated TARN coordinators (hosted by clinical audit departments) to identify cases and submit
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entries to TARN. All participating health boards have non-dedicated support for data collection (e.g.
clinicians).

There are anumber of opportunitiesforresearch in the area of trauma management across the region
and examplesfrom both UHW and Morriston Hospital (incl. the Welsh Centre for Emergency Medicine
Research). Furthermore, Swansea University has a long history of supporting trauma research at an
international levelthrough the Secure Anonymised Information Linkage (SAIL) database.

Clinical Informatics

Currently, clinical informatics support for the various stages of the patient pathway is provided by
health board informatics departments, WAST and the NHS Wales Informatics Service (NWIS). Whilst
much progress has been made atanationallevelto createasingleintegrated patient recordaccessible
through the Welsh Clinical Portal (WCP), there exists a number of opportunities to further enhance
the linkage and transfer of information between care providers. WAST and EMRTS maintain pre-
hospital records, and these are available in both paperand electronicform. Health boards maintaina
combination of paperbased and electronicrecords. Local informatics departments supportthe work
of those who collect TARN data locally by producing reports of potential major trauma patients
facilitating access to results of investigations and tracking of patient notes. The current process is
labourintensive, but could be improved through the linkage and improved use of routinely collected
data.

WAST and the EMRTS already work together to improve the data quality feeding of national audits
(e.g. National Cardiac Arrest Registry), and are both workingto improve accessibility to patient datato
improve healthcare delivery across the range of patients seen (e.g. ongoing national WCP trials). As
already mentioned, one health board already collects PROMS for TARN, in additionto existing PROMS
data collection by EMRTS as part of its ongoing service evaluation.

A number of systems currently support patients who suffer from major trauma at various stages in
their patient journey. These include: MIS C3 Ambulance control system; WAST Anoto e-Pen system;
EMRTS Clinical database; Emergency department systems; Welsh Care RecordsService (WCRS); Welsh
Clinical Portal (WCP) Welsh Patient Referral Service (WPRS); Welsh Results Reports Service (WRRS);
Welsh Patient Administration System (WPAS); Welsh GP Record; and TARN data collection system.
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Case for Change
Introduction

This chapter sets out a comprehensive case for establishing a trauma network for the population of
South Wales, West Wales and South Powys. It should be recognised that major trauma patients are
already being managed across our healthcare system including in specialist centres; therefore, the
development of a trauma network represents a significant service change, but not a new service
development. Thus, the programme has been developed based on strengthening existing clinical
services through re-organisation, introducing new pathways and enhancing clinical and operational
governance. Furthermore, requirements for additional resources have been considered within the
context of enhancing existing service specifications to meet national standards for major trauma.

Building onthe current position described in chapter two, details are provided on the difficulties and
service gaps associated with existing organisations against the trauma pathway, compared to what is
occurringin regions with established trauma networks.

Furthermore, key benefits are identified using an evidence-based approach and lessons learnt from
both national and international experience. An emphasisis placed on the added value of developing a
trauma network to wider NHS clinical services. In doing so, this chapter makes a strong case for
benefits being realised, against the key investment objectives outlined below, to ensure NHS Wales
leads the way inthe provision of excellent trauma care through establishing the network.

Finally, this chapter describesthe valueto individual organisations and how the network development
aligns with theirstrategicplans.

Investment Objectives

The overarching investment objective of a trauma network for the population of South Wales, West
Wales and South Powys can be summarised by the network’s mission statement:

‘Saving Lives, Improving Outcomes, Making a Difference’

Furthermore, key investment objectives defined by Welsh Governmentare referenced throughout this
business case with added value that could be delivered. These include:

e Health gain: improving patient experience and outcomes.
e Equity: where peopleof highest health needs are targeted first.

e Clinical and skills sustainability: reducing service and workforce vulnerabilities and
demonstrating solutions that are flexible and robust to a range of future scenarios.

¢ Value for money: demonstrating the least costly way of generating the anticipated benefits.

o Affordability: given the revenue assumptions, there should be an explicit reference to
reducingrevenue costs. This willbe discussed in section chapter 10— the economiccase.

During the development of the programme, the network board recognised the importance of all of
the above investment objectives, however, healthgain forthe populationwas deemed mostimportant
and aligns with the mission statement of the network.

A fundamental rationale is to improve patient outcomes through organising services into a trauma
network and enhancing services through a phased investment and working towards meeting national
standards. The table below summarises these benefits against key investment objectives which are
expanded on in this chapter, chapter 12 and evidenced by a recent literature review focused on the
value of majortrauma networks (see Appendix 1):
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Investment objective Benefits

Improving survival
Improving functional outcomes

Improvingtimely clinical care and patient experience

Health gain
Improving datacollection
Enhancingresponse at majorincidents or mass casualty events
Enhancinginjury prevention
Enhancingaccessto specialist care
Enhancing patient flow
Equity System wide improvementsin care

Equity of care for trauma in olderpeople

Veterans traumanetwork

Enhancing multiprofessional training and education
Clinical and skills

s Enhancingrecruitment and retention of workforce
sustainability

Developing of new roles and ways of working

Economicbenefits
Value for money Savings across the system

Value to otherpatient groups and networks

Summary of Service Opportunities

Following on from the key investment objectives, the intention of the programme is to establish a
model of care, using a phased approach, aligned with quality indicators and service specification.
These are summarised belowand developed furtherin chapters five - eight:

There is an opportunity for new investment in major trauma services in South Wales, West
Wales and South Powys to clearly improve the outcomesin majortrauma.

In doing so, there is an opportunity to develop an adult and paediatric trauma network
coveringthe region of South Wales, West Wales and South Powys.

There will be a designated adult and/or paediatric MTC to serve the region of South Wales,
West Wales and South Powys.

There isan opportunity toimplementand developdesignated regional TUs to serve the region
of South Wales, West Wales and South Powys.

Consistentclinical standards and specifications will be putinto place for the management of
seriously injured patients across the region. Furthermore, there will be a network
management structure overseeing how care is being coordinated or provided.

34



WAST will be able to develop and utilisea pre-hospital traumatriage tool to identify patients
requiring specialist centres. The opportunity to develop atrauma desk facility will enable
coordination and remote clinical incident support.

The EMRTS will become a 24 hour service in April 2020 as part of its phased development.
There will be dedicated access to pre-hospital critical care or transfer capability for major
trauma patients.

There will beasingle point of access and an automatic acce ptance policy intospecialist centres
in the region. Referrals have previously been often made to multiple teams in the receiving
centres for those patients requiring hyper-acute transfers. The development of the network
will directly avoid delaysin access to treatment.

Pathways for patients requiring urgent transfer forinjuries that require operative intervention
inspecialist centres will be developed.

The network will ensure thereisan end to variationin seniority of trauma team leaders and
the composition of hospital trauma teams across the region, responsible for reception and
resuscitation.

Specialistcentres will be able to guarantee the presence of a consultant trauma team leader
24 houraday. Furthermore, there can be consistency ininitial and ongoing clinical assessment
and treatment, imaging and documentation. In particular, systems can be established to
recognise and manage traumain older people.

Thereisan opportunity to eliminatethe variationin the anaestheticand surgical approach to
managing trauma patients with significant haemorrhage.

There is an opportunity for specialist centres to have major trauma service or ward under
which patients are admitted and managed. This will be addressed with the network approach
to majortrauma. Currently, patients are often admitted under several specialties.

There is an opportunity toimprove access to hyper-acute rehabilitation and develop an early
rehabilitation plan for trauma patients.

Patients will have better and more rapid access to specialist neuro and spinal rehabilitation
thanthey currently do. There will be automaticrepatriation of trauma patients from specialist
centresto theirlocal hospital or coordination across health boards.

Hospital and community rehabilitation services will be configured to support recovery,
rehabilitation and re-enablement of trauma patients.

There is the opportunity to develop consistent and robust clinical and operational governance
processes (including training and education) in place and improve sharing of learning from
clinical issuesisvariable.

There will be full participation from the health boards in TARN. TARN data entry relies on
retrospective review of case notes following clinical coding which has and investmentin this
function will provide alleviation of stretched clinical audit staff.

There will be ‘live’ identification of patients at all points of the pathway. Data can then be
routinely shared between health boards even when the patient crosses these multiple
boundaries

There will be a more uniform approach to incident reporting systems and an opportunity to
remedy the issue of data being manually shared when an incident crosses over multiple
organisations.
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e There will be development of a mechanism to conduct multi-disciplinary trauma quality
improvement in either the specialist centres or other hospitals and a regional quality
improvement structure to address issue that cross between providers.

e There will be development of a mechanism to ensure that innovation in trauma care is
fosteredinthe region and to ensure that innovations adopted by one provideris compatible
with systems of care in other providers who may treat the same patient.

Health Gain
Improving Survival

The following case illustrates the current situationin South Wales, West Wales and South Powys (no
patientidentifiable information to maintain confidentiality):

A young male was assaulted late at nightin a rural part of Wales. He sustained asignificant head
injury and was unconscious at the scene. A paramedic ambulance was deployed and the patient
was takento the local acute hospital. On arrival in the emergency department, his windpipe was
obstructed and his oxygen levels were very low. A junior emergency department doctor and
anaesthetist managed him and after some delay, the patient was transferred to the CT scanner.

A CT scan demonstrated an extensive bleed with pressure on the brain and a significant chest
injury. Afterdelaysinareferral being accepted, the hospital transferteam transferredthe patient
to the nearest neurosurgical facility eight hours after the injury. Unfortunately, he deteriorated
en routeand, despite emergency neurosurgery, had a poor outcome.

There s a significant body of evidence that demonstrates that patients who suffer major trauma and
are treated within atrauma network generally have better outcomes and a greater chance of survival.
Evidence shows that severely injured patients are 15%-20% more likely to survive theirinjuries if they
are admitted to an MTC (Celso et al, 2006). MTCs have 24 hour access to consultant trauma team
leaders, available on arrival of the patient in the emergency department with rapid coordination of
initial assessment, resuscitation and imaging. All key surgical specialties are available, performing
multidisciplinary management of patients and provision is made for these patients to receive early
operative management and ongoing surgery. Patients are also cared for under the umbrella of the
majortraumaservice, withmultidisciplinary input. Itis difficult to isolate which part of the MTC system
contributes mosttoimprovementsinsurvival.

Improvements in survival have been substantiated by a large national longitudinal study of 110,863
patients using the TARN dataset, which demonstrated thatin the first five years after the launch of the
English trauma networks, there has beenasignificant (19%) improvementin survival for patientsalive
on arrival at hospital, with 1,656 more survivors than would be expected based on historical
performance (Moran etal, 2018). Thisisahead of the target of 450-600 additional survivors that NHS
England predicted. Scaling theseresults to the relevant population, an estimated 70additional trauma
patients over five years would survive in South Wales, West Wales and South Powys if the trauma
network were implemented.

This benefit was conferredacross trauma networks and not justin the MTCs, as a significant proportion
of major trauma patients continue to be appropriately managed locally. Furthermore, the trend
towards improving survival is consistent with international studies (e.g. McDermott et al, 2007 and
Gabbe et al, 2011).

Locally, the picture has been similar for North Wales with patients being treated at the MTC in Royal
Stoke University Hospital; approximately 900 patients were transferred to the MTC since 2013, with
18 more survivors from majortraumathan expected.
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Therefore, evidence indicates that patients in South Wales, West Wales and South Powys are set to
benefitfromimprovementsin survivalfrom majortraumathrough the establishment of a network. It
can be concluded that more patients are currently dying compared to other regions in the UK that
have trauma networksin place, including North Wales.

Asillustrated inthe one-year evaluationof the EMRTS (2016), there is an intrinsic relationship between
pre-hospital critical care and acute hospital care in improving health gain for trauma patients,
strengthened furtherinthe presence of atrauma network. The EMRTS has made significant progress
in demonstrating the benefit of early critical care interventions at the scene of the incident, transfer
of more trauma patients to definitive specialist care and setting patients on the correct trajectory (e.g.
taking patients direct to CT imaging at UHW). Furthermore, international evidence indicates
improvements in survival of major trauma patients taken to MTCs by physician-led Helicopter
Emergency Medical Services compared to paramedic-ledtransfer (Engel et al, 2010). However, the full
benefit of the EMRTS will only be realised within the context of anintegrated trauma system.

Improving Functional Outcomes

The following cases illustrate the current situationin South Wales, West Wales and South Powys (no
patientidentifiable information to maintain confidentiality):

A young boy was a pedestrian in aroad traffic collision and sustained a severe traumatic brain
injury. He had a protracted stay in hospital, followed by specialist neuro-rehabilitation. His mother
described his acute care and specialist rehabilitation as excellent, but on discharge home there
was a lack of appropriate discharge planning and awareness of her son’s acquired brain injury.
There was a lack of consideration given to adaptations at home, integration back into education
and long-term rehabilitation. Furthermore, there was a lack of support forthe motheras his main
carer.

Whilstthe boy’s mother managedto cope due to good family support, she fears others may not
cope if placedin a similarsituation.

A 20 year old female had a fall from a significant height and sustained a severe traumatic brain
injury and multiple fractures. She was admitted for emergency neurosurgery and spent several
weeks inthe specialist centre before being discharged. She was promised ongoing rehabilitation
but nothing materialised. The patient was left with no hearingin the left ear, left sided weakness
and severe hip pain. It took 26 calls over 6 weeks to arrange follow-up for these problems. The
patientfeltthatshe had beenforgotten about once she left the specialist centre and believes that

this had an impacton herability to return to work soonerand on her psychological wellbeing.

Functional outcomes define results of patient care focused on physical ability. The two main ways to
determine a patient’s physical ability is either to ask about abilities (Patient Related Outcome
Measures - PROMS) or to observe physical ability (Performance Measures). A goodfunctional outcome
isoften best defined by alevel of physical ability that matters to the patient. For example, TARN PROMS
measures change in ability to work and other activities six months after injury, reporting extreme
problems and avisual analogue score on how they rate theirhealth at six months. Currently, only one
hospital contributes to TARN PROMS, making it challenging to objectively understandthe current levels
of functional outcome and the impactany interventions might have.

As illustrated by the above patient stories, rehabilitation is key toimproving functional outcome. The
British Society of Rehabilitation Medicine (2013) defines rehabilitation is a process of assessment,
treatment and management with ongoing evaluation by which the individual (and their family/carers)
are supported to achieve their maximum potential for physical, cognitive, social and psychological
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function, participationin society and quality of living. Thishas to be inclusive of hyper-acute, specialist,
TU and community based rehabilitation of trauma patients.

Since 2010-12, there have beenssignificantadvancesin acute care of trauma patientsin NHS England.
Despite the NHS Clinical Advisory Groups (CAG) Report (2010) clearly indicating the importance of the
rehabilitation pathway, there was alack of new investmentin rehabilitation in NHS England and this is
one of the main lessons that has been learnt through the establishment of regional trauma networks.
To date, no national functional outcome data have been published, which is likely to reflect the
significant variation in rehabilitation capability across the Englishnetworks. Consequently,in 2014, the
British Society of Rehabilitation Medicine published core standards for trauma rehabilitation,
indicating a substantial body of trial-based evidence to support the effectiveness of trauma
rehabilitation, in particular for patients with traumaticbraininjuries. These guidelines form the basis
forthe development of clinicaland operational service modelling for all trauma networks.

In contrast, a site visit to Scotland in October 2018, revealed that the Scottish Trauma Network has
identified trauma rehabilitation as a key enabler for improving functional outcome and patient flow.
Theirmission statementis ‘saving lives, bringing life back.” In doing so, the network will be providing
resources for an additional 30 rehabilitation allied healthcare professionals (AHPs) and 17.6 trauma
coordinators between 2018-2022. NHS Scotland are learning thelessons from NHS England in focusing
on improving rehabilitation capacity from the outset.

Internationally, there is a body of evidence demonstratingimprovements in functional outcome in
trauma systems that have incorporated rehabilitation across the pathway from the outset. Gabbe et
al (2012) reported thatfollowing the formation of the Victorian State Trauma Service in Australia, risk-
adjusted functional outcomes improved significantly. That is, not only were more patients surviving,
they were doing so with less disability. Furthermore, a 10-year study from this trauma system
demonstrated thatyears of life lost decreased by 43% and lost disability-adjusted life years fell overall
by 28% overthe period. Thisindicates that enhanced survival associated with trauma networks does
notnecessarily resultinan overallincreasein non-fatalinjury burden (Gabbe et al, 2015). A systematic
review of multidisciplinary rehabilitation in major trauma patients revealed the importance of early
recognition and initiation of rehabilitation in this group, which was associated with improved
functional outcomes (Khan et al, 2012).

Furthermore, service providers forrehabilitation echoed the views of patients with respect to current
trauma rehabilitation in South Wales, West Wales and South Powys at a rehabilitation workshop in
December 2018. Providers raised concerns about the lack of rehabilitation services within health
boards, especially for rural areas. There was a recognition that health boards are not sufficiently
resourced or experienced to accept complex trauma patients back from specialist centres. Providers
felt that they currently lacked the expertise in managing these patients and in meeting their
rehabilitation requirements. This is compounded by the inability to access outreach rehabilitation
support from the specialist centres. Finally, providers indicated that ‘without investment in the back
door there was not value in investing in the front door.” They saw the benefit of improvements in
rehabilitation as not only giving patients the best possible experience and chance of a good functional
recovery, butasa vehicle forimproving patient flow across the system.
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Improving Timely Clinical Care and Patient Experience

The following case illustrates the current situation in South Wales, West Wales and South Powys (no
patientidentifiable information to maintain confidentiality):

A 72 year old male presented overnight to an emergency department having fallendown three to
fourstepsathome. He was seen by a junior doctorseveral hours laterand received an x-ray of his
neck, chest and pelvis. The next morning, he was seen by a consultant, who organised CT scans,
which demonstrated multiple injuries. With some difficulty, the patient was admitted under the
trauma and orthopaedic team. Over the course of next few weeks, the patient moved wards at
least four times, developed delirium secondary toa urine infection and was eventually placedin
a residential home. There was no multidisciplinary review of the case. Furthermore, the health
board did not contribute to TARN, making it challenging to understand the extentof the problem.

The above case illustrates acommon problem with trauma care in South Wales, West Wales and South
Powys. In the presence of a trauma network, the patient may still not have been taken direct to the
MTC, but would have received a pre-alert to the local TU and been received by the hospital trauma
team. There would have been early recognition of significant injuries with whole body CT on arrival
and a detailed secondary survey undertaken for detection of smallerinjuries. The initial review would
include an assessment of cognition and frailty. Clear network operational procedure would have
guided the admitting speciality. Early orthogeriatric review and referral to a care-of-the-elderly
physician may have reduced the number of moves to different wards, whilst improving patient
recovery. Furthermore, in the event of an adverse event, this case would be subject to TU
multidisciplinary case review and escalated to the network clinical governance structure, to ensure
lessonslearntwereshared transparently and widely.

From patient experience and rehabilitation workshops, one of the key reasons given for a poor
experience by trauma patients and their familiesor carers was the lack of good qualitycommunication
and coordination across the pathway. All patients interviewed cited thisissue as important to them.
Patients talked about delays in treatment and how these were not adequately explained to them.
Information was not shared in simple language that could be easily understood. There was a lack of
consistent information conveyed between healthcare providers (particularly between specialist
centres and local hospitals and community healthcare). Variation in clinical informatics systems has
beengivenasa reasonfor this. Furthermore, the expectations of patients and their families or carers
were not well managed, with a lack of support provided by specialist centres once patients were
discharged. Finally, practical support for families and carers was often overlooked(e.g. accommodation
forthose travelling some distance, signposting financial/legal advice and welfare services). Monitoring
of patient experiences is limited with only one health board contributing to TARN PREMS. Thus, the
workshops have provided a useful insight into currentissues to ensure patientexperienceis considered
inthe design of the network.

Improving Data Collection

There are significantimprovementsin health gain that can be achieved by improving data collection.
It is recognised that there is a lack of consistent TARN data collection across the region, despite
contribution to TARN beinga mandatory audit for health boards in the annual national clinical audit
and outcome review annual plan asillustrated by the TARN network report, 2018 overleaf.
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Case Ascertainment & Accreditation
If case ascertainment is low then the analysis in the rest of the report may not be reflective of true practice.

Trust / Hospital N E C (%) A (%) N E C (%) A (%)

ABM University Health Board 600 663 - 787 76.2-90.5 95.6 643 663 - 787 81.7 - 97 95.2
Meorriston Hospita 595 474 - 559 100+ 96 594 474 - 559 100+ 95.2
Princess of Wales Hospital 5 189 - 228 22-26 89 49 189 - 228 21.5-259 95.9
Aneurin Bevan Local Health Board 1 530 - 634 0.2-0.2 54.8
Cardiff and Vale University Health Board 627 709 - 843 74.4 - 88.4 95.7 687 709 - 843 81.5-96.9 94.9
University Hospital Llandough 12 51 - 68 17.6- 235 95 23 51-68 33.8-45.1 92.6
University Hospital of Wales 615 658 - 775 79.4-93.5 96 664 658 - 775 85.7 - 100+ 95.0
Cwm Taf Health Board 373 373 - 452 82.5 - 100+ 85.5 444 373 -452 98.2 - 100+ 87.0
Prince Charles Hospital 156 200 - 242 72 254 200 - 242 100+ 81.5
Royal Glamorgan Hospital 217 173 - 210 a5 190 173 - 210 90.5 - 100+ 94.3
186 444 - 546 95.8 195 444 - 546 35.7 -43.9 91.0

149 82 - 105 98 144 82 - 105 100+ 97.9

8 230 - 277 78 50 230- 277 181 -21.7 71.2

29 132 - 164 89 1 132 - 164 0.6-0.8 85.7

The number of approved submissions for the period

The expected number of submissions for the period (from HES / HIPE / PEDW)
The case ascertainment % for the period

The accreditation % for the period

N
E
C
A

Thisindicates that case ascertainment (i.e. completion of the dataset) was 54.8-65.7% (average 60%).
This is below the target of 80%, making subsequent data analysis difficult to interpret. Nonetheless,
data accreditation (i.e. quality of entry) at 93.5% was acceptable, butstill belowthe target of 95%. In
England, most networks now have case ascertainment and data accreditation exceeding the target
threshold, owing to the deployment of TARN coordinators across the network and enhanced ‘live’
case identification, which South Wales, West Wales and South Powys currently lacks. Furthermore,
the total number of cases submitted to TARN increased from 23,211 in 2011/12 to 44,059 in 2016/17.

The absence of TARN data available to health boards has resulted ina number of problems. Firstly, it
has led to an inability to objectively determinethe currentlevel of clinical care and gaps. Secondly, it
has affected both the deliverability and impact of any quality improvement interventions. Thirdly, it
has made itdifficulttoidentify outlier cases for further evaluation and longitudinal review. Fourthly,
as a network has not yet been established, TARN does not produce dashboards for each hospital to
provide comparison with English hospitals or North Wales. Finally, it has made predicting future
changesin patient flow particularly challenging.

It is recognised that the network will need to have informatics systems established to ensure both
TARN data and data that fall outside the remit of TARN is collected and available for quality
improvement, commissioning and research, which will allow the development of an effective data-
driven system toimprove patient outcomes.

A work programme will be established to implement a central trauma-specific electronic patient
administrationsystem. The systemwill aimto identify patientsat the earliest opportunity,ideally pre-
hospital, or in the emergency department, and start to track the patient’s journey through the
pathway. It will integrate with local and national systems in use across NHS Wales (including the Value
Based Healthcare Programme and National Data Resource Plans) providingthe relevant near real-time
information to all involved in the management of the pathway. This includes clinicians, managers,
clinical audit, and administrative staff. It willalso linkwith systems used to communicate with patients
to facilitate TARN PROMS/ PREMS. A cohort of the patients who are TARN eligible will then be fed
intothe TARN database. This approach will allowWalesto hold itsown trauma registry for operational
management, with potential for service evaluation, additional audits and research. Witha scope wider
than the TARN criteria, it will provide unique opportunities toimprove service delivery and facilitate
injury prevention activities. The system will also support clinical governance processes through
tracking of case reviews.
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3.4.6

3.5

3.5.1

Enhanced Response at Major Incidents or Mass Casualty Events

The Health Prepared Wales conferencein 2017 demonstrated the benefit of having trauma networks
duringthe recentterror attacksin London and Manchester, where patientswere effectively managed
across several MTCs and TUs. System knowledge and coordination allowed pre-hospital teams to
appropriately triage patients and subsequently minimise the number of patients needing transfer later
to MTCs. Forthe London terrorattacks, the London Trauma System effectively turned a mass casualty
event into several smaller incidents that fell well within the capacity and capability of the receiving
hospitals.

Whilstthere have been significantimprovements dueto the creation of a national framework for mass
casualty events including capacity planning, there is scope to go further. The establishment and
integration of a regional trauma network into the national framework will be a key enabler for the
successful management of a major incident or mass casualty event. South Wales and, in particular,
Cardiff host many large, high-profile sport and musicevents every year. The region remains a potential
target forterroristactivity now and inthe future. The lack of a trauma network presents asignificant
strategicrisktothe regionandits population. Furthermore, thereis currently alack of alignmentwith
England, leading to an inability for NHS Wales to provide an effective mutual aid response to NHS
England as part of the national response to amajorincident.

Enhancing Injury Prevention

In Wales, mostinjury prevention strategies are coordinated through Public Health Wales. Road traffic
collision prevention is coordinated by multiple agencies including local authorities and the police
service. Inthe future, the trauma network could make a significant contribution toinjury prevention
programmes through data sharing, research and educational initiatives (e.g. motorcycle safety,
wearing cycle helmets). Opportunities also exist to access funding to prevent serious knife and gun
crime. Furthermore there is a material link between the establishment of the trauma network and
the national falls prevention programme being undertaken by PublicHealth Wales.

Equity
The benefits that the trauma network can deliver in improving equity can be explored through a
number of lenses.

Enhanced Access to Specialist Care

Equity of access to specialist trauma care remains an issue for patients who are injured outside the
normal catchment area of specialist centres and, in particular, for rural areas (e.g. in Mid and West
Wales). The presence of the EMRTS since 2015 has helpedimprove equity and timeliness of access to
definitive specialist trauma care. The one year evaluation demonstrated 58% of patients being
transferred directly to specialist care. EMRTS is currently only a daytime service but plans have been
agreedto expandto 24/7 from the South Wales base from April 2020. Overnightand when the service
is busy, major trauma patients continue to be taken to their local hospital. This is compounded by a
lack of a pre-hospitaltriage tool and WAST trauma desk facility to coordinate the transfer of patients
tospecialist centres. Sinclair et a/(2018), who introduced a clinician-staffed trauma desk as part of the
Scottish Trauma Network, have highlighted the benefit of this approach. They demonstrated a
significantincreasein the sensitivity foridentifying majortraumafrom 11.3% to 25.9%.

Inthe absence of aregional MTC and the lack of an automaticacceptance policy to support both direct
admissions and secondary transfers, a significant proportion of trauma patients who could benefit
from specialist care currently do not. This isillustrated by the fact that the assumed current position
for moderate and major trauma goingdirect or beingtransferred to UHW is low and pre-dates 2011
from NHS England (see Appendix 2).
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Evidence from NHS England (see Appendix2) indicates anincreasein the proportion of moderate and
major trauma cases taken direct to the MTCs from 2011 to 2013, after which a steady state was
reached. For major trauma, there was a decrease in transfers from TUs to MTCs, owingto enhanced
pre-hospital triage. Overall, thisresulted in a significantincrease in the proportion of patients having
an MTC as an initial (53% to 72%) or final (73% to 82%) care destination. Thus, in the presence of a
trauma network, more trauma patients from South Wales, West Wales and South Powys are set to
benefitfrom specialist care, reducing inequity of access. Currently, geographicalinequity exists across
Wales, with trauma patientsin North Wales benefitting from accessing MTC care at the Royal United
Hospital, Stoke.

Enhanced Patient Flow

To reduce inequity, a number of requirements are important in the design of the network. Firstly, 24
hour availability of the EMRTS, with pre-hospital triage and a remote facility to support decision-
making by paramedics. Secondly, the MTC will need to maintain an automaticacceptance policy, but
this will be determined by the ability of the MTC to maintain sufficient capacity and this dependsupon
the timely repatriation of patients for ‘care with treatment closer to home.’ Currently, there are
significant delays in the transfer of care for patients who have completed specialist care, where
ongoing care could be managed locally whilst waiting for discharge home or specialist rehabilitation.
Data onthe magnitude of the problemis sparse,as the NHS Wales Repatriation database is frequently
not completed; however, local data indicates a 6-8 week delay in the transfer of patients with head
and spinal injuries from UHW to health boards. As part of the network development, a patient flow
workshop was undertaken in February 2019 to explore the reasons for delays. This is summarised in
the process map illustrated below:

Inability toadmit new patients tospecialist
centre(s) & overcrowding due to lack of capacity

| )
Specialist

Health boards <

| Centre(s)

Lack of early repatriation due to constraints

Constraints in system (unclear which constraint most important)

Poorcompliance with operational policy or completion of re patriation database
Poorcompliance with escalation procedures and operational governance

Lack of coordination and early plans for re patriation between s pecialist centreand health boards
Lack of bed capacityinhealthboard due to pressures within social care

Lack of rehabilitation in health boards

Lack of knowledge and skills in local hospitals for managing complex conditions

Lack of incentives to ‘pull’ patients back

Constraints included a lack of an automatic repatriation policy and coordination, a lack of local
rehabilitation services for trauma patients and an inability to manage complex patients (e.g.
tracheostomy care, bowel and bladder care, behavioural disorders). System wide issues were also
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raisedincludingalack of bed capacity due to poor access to packages of social care and pressures on
unscheduled care. Finally, the current fragmented commissioning of services pertaining to major
trauma was considered to be a key problem. These issues are not isolated to NHS Wales. In NHS
England, some regional trauma networks have developed escalation procedures for patientsin MTCs
to be transferred back to theirlocal Emergency Department; however, this forced measure has rarely
been enacted.

System-Wide Improvements in Care

Leading on from the above, a key lesson from the English trauma networks relates to a lack of new
investmentin TUs compared to MTCs. Given that, in 2017, 61% of moderate trauma and 36% of major
traumaremainedin English TUs, this lack of investment was an oversight. To addressthis, NHS England
are inthe process of developing a best-practice tariff for TUs, similarto that developed for MTCs. For
patientswhoremainin TUs and LEHs in South Wales, West Wales and South Powys, there should be
equity of access to improved standards of care and this will require some additional investment.
Without this additionalinvestmentin TUs, LEHs and community-based rehabilitation, all patients who
are treated in the region are set to be disadvantaged in achieving the best functional outcomes
possible. Furthermore, patient flow will not be maintained without getting the ‘landing pad’ (see
section 8.4.2) atthe TUs optimisedfor patientsdischargedfrom the MTC. This willhave a directimpact
on the ability of the MTC to accept new patients from across the network.

Equity of Care for Trauma in Older People

Equity mustalso be considered inthe context of the patient’s age, given population profiles (chapter
2). Afurtherlessonlearntfromthe establishment of English traumanetworks, was alack of planning
inrelation tothe ‘changing face of trauma’ (Kehoe et al, 2015). In 2017, TARN produced areport based
on datafrom England and Wales, indicating that the majority of majortraumaoccursin patients older
than 65 years. The commonest cause of deathwas traumatic braininjury and falls from standing height
were the commonest mechanism of injury. Existing pre-hospital tools were not good at identifying
older major trauma patients. Consequently, there was a lack of activation of hospital trauma teams
andseniority of initial assessment. There was a higher mortality in this group.Nonetheless, those that
did survive major trauma did not have a higher incidence of disability compared to younger people.
Thus, it is imperative that network design takes into consideration the specificrequirements of older
patientsto ensure equity for this population group.

Veterans Trauma Network

Finally, the establishment of the trauma network lends itself to supporting the Veterans Trauma
Network (VTN). The VTN exists to ensurethat the needsof veterans with complex physical injuries are
met. It is specifically focused on those who sustained complex physical injuries because of military
service. The VTN has been successfully establishedin NHS England, based upon a collaboration with
the MTCs. It provides a single point of referral for all stakeholders who are concerned about the
medical care of a veteran with complex physical injuries, including patients, clinicians (from both
physical and mental health servicesin primary or secondary care) and third sector agencies. Equity of
access to ongoingsurgical care and rehabilitation for those injured through military conflict would be
an important benefit.

Clinical and Skills Sustainability
Enhanced Multi-Professional Training and Education

Presently, there isnoregionally agreed training and education programme. Existing arrangements for
the delivery of training and education pertaining to trauma can be divided into
nationally/internationally recognised resuscitation courses or locally developed solutions.
Resuscitation courses are expensive and thus often only accessible to doctors. Currency is often
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challenging, with one ‘candidate’ TU reporting that only half of its Emergency Medicine consultants
were current. Whilstlocallydeveloped solutions are cost effective and accessibleto a wideraudience,
they vary in content, quality assurance and delivery. Discussion with trainees indicates variations in
practice between hospitals, leading to inconsistencies in key educational messages and consequently
patient care. To date, there has been no formal evaluation of these latter courses. Furthermore, all
trauma courses focus on pre-hospital care and initial emergency care of trauma patients. Thereis less
emphasis on the rest of the trauma pathway including surgical skills, critical care, ongoing care
(especially for local hospitals receiving patients back from specialist care) and rehabilitation. The
establishment of a trauma network also enhances training in the psychological aspects of physical
trauma including supporting victims, their families and providers.

In England, each regional trauma network has taken a different approach to training and education,
but there has been no determination of which strategy is most effective. Several programmes have
aligned with national nursing competencies as defined by the National Major Trauma Nursing Group,
to give nurses career progression opportunities. Furthermore, Scotland are in the early stages of
developing a network wide training and education programme, but with no answer on the best
approach.

There is an exciting opportunity to develop a network wide educational programme using a
combination of established courses and those developed through the network. The programme will
need to be multi-professional, aligned with national competencies and bridge the entire patient
pathway. There is an opportunity work in collaboration with Health Education and Improvement
Wales as a new, innovative health authority, in order to ensure that the programme is firmly linked
with the network governance structure and is subject to formal evaluation. This will lead to an
enhanced knowledge and skill base across the network.

Finally, learning from a site visit to the Scottish Trauma Network, the establishment of an annual
event, bringingtogether healthcare professionals from across the network was seen as a key stepin
sharing best practice, stakeholder engagement and driving interest in the development. Currently
there are no conferences specificto major trauma held in Wales, but as the network develops there
isan opportunity to explore this furtheras part of its establishment.

Enhance Recruitment and Retention of Workforce

Currently health boards across South Wales, West Wales and South Powys struggle to recruit to key
disciplines pertaining to major trauma such as Emergency Medicine, Intensive Care Medicine,
Rehabilitation Medicine and surgical specialties. For many seniortraineesinterested in major trauma,
the absence of a trauma network clearly factors in their decision-making and choice of consultant
posts. Whilst thereis a paucity of evidence to quantify the impact of atrauma networkon recruitment,
itis likelythatits development will positively contribute to both recruitment and retention of medical
personnel. Itis likely that the MTC will benefit most from this; the challenge will be to ensure this
applies across the network, toinclude TUs and LEHs. This could be overcome by ensuring that all new
posts in the MTC are made as joint appointments with other health boards, where appropriate,
ensuring anetwork approach to the workforce strategy. This will also help mitigate against depletion
of workforce from health boards outside the MTC.

Appropriate resourcing of the entire network will be required to prevent the development of an MTC
focused approach, as was demonstrated in England. Improvedconsistency of clinical governance and
standards across the network will benefit trainees who rotate across the health boards. The
enhancement of recruitment and retention can also be extended to include allied health care
professionals (e.g. nurses, paramedics, theatre staff, therapists), reinforced by the development of
new roles working across the network including major trauma practitioners and rehabilitation
coordinators.
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The establishment of the EMRTS, which placed clinical and skills sustainability as an important
investment objective, demonstrated enhanced recruitment and retention.Since its establishment, the
service has recruited four consultantsin Emergency Medicine to Wales and contributed to enhanced
retention. This is a trend that is likely to be mirrored in-hospital once the trauma network is
established, through the creation of attractive and varied job plans.

Development of New Roles and Ways of Working

The establishment of the networkpresents an opportunity forthe developmentof newrolesand ways
of working. There will be an opportunity for allied health care professionals to engage in new roles
included in an extended scope of practice (incl. tertiary assessments, frailty/cognitive assessments)
traditionally undertaken by the medical profession. For therapists there is an opportunity to expand
theirremit of practice to include abroader range of presentations. Nursing staffin health boards are
likely to benefit from training offered by rehabilitation specialists in line with developing the right
conditions for patients returning for ‘care with treatment closer to home.’ Thisincludestracheostomy
care, bowel and bladder care and behavioural management.

The development of the network as a platform for training and education will promote new areas of
training, previously not considered in Wales. Forexample, the adoption of the curriculum for training
intrauma surgery, fellowshipsintraumasurgery and the creation of trauma surgery as a speciality in
Wales.

Value for Money
Economic Benefits

With enhanced investment across the trauma pathway (including rehabilitation), there is evidence of
improvementsin functional outcome and, therefore, reducing ongoing healthcare requirements and
improvingabilityto returnto work. Gabbe et a/(2015) demonstrated that after 10years of introducing
the Victorian State Trauma Service, there was a cost saving per case of $633,446 in 2010-2011,
compared with 2001-2002, owingtoincreased disability free years.

Taylor et al (2012) demonstrated that Helicopter Emergency Medical Services working within the
context of a mature trauma systemresultedina reductionin hospital mortality leadingto a cost per
life saved of $1,566,379, $533,781 and $519,787 in all patients, patients with serious injury and
patients with traumatic brain injury respectively. The cost savings are not just related to additional
patients who survive, but to all patients who survive. With improvements in rehabilitation,
enhancementsinfunctional recovery will be seen across awide group of patients.

Furthermore, there are a number of studies demonstrating cost effectiveness of rehabilitation
interventions.Wood et a/(1999) demonstrated an estimated lifetime savinginthe cost of care of over
£1 million per patient receiving neuro-rehabilitation with good functional outcome. The same trend
has been demonstratedin otherstudies related to the provision of neurorehabilitation.

With 14 additional livessaved across the network peryear, thisis likelyto equateto a cost of life saved
of approximately £17 million, with the economicbenefits fromimproving functional outcomes to be
guantified as part of the benefits realisation plan.

Furthermore, national and international trauma networks have demonstrated costs effectiveness in
terms of Quality Adjusted Life Years (QALYs). Thisisexplored furtherinthe economiccase.

Savings across the System

There are savings across the system through the introduction of the network. Firstly, five years’
experience from England indicates that through the introduction of enhanced pre -hospital triage and
enhanced pre-hospital care the proportion of moderate and major trauma transferred directly to
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MTCs has increased. Thus, overtime the number of acute secondary transfers has fallen, by taking the
‘right patient to the right place in the right time.’ The effects on hospital personnel required to
undertake these transfers should not be underestimated, particularly out of hours. Furthermore,
there is an impact on WAST due to increased secondary transfers. Thus, there is a direct cost-saving
to hospitalsand WAST in not having to undertake these transfers but these benefits will take time to
be realised.

It is possible that this benefit will be largely due to pre-hospital enhanced care and decision-making
provided by the EMRTS and support provided to WAST by a trauma desk facility. However, by
delivering patients direct to definitive care, there will be less duplication of trauma team activation,
assessmentand investigations (including imaging and pathology). Furthermore, patients are likely to
require fewer operationsif managedwith definitive surgical care from the outset. For example, alocal
study demonstrated that 80% of patients requiring operative interventionfor open fractures required
two procedures or fewerinthe first 12 months afterinjury if managed by specialists comparedto 28%
inwhom surgery was less well coordinated.

Whilst there are likely to be more emergency department attendances, increased operative
requirements and requirements for critical care/ward-based care at the MTC (Yip et al, 2016), by
contrast TUs and LEHs will see and admit less moderate and major trauma. Although major trauma
represents asmall proportion of overall unscheduled care workload, patients are often complexwith
a medianlength of stay in hospital of nine days. Thus, centralisation of trauma care is likely to allow
TUs and LEHs to focus more on routine unscheduled care and create space for elective operative
workload to supportreferral-to-treatment times.

Savings can also be demonstrated through collaboratively commissioning patient pathways, with new
approaches leading to maximum utilisation of allocated resources and effective monitoring.

Finally, whilst there was no significant reduction in the length of stay of trauma patients since the
introduction of the English trauma network, the median length of stay for critical care fell from 4 to 3
days (Moran et al, 2018).

Value to other Patient Groups and Networks

The development of an appropriate rehabilitation model across the network with additional
resourcing is likely to benefit a wider group of patients with non-traumatic problems, as the
knowledge and skill base of allied healthcare professionals will extend beyond trauma. This indudes
strokes and complex neurological problems. Enhancement of orthogeriatric trauma will lead to
improvementsinthecare of patientswithfractured neck of femurs, an areawhere there isavariability
of inputfrom orthogeriatricians across health boards.

Once the network is establishedfor South Wales, West Wales and South Powys, developing a national
position will bring benefits to North Wales. Initially, the availability of nationaltrauma desk will allow
enhanced support and coordination of trauma cases directed to the TUs or MTC in Stoke-on-Trent.
Later, there will be enhancement of clinical and operational governance, and the opportunity to
support the development of a trauma rehabilitation model, with learning from the experiences in
South Wales.

If successful, therewillbe significant learning from the operational capability of the network for other
networks (e.g. the approach taken to clinical governance and repatriation for patients for ‘care with
treatment closerto home’). Whilst patient groups will be different, the system challenges will be the
same. Thus, there will be an opportunity tolearn from new and innovative practice. This benefit also
extends to how we commission clinical services and specialist clinical services in the future, through
commissioning differently.
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Local Health Board and WAST/EMRTS Specific Benefits

In this section, organisational specific benefits are described, with an emphasis on how additional
resources may provide wider benefits and align with the organisations strategic plans.

Cardiff and Vale University Health Board (C&VUHB)

The mission forthe health board is ‘Caring for People, Keeping People Well. The visionis ‘aperson’s
chance of leading a healthy life is the same wherever they live and whoever they are.” These
statements align with the aims for the trauma network.

The development of an adult and paediatric MTC at UHW presents an exciting time for C&VUHB. There
are clearlinks between the establishment of the MTC and C&VUHB Strategic Goals inits ‘Shaping our
Future Wellbeing Strategy 2015-2025." The Strategy sets out objectives that link directly with the
delivery of aMTC:

Reduce healthinequalities
Have an emergency care system that provides the right care, inthe right place, firsttime.
Be a great place towork and learn.

Work better together with partners to deliver care and support across care sectors, making
bestuse of our people and technology.

Excel at teaching, research, innovation and improvement and provide an environment where
innovation thrives.

The establishment of the MTC will address a number of service gaps specificto UHW that needto be
addressed which willbe explored furtherin Chapter7:

Thereis currently no MTC foradult or paediatricpatientsin the South Wales, West Wales and
South Powysregion.

Thereis no single point of access into C&VUHB as a specialist centre for major trauma cases.
There is limited repatriation or transfer of patients to their local hospital following specialist
treatment.

Consultantled traumateamleaders are not 24/7 in the Emergency Unit.

Thereislimited capacity fortreatingthe current number of seriously injured patie nts who are
broughtto C&VUHB. Thisis evidentinareassuch asthe Emergency Unitand theatres.

There is no dedicated ward or area where multiply injured patients are managed and cared
for as a cohort.

Thereisa lack of consistent coordinated care and clear communication with serious ly injured
patients and theirfamilies/carers.

There is no multidisciplinary approach to governance, quality improvement, research and
auditat present.

Seriously injured patients are not currently provided with any rehabilitation plan/prescription.

The critical care unitat UHW isrecognised as being under strain.

In addition to those benefits detailed in this chapter, the expected quality benefits for attending the
MTC are setout below:

Patients will receive a service that delivers the highest possible care for patients 24 hours a
day, sevendaysa week.
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e Reductioninpreventable deaths, in particular enhancing the rate of unexpected survivors.
e Improvedfunctionaloutcome, from early rehabilitation interventions.

e Improved patient and carer experience through increased coordination of care and
communication around expected pathway and ongoing care plan.

SwanseaBay University Health Board (SBUHB)

SBUHB recognises the pivotalroleit playsinthe delivery of majortraumaservices to patients and their
familiesin South West Wales, as well as providing wider-scale specialist servicesin relation to bums
and plastics. The establishment of the trauma network lends an opportunityfor the communityto see
the same improvementin standards of care for trauma patients as delivered elsewhere inthe UK and
globally. To achieve the national quality indicators for majortrauma requires anincrease in staff and
service capacity to deliver an effective pathway from before the ‘front door’, through to the patient
returning for rehabilitation and back into the community. Through a multi-disciplinary approach,
embracing clinicians, therapists and managers, SBUHB has benchmarked against best practice to
identify where the investment will add most value.

Admittedly, there are constraints on space at Morriston Hospital, which will be addressed through
opportunities for collaboration with HDUHB via the ARCH programme, optimising the use of existing
workforce and infrastructure assets across South West Wales and addressing potential areas for
improvement in patient pathways and shared learning. Swansea Bay has acknowledged the need to
redistribute some of the work currently undertaken at Morriston Hospital, which will require
investment, over and above that linked to the delivery of the network. For example, when
neurosurgery moved from Swansea to Cardiff, the remaining spinal services at Morriston Hospital
were funded on an elective basis and so additional resources will be needed to deliver this service to
support the emergency aspects of the network. With the implementation of the network and
subsequent capacity constraints at Cardiff, there may be afurtherimpact on patient pathways relating
to urgent, not emergency, spinal surgery. Investment in spinal services will support delivery of care
for some spinal trauma patients as well as an opportunity to improve the management of non-
traumatic conditions such as cauda equina syndrome and malignant spinal cord compression.

The focus on the importance of creating the ‘landing pad’ at Morriston Hospital (to enable early
repatriation from the MTC to a more local treatment and care facility) has identified extra capacity
withinthe inpatient setting, with aconcomitant upliftin the number of therapy and nursing staff. The
coordination of care for major trauma patients — ensuring seamless transition from acute care into
recovery and rehabilitation—is seen as key to the efficient delivery of the network, given the range of
servicesthat willrequire synchronisationto deliver best outcomes. Isolated open lower limb fractures
and transfers of patients needing orthoplastics intervention, will require wider trauma coordinator
input than the average TU. The network will need to ensure that there is a robust plastics surgery
presence on both the Morriston Hospital and UHW sites to delivera proactive surgical service. Thus,
thereisan opportunity to build a foundation forbetter collaboration between the two sites, which is
partof a wider strategy on tertiaryservice partnerships. The network will provide the best opportunity
todelivergold standard care toimprove survival and outcomes for major trauma patients and fits with
the longer-term vision for Morrison Hospital being the site to support this goal.

Aneurin Bevan University Health Board (ABUHB)

ABUHB welcomesthe development of a unified Trauma network across South Wales, West Wales and
South Powys that will ensure that patients receive prompt specialist trauma care when needed.
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When the trauma network is established, it is less likely that patients will require a secondary
ambulance transfer to a specialist centre and the resources previously devoted to managing these
patients within the health board will be able to be directed towards other ABUHB patients. When
significantly injured patients do presentto emergency departmentsin ABUHB, there will be a simple
and clear pathway to facilitate transferto the MTC.

The health board currently accepts major trauma patientsinto its two emergency departments at The
Royal Gwent Hospital and Nevill Hall Hospital sites, from where patients often require a secondary
ambulance transfer to UHW in order to receive specialist treatment not available at ABUHB. These
transfersleadto delaysin patientsreceiving definitive care and depletion of resources at the refering
hospitals as well as reducing WAST resources availablefor the local community.

The health board actively engaged in the consultation processin relation to major trauma and more
latterly, the TU designation process outlined in chapterfour.

The expected benefits of the majortraumanetworkforthe ABUHB population, the health boards and
partnerservices are as outlined in the benefits outlined in this chapter.

Cwm Taf Morgannwg University Health Board (CTMUHB)

CTMUHB sets patients and the delivery of quality services at the heart of everythingthatthey do. The
health board is focused on exploring opportunities to further develop their population healthcare
systemintoone thatis more preventative and person-centric. The proposalsdevelopedby the health
board are to take forward the implementation of its TUs as part of the network, within the context of
the health board’s Integrated Medium Term Part (IMTP) to ensure that:

e Thereisprovision of high quality care aslocally as possible where itis safe and sustainable.
e Servicesprovided are accessibleand sustainable into the future.

e Service delivery will be innovative, reflect the principles of prudent healthcare and promote
bettervalue forusers.

e Districtgeneral hospitals will work together.

e Emergency services will be provided across district general hospitals with a focus on early
comprehensive assessmentdriving care in the right setting.

e There is development of local and regional hospital service planning and delivery where
appropriate.

e The health board continuestoimprove scheduled and unscheduled patient care, patient flow
and urgent care processes.

The main benefits of enhancement of rehabilitation serviceswilladd considerable value and will have
a positive impact on wider health care delivery within the health board, in particular as part of the
ongoing redesign of trauma and orthopaedic services. Provision of care of the elderly and
orthogeriatricphysicians willadd value to both majortrauma patients as well as those with fractured
neck of femurs. Finally, improvementsin TARN data collection leading to better opportunities for
quality improvement.

Hywel Dda University Health Board (HDUHB)

HDUHB faces a significant challenge in delivering equitable health care to a geographically spread
population with large remote and rural catchment areas. Key to improving timely access and equity
for people living further away from the MTC are:
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e Provision ofa24/7 EMRTS response.

e Provisionof atriage trauma tool.

e High quality advice for paramedics and hospital clinicians through the trauma desk.
e Streamlined early acceptance fortransferto specialist care.

Maintaining clinical governance standards across a large geographical area is also challenging. Co-
ordination, information gathering and sharing is key. Although there is an exemplar in Bronglais
Hospital, Aberystwyth, TARN completenessis generally poor, with heavy reliance on clinician time to
enter data. The appointment of TARN coordinators and major trauma practitioners will be vital to
improving information to allow proper understanding of performance and identify areas for
improvement. Additionally, the provision of training and value for money via a ne twork-training
programme will improvethe ability to keep distributed workforce skilled.

Thereisasignificantgap in rehabilitation provision for patients. Regularlocal access to arehabilitation
consultant, the development of inpatient rehabilitation beds, the presence of a rehabilitation co-
ordinatorand some skilled assistant practitionerresource will enable quality local teams, such as the
established community neuro-rehabilitation team, to work more effectively and in a more co-
ordinated way both in hospital and the community. There will also be potential benefits for complex
rehabilitation needs beyond trauma. In line with the health boards strategy of increasing care closer
to home where possible, the addition of a rehabilitation coordinator role will improve the ability to
deliver quality community based care and greateraccess to specialist rehabilitation clinics within the
health board. Previously, patients may have had to travel out of area.

Powys Teaching Health Board (PTHB)

The reality of rurality within Powys generates considerable challenges for managing trauma (and
indeed just about any other hospital-based care pathway) in that, with no secondary care facility in
Powys, all hospital admissions occur out of county. This generatesissues that impact in many areas:
equity, effectiveness, convenience, accessibility and continuity for both patients and theirfamily and
wider support networks. The drive to develop a trauma network for South Wales, West Wales and
South Powysisa very welcome development for the people of South and Mid Powys and will address
some of the issues, although time and distance from the TUs will remain an enduringissue in terms of
equity and outcome.

It is acknowledged that Powys’ principle contribution to maintaining patient flows through the
network pathways will be by providing rehabilitation services. Expansion of the therapy service will
alsoallow Powys the opportunityto develop newservices that will help to deliver against the broader
agenda of the Healthier Wales strategy by providing more complexservices closerto home.

Welsh Ambulance Service NHS Trust (WAST)

WAST s acritical enablerinthesuccess ofthe trauma network for South Wales, WestWales and South
Powys. For the vast majority of patients who suffer majortrauma theirfirst contact with NHS Wales
will be with the ambulance service as care is initially provided to them at scene and then during their
journeyto eitheraMTC or TU.

The service will also play a critical role eitherin taking these same patients home or for local or
specialist rehabilitation.
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The role that the ambulance service is being asked to play within the new network aligns seamlessly
with the organisation’s recently agreed long-term strategy for ambulance services in Wales -
Delivering Excellence. A strategy, which articulates a desire by 2030 to:

e Ensure qualityisat the heart of everythingwe do.
e Providingtherightcare, inthe right place whereverand wheneveritis needed.
e Enable ourpeopletobethe besttheycan be.

WAST’s and EASC’s 2019/20 IMTPs both articulate acommitmentto develop an all Walestransferand
discharge service. Such aservice, which willnot only be critical to the success of the network but will
also help support improvements in wider system flow in time. It will also act indirectly as a ‘spring
board’ to the widerstrategicdevelopmentsothatit can, in time, supportthe transferand discharge
needs of other strategic service changes, most notably the opening of the new Grange University
Hospital in ABUHB, which will flow circa twelve months after the trauma network becomes
operational.

EMRTS

As a national service, EMRTS already has experience of working within the North West Midlands and
North Wales Trauma Network. Therefore, the service has afamiliarity with the operational and clinical
governance arrangements provided by a trauma network and its role as a provider within that
structure. The service has seen the value of these both in terms of receiving feedback on all major
trauma patients takentothe MTC in Stoke and participationin network clinical activities.

The development of the trauma networkin South Wales, West Wales and South Powys is seen as a
key driver for the expansion of EMRTS to provide a 24/7 response. The expansion of the service will
benefit wide groups of patients with both critical illness and injury, and will support health boards
make decisions about reconfiguration of theiracute services.

The establishment of the network will also bring maximal benefit from the interventions undertaken
and triage decisions made by the service, as other components of the trauma pathway will start to
align. Ultimately, this will allow EMRTS to realise many of the benefits outlined during its inception,
particularly improvementsin functional outcome, which will come from optimisation of the entire
pathway and notjust pre-hospital elements.
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Clinical and Operational Model
Introduction

This chapter sets out the detailed work undertaken to develop the clinical and operational model for
the trauma network for South Wales, West Wales and South Powys over the last seven years. It
describes the historical context, with the establishment of the major trauma project and clinical
reference groups, leading to a non-financial options appraisal for the location of the MTC, an
independent panel review and the subsequent public consultation on the decision to establish a
trauma network and the chosen site for the MTC. Subsequently, a description is provided of the
designation process for TUs and LEHs. This section also presents a summary of the work undertaken
to understand the predicted change in activity across the region.

A summary is also provided of recent peer reviews of business case submissions by all providers, in
orderto deliverthe robust clinical and operational model presented here.

Subsequent chapters summarise baseline assessments for the MTC, TUs and pre-hospital providers
againstthe agreed qualityindicators and service specification including where these are already being
met, could be met through internal re-organisation, or where additional resources will be required.
This section also provides detailsof the phasing of the qualityindicators and service specification over
a five-year period in developing the clinical and operational model. The approach is aligned with
recommendation derived following clinical peerreview.

Finally, based on the above and onthe predicted change in activity, additional resource requirements
are quantified and justified in line with the phased introduction of the model forthe following:

e Operational Delivery Network - ODN (including clinical informatics as well as training and
education requirements) —Chapter5.

e Pre-hospital provider (WAST and EMRTS) - for EMRTS this is provided for reference only, as
resourcing for EMRTS expansion has beensubjectto a prior separate business case process —
Chapter®.

e Adultand paediatricMTC — Chapter?7.
e Morriston hospital — TU with specialist services —Chapter 8.
e Healthboards (including TUs and LEHs) — Chapter 8.

The provision of rehabilitation and repatriation for ‘care with treatment closer to home’ will be
incorporated into the above where appropriate. The resultswill inform the schedules presented inthe
financial case (Chapter 9) and make the case for the establishment of a trauma network for South
Wales, West Wales and South Powys, with the benefits that this will bring as described in Chapters 3
& 12.
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Chronology of Developing the Model

The following table outlines the stages of developing the clinical and operational modelforthe trauma
network. Subsequent sections describe each of these stagesin more depth.

Date Key Decision Milestones

October 2012 Workshop held to discuss development of trauma network

Service model agreed by Major Trauma Project Group &

May 2015 Clinical Reference Group
June 2015 Options appraisal for‘MTC location (UHW and Morriston
Hospital taken forward)
March 2017 Recommendations fromindependent panel review

published on MTClocation

Full public consultation on recommendation of independent

November2017 - February 2018 .
panel review

Recommendations of independent panel reviewendorsed

March 2018 by all six health board chief executives
November 2018 Designation of TUs endorsgd by health board chief
executives
September 2019 Designation of TU in HDUHB

Initial Service Modelling

4.3.1 Defining Quality Indicators and Service Specification

In 2012, the South Wales Programme (SWP) was established to develop clinically safe and sustainable
service models in consultant-led maternity and neonatal care, in-patient children’s services and
emergency medicine for the population of South Wales and South Powys. The SWP covered Cardiff
and Vale University Health Board, the former Abertawe Bro Morgannwg University Health Board, the
former Cwm Taf University Health Board, ABUHB and PTHB. The programme did not specifically
consider major trauma but as part of the work reviewing emergency medicine services, clinicians
identified the need to develop a trauma network as a priority, followingthe establishment of the
English trauma networks between 2010-12.

Followingthe conclusion of the SWP, NHS Wales Chief Executive Officers (CEs) asked the South Wales
Health Collaborative (superseded by the NHS Wales Health Collaborative) to develop aservice model
for the trauma network. A project board was established, supported by a clinical reference group
(CRG). Both groups comprised representatives from each of the health boards in the region, WAST,
EMRTS and WHSSC. The scope was widened toinclude Hywel Dda UniversityHealth Board, which had
not beeninvolved previously in the SWP.

In England, quality indicators and a service specification were developed from the national service
specification for majortrauma (NHS England D15/S/a 2013) and the NHS clinical advisorygroup report
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of major trauma workforce (CFWI, March 2011). These supportthe NHS England quality surveillance
programme for major trauma services, enabling quality improvements, both in terms of clinical and
patient outcomes. The indicators cover adult and paediatricmajor trauma services across the whole
trauma pathway from point of wounding to recovery. They include sections for the Operational
Delivery Network (ODN), pre-hospital care viaambulance services, adult and paediatric MTCs and TUs.
There are no quality indicators or service specification for LEHs. The quality indicators are provided in
Appendix 3. Presently the English clinical reference group oversees the review and development of
the quality indicators with a cohort of national experts led by Professor ChrisMoran (national director,
majortrauma, NHS England).

The CRG decided that the development of the service model would align with the quality indicators
for NHS England for the following reasons:

e Qualityindicators andservice specification led to the effective establishment and delivery of
major trauma servicesin England.

e Subsequently, these formed the basis of the national evidence-based clinical guidelines for
major trauma (e.g. National Institute of Clinical Excellence Trauma Guidelines — 2018, British
Society of Rehabilitation Medicine Core Standards for Specialist Trauma Rehabilitation —
2014).

e North Wales had already adopted these quality indicators and service specification as part of
the North Wales and North West Midlands Trauma Network. Establishing a different set of
standards would create inequity with North Wales.

e Data from TARN was being used to support the review of the quality indicators and health
boards already had a mandate to contribute to TARN, thus allowing comparison with other
networks. Establishing a different setof standards would necessitate creating a separate audit
process and registry.

e Allow participationinthe English peerreviewprocess.

The major trauma project board endorsed this decision in 2015 and the standards formed part of the
supporting documentation for the consultation in 2017/18. In March 2019, CEs via WHSSC Joint
Committee re-confirmed their support for adopting the NHS England quality indicators and service
specification, but indicated their preference for a phased approach to their introduction, in keeping
with the English Trauma Networks. It was noted that the development of the trauma network based
on these quality indicators would not affect existing arrangementsin place in North Wales.

Purpose of the Service Model

In considering the development of the service model, anumber of principles were defined by the CRG
tounderpin subsequent processes, whichalign with the key investment objectivesfor establishing the
network. These principles are outlined as follows:

To improve quality and safety of care for patients (health gain) by:

e Providing a comprehensive system of specialist care for people who have suffered serious
injury (majortrauma) through the delivery of atraumanetwork forall age groups.

e Improvingthe functionality, health and psychological well-beingin those patientswho survive
theirtraumaticinjuries, increasing their quality of life.

e Ensuringthat services meetagreed national clinical and workforce standards.

e Always meetingfundamental standards of care.
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Valuing patient experience as much as clinical effectiveness.
Ensuringresponsibility for each patients care is clear and communicated.

Providing effective and timely access to care, including appointments, tests, treatments and
moves out of hospital.

Ensuring robust arrangements for transferring care are in place (‘care with treatment closer
to home’).

Tailoring services to meetthe needs of individual patients, including vulnerable patients and
olderpeople.

Supporting staff to ensure that they have the appropriate skills, experience and commitment
to provide effective assessment, advice and/or treatment.

Ensuring the quality of the systemis monitored and subject to a process of continuous quality
improvement.

Reducing avoidable deathsin the population of patients who would previously have died of
theirinjuries.

To improve access for patients (equity) by:

Delivering a system based on a pathway of care from the pre-hospital phase through acute
care, ongoing care and rehabilitation and areturnto socio-economicfunctioning.

Ensuring effective triage and assessment of emergencies to enable conveyance by the most
appropriate meansto the most appropriate destination according to agreed criteria.

Improving information and support to patients and families to encourage them to be active
participantsintheircare.

To improve the sustainability of services to patients (clinical and skills sustainability) by:

Providing robust staffing arrangements that comply with employment legislation (e.g. working
time directive) and meet the requirements for clinical training and supervision where
appropriate.

Developing clinical roles to provide future workforce flexibility, enhancing recruitment and
retention.

Ensuring the population has access to majortrauma services within areasonable timeframe.
Planning capacity to meetdemand and providing appropriate resources across the network.

Ensuring the network is kept under continuous review and responds to changes in relevant
strategies, standards and policies.

The above principles have been taken forward in the planning phases of trauma network.

Outline of Scope and Structure of the Trauma Network

The scope of the trauma network is to provide seamless care to majortrauma patients, characterised

by an Injury Severity Score (1SS >15) and most patients with moderately severe trauma (1SS>8), from

the pointof injury to recovery. Thisincludes all age groups.

Aninclusivetraumasystem (ITS)is responsible forallaspects of trauma care across the pathway, from
the point of wounding to recovery, and injury prevention. Each ITS comprises one or more trauma

network and features a population-based approach to assessment of need and treatment, a role for
every hospital and provider of care and provision of rapid transfer to the MTC. It includes a quality
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assurance structure that penetrates across the region at each stage of care, underpinning providers’
clinical governance processes and identifying inadequate performance in order to support its
correction. Italso informs commissioning about quality of care being delivered.

A trauma network is the name given to the collaboration between all providers commissioned to
delivertrauma care servicesin ageographical area. The trauma networkfor South Wales, West Wales
and South Powys will have the following structure:

e Pre-hospital providers —pre-hospital triage toolto conveypatients directly to the MTC or TUs.
These include WAST, EMRTS, Search and Rescue Services and voluntary agencies.

e MTC - a multispecialty hospital, on a single site, optimised for the provision of trauma care
for all types of injuries through the provision of consultant levelcare. It will have access to all
majortraumaspecialist services relevant to majortrauma. It will provide a managed transition
to rehabilitation and the community. It will take responsibility for the care of all patients with
major trauma in the region covered by the network via an automatic acceptance policy. In
addition to an active, effective quality improvement programme, it will collaborate and
supportotherhospitalsinthe network. The adult and paediatric MTC for the region will be at
UHW.

e TUs — there will be a number of TUs in the trauma network that provide care for injured
patients and will be optimised for definitive care of injured patients. They will provide a
managed transition to rehabilitation and the community. They will run an active, effective
quality improvement programme.In addition, they will have systemsin place to rapidly move
the mostseverelyinjured patients to hospitals that can manage theirinjuries, in most cases,
the MTC. TUs will have arole forreceiving patientsback who require ongoing care in hospital
and have a suitable ‘landing pad’ via an automatic repatriation policy. See chapter 8 for TU
designation.

e TU withspecialistservices—in addition to the above specificationfor TUs, Morriston Hospital
will provide specialist services supporttothe MTC and provide specialist surgery for patients
who do not have multiple injuries, given the presence of burns, plastic, spinal and
cardiothoracicsurgery.

e LEHs —these willbe hospitals withinthe network, which do not routinelyreceive acute trauma
patients, however, they must have processesin place to ensure that should this occur, there
is appropriate initial management and transfer to the MTC or nearest TU. See chapter 8 for
operational modelfor Hywel Dda University Health Board.

e Rehabilitation — hyper-acute rehabilitation will be initiated early at the MTC with local
rehabilitation occurringin hospitals (TUs/LEHs) and the community within each health board.
Specialist rehabilitationwill continue to be managed at RookwoodHospital, Cardiff and Neath
Port Talbot Hospital.

Overseeing the above will be an Operational Delivery Network (ODN), hosted by SBUHB, which will
comprise the management function of the network, in order to undertake strategic planning,
operational delivery, tactical and localadvice to commissioners,improve quality and standards of care
and partnership development.

Summary of Service Model

The major trauma project board approved the work of the CRG in May 2015. Details of this are
provided in Appendix 4. Pathways for care were derived from the Regional Networks for Major
Trauma, NHS Clinical Advisory Groups (CAG) Report (2010), which formed the basis of the
development of quality indicators and service specification in NHS England. The pathways included
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guality indicators and service specification for pre-hospital care, referral and the MTC (i.e. emergency
care and surgery, diagnostics and radiology, ongoing care and reconstruction). It also included early
and hyper-acute rehabilitation, specialised and local rehabilitation, network delivery, discharge
planning and continuing care. In addition, there were sections on patient transfer, communication,
audit, data management, governance and quality improvement.

The work undertaken by the CRG was refreshed in October 2018, when baseline assessments for all
participating organisations were undertaken against the NHS England quality indicators and service
specification. A detailed map of the service model is provided in Appendix 4. Thus, the service model
developed by the CRG has been referenced here in order to note the historical contextand as a
demonstration of the breadth of work that has been undertakenincrementally since 2015.

Summary of Rehabilitation Service Model

The CRG was also tasked to develop the rehabilitation model. Throughout the work to develop the
model, clinicians consistently highlighted rehabilitation as a key part of the patient pathway
commencing at admission, continuing through the inpatient phase to discharge from the MTC or TU
out into the community. Itis believed that this is a true enabler to achieving the best outcomes for
the patientandimproving patient flow across the system. Details of this are provided in Appendix5.
The aim of the rehabilitation model isto ensure patients have appropriate, timely access to reliable,
safe, high qualityand sustainabletrauma rehabilitationservices at all pointsalong their care pathway,
in line with best practice. Paediatric rehabilitation is discussed within the context of the final
operational model, as this did not form part of the historical work undertaken.

The structure of the rehabilitation model is based on the British Society of Rehabilitation Medidne
Core Standards for Specialist Trauma Rehabilitation —2014 andis illustrated below:

MAJOR TRAUMA |—
CENTRE
Hyper acute = !d z
habil "
i Specialist Rehabilitation |
Rookwood &

Neath Port Talbot

L 2
Level 2
MAJOR TRAUMA
UNITS
Locations to be
determined

. 4
Level 3
COMMUNITY
Home
Nursing Home
Community Hospital

Hyper Acute Rehabilitation

Rehabilitationwill start as soon asis appropriate after admission, ideally in the critical care setting and
in line with NICE guideline CG83: rehabilitation after critical illness in adults (2014). The hyper-acute
service will enable early rehabilitation input to patients who have intensive rehabilitation needs.
Patients with poly-trauma, head injuries, spinal injuries or multiple fractures will be co-located within
a designated ward/unit area within the MTC site allowing enhanced co-ordination from the multi-
disciplinary teaminvolved in their care.
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Level 1 — Specialist Rehabilitation

A small number of very complex trauma patients will require the skills and facilities of a Level 1
specialist rehabilitation facility. These patients will typically present with complex disabilities and a
range of medical, physical, sensory, cognitive and behavioural problems. The patients will require
input from a wide range of rehabilitation disciplines, including trained nurses, physiotherapy,
occupational therapy, dietetics, speech and language therapists, psychology and artificial limb and
appliance services (ALAS).

Specialist rehabilitation input will be initiated early during the patient’s journey. This may commence
whenthe patientisin ITU and will continue beyond this phase of treatment. Rehabilitation input will
commence with the initiation of a rehabilitation plan within 72 hours, which will define the
rehabilitation needs of patients and identify how these needs will be addressed. A rehabilitation
consultant, through aspecialist rehabilitation plan, will provide access to specialist rehabilitation.

When the patientis ready to move from a hyperacute rehabilitation facility, they may be transferred
toa Level 1facility according to their needs.In some cases, patientswill be transferred to their nearest
TU or back into the community whilst waiting for specialist rehabilitation, thus maintaining patient
flow across the system.

Level 2 — Acute Ongoing Rehabilitation in TUs

For the majority of patients whose needs will be less complex and ata lowerlevel, acute and ongoing
rehabilitation will be providedinaTU near theirarea of residence. They may be directly admitted to
the TU or as a ‘landing pad’ via the MTC. The patients will require input from a wide range of
rehabilitation disciplines, including trained nurses, physiotherapy, occupational therapy, dietetics,
psychology and ALAS. Rehabilitation input will commence with the initiation of a rehabilitation plan
within 72 hours and will be overseen by a consultant in rehabilitation medicine, helping to manage
risk and expedite discharge. The TU rehabilitation team will have the capacity and skill set to advise
the community teamsand local rehabilitation hospitals and provide outreach to local hospitals or units
for patients with ongoing rehabilitation needs.

Level 3 -0ngoing Rehabilitation in the Community

As patientsimprove and no longerrequire care within an acute setting, theywill be transferredintoa
community setting to continue their rehabilitation. The local model of care, which will be different
across the network area depending on rural or urban localities, will contain vocational/sodal
participation and third sector support as necessary. Many patients willreturn home from the MTC and
have community based rehabilitation needs. A consultantin rehabilitation medicine will maintain an
overview and patients will be reviewed and managed within the community. There will be links with
GPs, the wider primary care team and third sector organisations. Specialist community teams such as
those working in acquired brain injury and spinal Injury will support primary care teams with a
seamless approach between community and specialised care.

TU rehabilitation coordinators will have important role in ensuring patients returning to the
community have appropriate involvement in planning in their care journey, including the interface
with social care.

Non-financial Options Appraisal for MTCLocation 2015

In June 2015, a workshop led by clinicians considered the options available to support the
development of atrauma network for South Wales, West Wales and South Powys and specifically the
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location of the MTC. A detailed report of theworkis provided in Appendix 6. The workshop comprised
representatives from health boards throughout the region, WAST and EMRTS. Patient representatives
were invited through the third sector support groups and the community health councils (CHC) inan
observer capacity. The workshop incorporated a non-financial option appraisal process and
concentrated on the clinical benefits of the different options. In doing so, delegates were asked to
consider the infrastructure requirements for the number of MTCs in a sustainable system and siting
of majortrauma services, based on the clinical service model and proposed activity developed by the
CRG. Furthermore, considerationwas given to co-located and interdependent servicesrequired at the
MTC and scoring of each option against a series of benefits criteria.

A ‘longlist’ of options was considered as illustrated below:
This option described the current situation and clinical pathway
delivery and was used as the baseline comparator. Currently
Option 1 - Do nothing thereis no trauma network serving South Wales, West Wales

and South Powys and no hospitals have been designated MTC
or TU.

This option proposed the development of a single-site MTC at
the UHW, Cardiff. This would mean the designation of UHW as
the MTC serving South Wales, West Wales and South Powys with
other consultant-led emergency departments acting as TUs
within the trauma network structure, some providing specialist
services.
This option proposed the development of a single-site MTC at
the Morriston Hospital, Swansea. This would have meant the
Option 3 - Single site, designation of Morriston Hospital as the MTC serving South
Morriston Hospital Wales, West Wales and South Powys with other consultant-led
emergency departments acting as TUs within the trauma
network structure, some providing specialist services.
This option proposed the development of an MTC delivered
across two sites: UHW and Morriston Hospital. This would have
meant that the full requirements for a MTC would not be
provided on each site. One of these sites would be the
designated lead forthetraumanetwork. Somespecialist services
would need to be provided from Morriston to UHW (e.g. burns
and plastics) and from UHW to Morriston (e.g. neurosurgery)
through emergency outreach clinical teams. The remaining
consultant-led emergency departments would act as TUs within
the trauma network structure.
This option proposed that a MTC was not established within
South Wales but that this service would be commissioned from
a provider partner outside Wales. This would have meant the
Option 5 - Outsourcedservice  esignation of a MTC in England serving South Wales, West
(no MTC in South Wales) Wales and South Powys with the consultant-led emergency
departments in South and West Wales acting as TUs within the
trauma network structure, some of which may provide specialist
services.

Option 2 - Single site, UHW

Option 4 — Dual site
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The following benefit criteria were used to score each option at the workshop. These criteria were
aligned with those used for other national programmes and were given a weighting, agreed by the
CRG and project board:

e Quality and safety — 35%

e Equity-10%

e Strategic fit — 10%

e Sustainability/future proof — 25%
e Access —15%

Details of the methodology and outcomes are provided in Appendix 7, which included sensitivity
analysis of the outcomes.

The outcome of the analysis was that the option to do nothing and continue with the South Wales
area remainingas the only region not being supported by a trauma network was quickly eliminated.
It was also agreed that to supporta population of approximately 2.4 million the network would need
tobe supported by a MTC located within the region. This was in keeping with similar sized popul ations
being supported by networksin England. Thus, the outsourcing option was ruled out.

The potential for a dual site solution was seriously considered but subsequently eliminated because
the critical mass for sustainability couldnot be delivere dthrough such an arrangement and experience
of some English trauma networks, which had operated a dual site solution and encountered significant
operational problems.

UHW and Morriston Hospital were the only two hospitals in the region identified as having the
potential to meetthe necessary quality indicatorsand service specification fora MTC. This was due to
the specialist nature of the trauma service itself and the need for co-location with other specialist
services.

Thus, the preferred option from the non-financial options appraisal was to develop atrauma network
for South Wales, West Wales and South Powys that contained anumber of TUs supported by a single
site MITC.

These options were taken forward through an independent panel review and public consultation.

Following the options appraisal, an Equality Impact Assessment was completed to support
engagementwith key stakeholders.

Independent Panel Review

Building on the work of the project board and the outcome of the clinical workshop, the NHS Wales
Health Collaborative Executive Group (chiefexecutives) agreed with the recommendation to establish
a trauma network with the MTC located in either UHW or Morriston Hospital.

To facilitate the decision onthe preferred location of the site forthe majortraumacentre, NHS Wales
CEs meeting as the Collaborative Executive Group proceeded to recommend that an independent,
expert clinical panel be commissioned to review the available evidence and provide advice. The
proposed process forthe independent panel was endorsed through individual public board meetings.
CHC chief officers were also briefed as part of this process.
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Professor Chris Moran chaired the independent panel, with support from a group of eight experts
selected to be part of the panel based on their national and international reputations as experts in
trauma care and the development of trauma systems.

The panel was provided with all the relevant information required to enable them to consider the
position for the region. This included a high-level financial appraisal of the indicative capital and
revenue requirements foreither option and WAST resources (see Appendix 8). This appraisal did not
include an assessment of capital and revenue requirements for TUs or the ODN. Furthermore,
isochrone maps were developed indicating the proportion of the population within 60 minutes of the
MTC for both UHW and Morriston Hospital (see Appendices 9 & 10). Clear terms of reference were
provided toinformthe assessment.

In February 2017, a session was convened with the panel where representatives from across the
region and other key stakeholders wereinvited to attend. This included: clinical representatives from
all participating health boards; Public Health Wales; Welsh Government; CHCs; EMRTS; WAST; WHSSC
and EASC. Colleagues from UHW and Morriston Hospital gave presentations.

When considering the location of any newservice, the Independent Panel determined that there were
three mainfactors that needto be takeninto consideration:

e Clinical interdependencies (services that must be located together) - the independent panel
advised that one of the mostimportantfactorsin the effective management of majortrauma
is the immediate availability of key specialist services. Most of those specialist services were
already provided in both UHW and Morriston Hospital. However, specialist neurosurgery was
only provided in UHW and burns and plastics services onlyin Morriston Hospital. Given that
approximately 60% of major trauma cases require support for headinjuries, the paneladvised
that same-site provision of specialist neurosurgical services (adult and paediatric) should be a
key requirement for the location of the MTC. The panel also recognised the importance of
the burns and plastics service as part of the trauma network and identified that whilst co-
location was not a critical factor, it was imperative thatthe burns and plastics centre worked
very closely with the MTC to make sure patientsreceivethe care they need.

e Critical mass — it was recognised that neurosurgery and burns and plastics services were so
specialist they could only be provided from one hospital site for the population of South
Wales, West Wales and South Powys. The same held true for the establishment of a single
MTC forthe region.

e Travel times-the panel considered the geography of Wales and made it clear that an inclusive
trauma system is expected to improve mortality in all geographical regions of South Wales,
West Wales and South Powys regardless of the transport time to the MTC. They recognised
thatirrespective of the location of the MTC, at either Morriston Hospital or UHW, some parts
of the populationin Hywel Ddaand Powys will be aconsiderable distance fromthe MTC. This
was not an unusual situation and most trauma networks in England supported services that
were a considerable distance fromthe MTC. The panel did not believe that either Morriston
Hospital or UHW as a MTC would have any significant advantage over the otherin terms of
geography. Working as part of a network, most ambulance services in England operated a
bypass system of up to one hour. This meant that patients identified as having suffered major
trauma by ambulance personnelwouldbe taken directlyto the majortrauma centre if it were
within one-hourtravelling time. This time could be extended after advice was taken. Patients
with more immediate needs would be transported to a TU and stabilised prior to transfer.
Onlya small proportion of trauma patients required immediate surgery and this was likely to
be achieved more rapidly in the MTC, mitigating any increase in transport times. The wider
network model (including trauma units, automatic acceptance at the MTC, enhanced triage
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decision making and 24 hours availability of EMRTS) had a key role to play in managing
patients who may be furtheraway from the MTC.

Consideringall threefactors, in March 2017, the independent panel produced areport (see Appendix
11) of their findings making the following unanimous recommendations for consideration by the
constituent health boards:

e A major trauma network for South Wales, West Wales and South Powys with a clinical
governance infrastructure should be developed quickly.

e Theadult’sand children’s MTCs should be on the same site.
e The MTC should be at University Hospital of Wales, Cardiff.

e Morriston Hospital should become alarge TU and shouldhave alead rolefor the major trauma
network.

e Aclearand realistictimetable for putting the trauma network in place should be set.

It is significant that in making recommendations of the development of the wider network, the
independent panel recommended that Morriston Hospital should be a large TU. As a large TU,
Morriston Hospital is likelyto be able to manage some conditions that other trauma unitswill not, due
to the specialist servicesit already provides. This means that following clinical assessment a more
complex patient may not need to be transferred to the MTC (within agreed protocols) and will
continue to be managed within Morriston Hospital. This may be different forother TUs in the region,
which do not have such specialist services. The term ‘large TU’ is defined as a TU with specialist
servicesinthe remainder of this document for consistency of nomenclature with NHS England.

The panel also specified that Morriston Hospital should take the leadership role in the major trauma
network, hence the decision for SBUHB to hostthe ODN. This follows the modelin England where the
leadership forthe networkis often, but not always, provided from a hospital otherthan the hospital
where the MTC is located. A lead hospital is necessary to ensure the trauma network works in a
coordinated way and makes sure the patient and the complete patient pathway is the focus rather
than the MTC itself.

Public Consultation Process and Recommendations

The recommendations from the independent panel were reviewed through the Collaborative
governance arrangements (Collaborative Executive Group and Leadership Forum)and the benefits for
the population of South Wales, West Wales and South Powys associated with developing a trauma
network fully considered. Health boards also considered and agreed in principle to the
recommendations and for a period of consultation. Whilst the development of the trauma network
represented aservice change and nota service development, health boards recognised that a period
of public engagement and consultation was required to ensure a clear understanding of the role of
networkand its component parts.

In accordance with this, the NHS Wales Health Collaborative team developed consultation
documentation with individual health boards engaging with their local CHC to facilitate the local
consultation exercise to seek views on the development of the trauma network and the
implementation of the recommendations of the independent panel (see Appendix 12). In doingso, a
clear scope was defined for the consultation process and three questions that would be asked of
stakeholders:
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e Do youagree ordisagree thatamajortraumanetwork should be establishedfor South Wales,
West Walesand South Powys?

e Do youagreeordisagree thatthe development of the majortrauma network for South Wales,
West Wales and South Powys should be based on the recommendations from the
independent panel?

e Ifwedevelopamajortraumanetwork for South Wales, West Walesand South Powysis there
anythingelse we should consider?

A detailed stakeholder mapping exercise was undertaken with key groups identified as NHS Wales
staff, CHCs, the public, national bodies/organisations, third sector, local authorities and elected
members, people with protected characteristics and specialist groups. The consultation started in
November 2017 and was completed by February 2018. All documentation including historical work
was made available viathe Public Health Wales website; consultation documentation was developed
and shared with all participating organisations and public engagement sessions were held in each
health board (see Appendix 12).

Responses were analysed by the NHS Wales Health Collaborative and themes identified. This
information was shared with CHCs to enable production of aformal response. A report was produced
which included the findings of the consultation (see Appendix 13). This was considered by health
boardsin theirpublicboard meetingsin March 2018.

In relation to the consultation, each CHC provided feedback to their health board in relation to the
consultationand whetherindividual CHCs were in a position to support the recommendations of the
independent panel. In general, CHCs were unable to agree or disagree with the recommendations
containedinthe report. Commonthemesinthe concernsraised by CHCs were:

e Alackof publicengagement priorto formal consultation.

e Alack of detailed information about the overall design of the network, including the location
of TUs.

e Insufficientfinancial information and a lack of an assessment of the impact on otherservices
of investingin the network.

e Alackof space and capacity at UHW.
e Arrangementsforpatienttransfer outside the operational hours of the EMRTS.

Despite thisand based on the evidence of the positive benefits of a trauma network, in March 2018
all six health boardsacross South Wales, West Wales and South Powys approvedthe recommendation
to establish the traumanetworkinline with the independent panelreport.

Subsequently, a‘lessons learnt’ exercise was held in September 2018, with involvement of CHCs. The
network clinical leadand director of the NHS Wales Health Collaborative took the opportunity to meet
with CHC Chief Officers on anumber of occasions and produced update reports, providing mitigations
to the above concerns. At the time of writing, CHCs from two health boards have agreed to the
recommendations of independent panel review, with ongoing positive engagement by the health
boards with respect to seeking agreement from remaining CHCs. It is anticipated that this dialogue
will continue once the network is operational. Furthermore, all of the issues outlined above havebeen
discussedinthe context of this Programme Business Case.
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4.7.2

Designation of Trauma Units

Having completed the process for designation of the adult and paediatric MTC at UHW, Morriston
Hospital as a TU with specialist services and the ODN function being hosted by the SBUHB, a process
was established to designate Tus. This process coincided with the establishment of the trauma
network board (June 2018) and confirmation that WHSSC would be the principle commissioner for the
network.

Designation Process

To support health boards to make choicesin relation to TUdesignation, the networkboard confirmed
a processin August 2018, as follows:

The network board requestedthat healthboards complete a baseline assessment against NHS
England quality indicators and service specification for hospitalsproposed as ‘candidate TU’s.
Information was provided as to which indicators needed to be met for day one and which
could follow once operational.

The network clinical lead wrote to directors of planning of each health board requesting
meetings to discuss baseline assessments.

Meetings were held Septemberto October 2018 with all health boards. These meetings were
chaired by the network clinical lead, some of which supported by the director of the NHS
Wales Health Collaborative. Health board representation included directors of planning or a
nominee and clinical and managerial network leads. In addition, the network interim
rehabilitation lead provided health boards a usefulinsightinto TUservice specification from a
rehabilitation perspective.

The purpose of these meetings was to discuss the baseline assessments against a series of
questions:

o Where gaps exist, how could these be quantified? Inthe firstinstance, how could the
gap be closed through internal re-organisation? This was used as a starting point for
all discussionsinrelation to quality indicators.

o Wherethereis a needfor additional resources above what can be achieved through
internal reorganisation, what are the implications of this?

o Withadditional resources, willit be possibleto meetthe quality indicators?

These baselineassessments form the basis of the resource requirements setoutin Chapters8 & 9.

The above questions were used to inform final submissions for all ‘candidate TUs,’ based on
those that could most closely meet the quality indicators. In addition, health boards were
asked to indicate whether the ‘candidate’ TU would be adult and paediatric or adult only,
justification fortheir choice and to consider how patients would be served in regions without
anearby TU.

Following endorsement by the network board in October 2018, a paper was taken through
the WHSSC management structure and to WHSSC Joint Committee to make a
recommendationin November 2018, followed by approval of TU designation by each health
board in January 2019. In most part, choices were in keeping with the result of the SWP, in
terms of future location of emergency departments.

The network board recognised the need forinforming and engaging CHCs with respect to TU
designation, recognising that health boards would be principally responsible forthis through
normal processes, supported by trauma networkboard members. All health boardsconfirmed
the location of their TUs with their CHCs.
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4.7.4

e It was recognisedthat the designation of TUs would be reviewed afterthe first year of being
operational and national annual trauma peerreview.

Trauma Unit Locations

The following hospitals were approved as adult and paediatric TUs, following a recommendation by
WHSSC Joint Committee and endorsed by health boards:

e UHW, Cardiff —TU function forits own population.
e Morriston Hospital, Swansea—TU with specialist services

e Royal GwentHospital, Newport and Nevill Hall Hospital, Abergavenny (period until the Grange
University Hospital is fully operational from April 2021, at which pointthe Grange University
Hospital will become the site of asingle designated TUfor the health board)

e Prince Charles Hospital, Merthyr Tydfil and Princess of Wales Hospital, Bridgend.
e Glangwili General Hospital, Carmarthen (section 4.7.4).

In relation to LEHSs, the following hospital willbe a LEH within the network structure:

e Royal Glamorgan Hospital, Llantrisant.

As described below, Bronglais General Hospital, Aberystwyth and Withybush General Hospital,
Haverfordwest will be rural traumafacilities for the purposes of majortrauma.

Proposed Structure in Hywel Dda University Health Board

Following full public consultation in 2018 as part of its Transforming Clinical Services Strategy, the
health board confirmed its intentions to develop a new urgent and planned care hospital within the
region, which in the future will function as the TU and main emergency department for the health
board. In addition, Bronglais General Hospital will be a rural provider of urgent and planned care,
including the presence of acute services. Glangwili General Hospital and Withybush General Hospital
will become GP led Minor Injury Units alongside community beds and outpatient facilities.

Following a period of publicengagementin June and July 2019, the health board has designated
Glangwili General Hospitalas the TUin the years preceding the develop ment of the new hospital. This,
alongwiththe role of the remaining hospitalsis being worked through as part of a publicengagement
process.

With respect to Bronglais General Hospital and Withybush General Hospital, a baseline assessment
demonstrated that both hospitals fell significantly short of the quality indicators compared to other
TUs, and it was unlikely the ‘gap’ could be closed easily, even in the presence of additional resources.
However, given the rural nature of the catchment areas of both hospitalsand concernsin relation to
the term LEH it has been proposed that forthe purposes of the trauma network, both hospital will be
termed rural trauma facilities in recognition of this strategicimportance. Whilst as for LEHs there are
no specific quality indicators for a rural trauma facility, the Health Board is committed to ensuring
these hospitals maintain the ability to assess and treat major trauma patients, given their relatively
unique geographical location. In addition, they will need to maintain the ability to rapidly transfer
patientsto the MTC at UHW, TU with specialistservices at Morriston Hospital or the TU in Glangwili
General Hospital.
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4.7.5 Proposed Map of Trauma Network
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Predicted Changein Patient Flow

Early predictions on the change of flow of moderate and majortrauma patients was captured as part
of the consultation processin 2017, with an estimated 1,500 moderate and major trauma cases across
the region. Historically, basic modelling was also undertaken as part of the EMRTS Strategic Outline
Programme using a population-based approachin 2014.

Subsequently, the network board identified the need to undertake a more in-depth analysis of current
and predicted activity to inform the planning of the network. A number of strategies have been
adoptedtoachieve this. It was recognised that it would be challenging to solelyuse baseline data from
TARN given the significant variation in completeness and quality across the region. Consequently, the
network board enlisted the support of Gareth John, NWIS, and Andrew Nelson, C&VUHB. A detailed
presentation of the methodology used, key assumptions and results are presented in Appendix 2.

Essentially, patient episode data for Wales (PEDW) was obtained from NWIS for 2017 to calculate
current activity. ICD-10 codes were translated into TARN codes, in order to present a breakdown by
ISS. Furthermore, hospital spells were used rather than number of cases, as a more accurate metric
for making planning assumptions. A complex modelling algorithm was developed in order to inform
the data presented for current activity and this was developed on 5 years of C&VUHB data.

Further analysis was undertaken to predict the change in flow, in line with the assumed current
position for South, Mid and West Wales and using the proportions for the English trauma networks
(derived from TARN) for 2011, 2012 and 2013, representedasyear1, 2 and 3 respectively below:
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9-15 % directto MTC
% transferTU to
9-15 MTC 0 7 7 8
9-15 % TU only 78 68 65 61
>15 % directto MTC 32 35 39 42
% transferTU to
>15 MTC 6 25 25 22
>15 % TU only 62 40 36 36

The above table demonstrates thatthe current positioninthe region pre-dates that of the year 1 of
the establishment of the English trauma networks. Furthermore, the proportion of moderate and
major trauma subjected to direct and secondary transfer to the MTC increased and then reached a
steady state inyear 3. However, the total number of cases reported to TARN continues torise.

The table below illustrates the predicted change in first spell presentations to the MTC for moderate
and major trauma. One hospital spell covers the activity whilst a patient remains within that hospital
for a continuous length of time:

Direct to MTC

Transfer TU to MTC 11 58 58 66
% TU only 660 561 536 503
Total 825 825 825 825

Direct to MTC 284 306 341 368
Transfer TU to MTC 49 219 219 193
% TU only 542 350 315 314
Total 875 875 875 875
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512 572 624

Direct to MTC 438
Transfer TU to MTC 60 277 277 259
% TU only 1202 911 851 817
Total 1,700 1,700 1,700 1,700
Combined Direct to
MTC & Transfer TU to 498 789 849 883
MTC

Subsequent analyses were undertaken to determinethe changein flowforall otherreceiving hospitals
inthe regionand bed capacity requirements. Thisincluded a subgroup analysis for paediatrictrauma,
bed requirements for patients returningto a ‘landing pad’ following care at the MTC and furtherwork
undertaken within HDUHB. From these, anumber of observations can be made:

The total moderate and major trauma workload of 1,700 spells peryear correlates well with
earlierpredictions.

Inyear 1, itis predicted that moderate and major trauma spells will increase by 290 peryear
once UHW becomes an MTC. By year 3, predicted number of spells will reach a steady state.
The mainreasonfor the increase relatesto the increase in the proportion of transfers to the
MTC of majortrauma from TUs. The programme team at UHW have used this data to inform
subspecialty specific analyses, ward bed/critical care bed capacity planning and theatre
capacity planning.

It is predicted that all other hospitals in the region will see a fall in admitted moderate and
major trauma, owingto increased flows to the MTC. Overall TUs will retain 68% of moderate
trauma and 40% of major traumainyear1. Thus, overall acute bed capacity requirements will
fallinthese hospitals.

Approximately 20-34% of patients will return from the MTC and require access to a ‘landing
pad’intheir health board. This largely representsnew flow of patients. Requirements will vary
from ongoing medical care, hospital care whilst awaiting social care packages, level 2
rehabilitation and a small proportion awaiting specialist rehabilitation. Current practice is that
these patients rarely experience timely transfer back their local hospital. For all regions, it is
predicted thatbed requirementsforthe ‘landing pad’ will not exceed the overall fall in acute
bed requirements. Thus, the totality of beds requiredin each hospital (except UHW) will not
increase.

The exception to this is for Glangwili General Hospital, which has been designated a TU.
Further local analyses predict a maximum of 1-2 extra patients per week attending the TU
acutely from regions served by Bronglais General Hospital and Withybush General Hospital.
Furthermore, Morriston Hospital is predicted to see some additional patients acutely due
specialistservices provided (e.g. orthoplastics).

The data have indicated the need for additional ambulance journeys (both for direct and
secondary transfers to the MTC) and repatriation. Thishasinformed planning assumptions for
WAST (see chapter6).
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e Finally, smallincreasesin moderateand major paediatrictraumawill be observed at the MTC.

The work undertaken was reviewed and scrutinised by all health boards and was approved by the
network board as a single data source for all health boards/WAST when undertaking service planning
and informing additional resource requirements outlined in subsequent chapters.

Summary of Review of Clinical and Operational Service Model

Followingthe business case submissions from each organisation to inform this programme business
case, the followinglevels of review were undertaken:

e Verbal and written feedback from the NHS Wales Health Collaborative programme team (ind.
the network clinical lead). Face-to-face meetingswith network board representatives from all
organisations with programme team.

e Internal health board scrutiny and review of all submissions.
e A presentationandreview of all submissions atthe trauma network board inJune 2019.

e A professional clinical review of the MTC case, C&VUHB and orthoplastic case, SBUHB by
Professor Chris Moran, National Clinical Director, Major Trauma, NHS England on the 2nd July
20109.

e Review of the MTC and orthoplastic business cases by the WHSSC managementteam.
e Review of the WAST business case by the EASC Managementteam.
e OGC Gateway review 0of the entire case 8-10 July 2019.

One of the recommendations of the Gateway review 0 was to undertake a critical scrutiny of all
business case submissionsin order to close out the gap between the programme team specification
of minimum Day 1 requirements and submissions. This include further development of the planning
assumptionsforeach phase to progressively meet quality indicators and service specification.

In response tothis, the NHS Wales Health Collaborative organised a one day professional peerreview
event, bringing together experts from across the UK to undertake a review of the entire system
including proposals from WAST, C&VUHB (MTC), SBUHB (specialised services), TUs and the ODN. This
alsoincludedreviews of the rehabilitation model. A subsequent review of therapy requirements and
the spinal trauma case were remotely undertaken and the outcome shared with organisations.

The review was informed by a series of questions generated by an Executive Strategic Group formed
following the Gateway 0 review. Following a successful and positively supported event, which took
place on 13 August 2019, the Executive Strategic Group generated, a series of recommendations based
the discussions that had taken place and these were shared with the network board to consider on
19* August 2019. The network board supportedin principle recommendations pertaining to the MTC
and specialised services, but fully supportedrecommendations pertaining to WAST, TUs and the ODN.
Appendix 14 provides asummary of recommendations made.

Following this, C&VUHB and SBUHB were asked to consider the recommendationsin the context of
their revised submissions. With the support of an OGC Gateway Assurance of Action Plan review
(undertaken on the 9 September 2019), further work was undertaken between these organisations
and WHSSC to agree an appropriate position described in subsequent chapters.
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5.3

Operational Delivery Network
Introduction

The creation of a trauma Operational Delivery Network (ODN) is central to the development of a
trauma network for South Wales, West Wales and South Powys. A Trauma ODN involves cross-
organisation and multi-professional working through a whole system approach, ensuring the delivery
of safe and effective services across the patient pathway. Underan ODN, patient pathways pertaining
totraumaare coordinated between providers over a wide geographical areato ensure equity of access
to specialist resources and expertise. Its aims align with the key investment objectives outlined in
Chapter2 and 3inorderto improve patient outcomes, patient experience and qualitystandards from
the point of woundingto recovery.

This chapter provides a description of the purpose of the ODN, its phased implementation against
service specification and quality indicators and the resource requirements forthe ODN management
team. Furthermore, it describes the parallel arrangements for the Veterans Trauma Network (VTN).
The commissioning and governance arrangements for the ODN are describedin the management case
(Chapter 12).

Finally, details are provided of the clinical informatics and training and education requirements for
ODN usinga phased approach.

What is a Trauma Operational Delivery Network (ODN)?

A Trauma ODN involves cross-organisation and clinical multi-professional working, through a whole
system collaborative approach, ensuring delivery of safe and effective services across the patient
pathway. Under an ODN, patient pathways pertaining to trauma are coordinated between providers
over a wide geographical areato ensure equity of access to specialist resources and expertise. Thus,
its aims are to improve patient outcomes, patients experience and quality standards from the point
of woundingtorecovery.

In September 2018, WHSSC Joint Committee agreed that an ODN will be established to oversee the
delivery of traumaservicesto the population of South Wales, West Wales and South Powys and that
a health board should hostthe ODN; SBUHB was agreed as the host organisation forthe ODN.

It was also agreed that the ODN and MTC at UHW will be commissioned by WHSSC. EASC will
commission WAST and the EMRTS. Health boards will be responsible forlocal commissioning of TUs.
In addition, existing majortrauma commissioning arrangements for BCUHB will be retained.

Purpose ofthe Operational Delivery Network

The term ‘ODN’ was developed in NHS England in 2012, to reflect the shift in the function of some
clinical networks to focus on coordinating patient pathways between providers over a wide area to
ensure access to specialist resources and expertise. Thus, trauma networks developed as ODNs with
afocus on operational delivery. As defined by the service specification below, the network board and
WHSSC agreed to the formation of an operational delivery network. In NHS England, provider
organisations host Trauma ODNs in order to ensure optimal delivery of the service specification. In
keeping with this and aligning with recommendations of the independent panel, a provider, SBUHB,
will hostthe trauma ODN for South Wales, West Wales and South Powys.
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The ODN will represent a collaboration between all providers commissioned to deliver trauma care
services (both specialised and non-specialised), focused initially on the population of South Wales,
West Wales and South Powys. Providers willinclude the pre-hospital services (WAST and the EMRTS),
MTCs, TUs, LEHs and rehabilitation services. The ODN will also have appropriate links to social care
and the third sector.

The key responsibilities of the ODN can be summarised as follows (adapted from the Intercollegiate
Group for Trauma Standards, 2009):

e Afocusonimprovingfunctional outcome and patient experience fromthe outset.

e Ensuringinjured patients are delivered tothe MTC for definitive care quicklyand safely.

e Maintaining patient flow across the region, ensuring timely ‘care with treatment closer to
home’ once specialist care completed.

e Clinical responsibility foraseriouslyinjured patient anywherein region and ensuring clinicians
maintain a responsibility extending outside theirtraditional health board boundaries.

e Adopting a culture of integrated multi-disciplinary working across health boards through
specialistand professional groups.

e Acute and ongoingrehabilitation services toimprove outcomes and restore patients back to
productive rolesinsociety.

e Adoptingapopulation based approach;in particular developing pathways for traumain older
people (see section 5.4.4).

e A continuous process of system evaluation, governance and performance improvement.
e Develop multi professional trainingand education across the patient pathway.

e Supportsactive injury preventionprogrammes to reduce the burden of injury forthe network
population.

e Active development of an auditand research programme and support of research into trauma
and its effects, toimprove outcomes.

e Integration with multi-agency mass casualty planninginthe region.

These are expanded furtherin the next section on service specification and quality indicators.

Phased Implementation

The baseline positionis that currently there is notrauma ODN serving the populationof South Wales,
West Wales and South Powys. Only some aspects of network wide service specification or quality
indicators exist.

Two sources have beenused to develop the modelforthe phasedimplementation of the trauma ODN.
Firstly, the NHS England commissioning service specification D15a, Trauma ODN 2012/13. Secondly,
the NHS England network quality indicator document, 2013. The rationale for adopting these is
presented in chapter4. The proposed modelisfurtherdividedintothose elements that are essential,
desirable and aspirational. Phasing of essential elements has been undertaken including specification
and quality indicators that need to be in place before the ODN is operational (i.e. before day 1) and
those that will developinyear1, 2 and 3.
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Service Specification

All specifications will need to be in place before the ODN be comes operational (i.e. before Day 1)
unless indicated below. Each element will be ongoing from the point of implementation, unless
otherwise stated.

Essential

These aspects are considered essential and are critical to the successful delivery of the ODN and its
keyinvestment objectives.

Strategic planning

Provide professional and clinical leadership across the network.

Undertake comparative benchmarking and audit across the network through TARN —
supporting the enhancement of data collection.

Effective linkage into commissioning groups —in this case, WHSSC and EASC.
Hostinga risk registerand undertaking risk management across the network.
Produce quarterly and annual reports —Year 1.

Develop an annual working plan for the network to deliver against the quality and delivery
framework—Year 1.

Contribute to evaluation of the network —Year 2.

Develop alonger-term plan going out 5-10 years to ensure new capabilities can be brought
into core operationsin quickly and efficiently as possible —Year 2.

Operational delivery

Develop coordinated patient clinical pathways between services over a wide area to ensure
access to specialist majortraumacare.

Develop acomprehensive system of delivery through A) a pre-hospital triage tool and criteria
for immediate inter-hospital transfer and transfer within 48 hours of referral; B) Automatic
acceptance and repatriation policies; and C) rehabilitation pathways.

Ensure improved access and equity of access to trauma services —Year 1.

Responsible for monitoring of day-to-day capacity across the network, agreeingand working
to an escalation plan (with agreed thresholds for escalation triggers) both within and across
network to monitorand manage surgesindemand —Year 1.

Support capacity planning and activity monitoring for collaborative matching ordemandand
supply (e.g. through implementing atraumatracking system) —Year 1.

Ensure appropriate repatriation for ongoing ‘care with treatment closertohome’ —Year 1.

Ensure the quality of the network is monitored and subject to a process of continuous quality
improvement through clinical audit—Year 1.

Tactical (local) advice and support to commissioners

Provide local information, data and intelligence to support performance monitoring of the
network (i.e. TARN clinical reports, process measures, keyperformance and quality indicators,
case-mix standardised outcomes, workforce data) —Year 1.
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Support national annual trauma peer review and assurance of the MTC, TUs/LEHs and pre-
hospital services with commissioners —Year 1.

To provide ongoing programme management of a phased implementation across the network
—Year 1.

Supportlocal implementation of products produced by the national trauma clinical reference
group (NHS England) as appropriate —Year 1.

Improved quality and standards of care

Develop andimplement network protocols fortrauma patients.

Deliver a clinical governance framework with the MTC, TUs, LEHs, pre-hospital services and
rehabilitation servicesincluding a process for incident reporting with follow up action plans
and network morbidity and mortality review. This includes collaborative serious incident
investigation.

Deliver a network-wide training and education programme encompassing the whole patient
pathway prioritising key areas (see section 5.6)

Implementaclinical informatics system forthe network —Year 1 (see section 5.5)

Ensuring on-going service improvements and best practice models are embedded and
contribute toimproved quality performance (i.e. dashboard measures) —Year 1 and ongoing.

Monitoring of MTC and TU dashboard measures and provide advice on improvements to
clinical services and commissioners —Year 1.

Use clinical process and clinical outcome measures to compare and benchmark providers —
Year1l

Deliveran annual quality improvement and audit programme —Year 1.

Partnership development

Engagementwith third sector organisations.

Linkage with other relevant networks (e.g. North Wales and North West Midlands Trauma
Network).

Embed communication strategy and key communication deliverables —Year 1.

Monitoring and performance management of active engagement by members in the network
to improve performance against agreed outputs —Year 1.

Participationin relevant national policy or guidelinedevelopment —Year 2

Desirable and Aspirational

Some aspects are considered desirable or aspirational. Whilst not critical to the successful
implementation of the ODN, they represent future areas of development:

A research programme focused on all parts of the trauma pathway, as a vehicle for driving
improvements in patient outcome and experience. Enhanced profile of the region through
sharingknowledge nationally and internationally (e.g. publications and presentations).

An injury prevention programme in association with Public Health Wales (e.g. knife crime
prevention, motorcycle safety, wearing cycle helmets).

Sharing successful components of the ODN development with other networks, bringing
benefits of the programme to otherareas of healthcare.
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5.4.2

e Utilisinglocal knowledge and experience to supportthe development of trauma networksin
less developed parts of the world.

The programme will considerthese opportunities at future pointsinits development.

Quality Indicators

Essential qualityindicators forthe ODN are presentedin the table below. For each quality indicator, a
codeisassigned, in orderto cross-reference (Appendix3). Allquality indicatorswill need to be in place
before the ODN becomes operational (i.e. before Day 1) unlessindicated below. Six out of 13 quality
indicators are already being met.

T16-1C-101 - Network configuration
The network structure should be identified in the network operational policy v
including pre-hospital services, hospitals and rehabilitation services.

T16-1C-102 - Network governance structure

A clinical governance structure thatincludes a network manager, clinical lead and v
a numberofleadership roles, identified in the network operational policy.
T16-1C-103 - Patient transfers X

Review of patient transfers fromyear 1toinclude the following:

e The number and proportion of patients transferred directly to MTC,
including cases of significantunderand over pre-hospital triage.

e The numberand proportion of patients that have an acute secondary
transfer(within 12 hour) from a TU to MTC.

e The proportion of urgent transfers that occur within two calendar days.
e  The numberof patients with ISS 215 managed definitively withina TU.

e  The number of patients where repatriationfrom MTC exceeds 48hrs from
when referred.

T16-1C-104 - Network Transfer Protocol from TUs/LEHs to MTC
There should be a network protocol for the safe and rapid transfer of patients to
specialist care with the following components:

e Apre-hospitaltriage tool withspecific criteria for triage of patients, based X
on mechanism, injury pattern and clinical condition to ensure direct
transferto the MTC or nearest TU.

v
e A protocol for the transfer of adult patients specifying that transfers
should be carried out by teams trained in the transfer of patients. This
standard is already being met by the Designed for Life, Welsh Guidelines

for the Transfer of Critically Il Patients, 2016. v

e A protocol forthe transferof paediatric patients. This standard is already
being met by the Wales and West Acute Transport for Children Service
(WATCh) basedin Bristol.

T16-1C-105 - Teleradiology services

There should be teleradiology facilities between the MTC and all TUs/LEHSs inthe v
network allowingimmediate image transfer 24/7. This standard is already being

met.
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T16-1C-106 - Network wide TARN review

The MTC, TUs and LEHs should participate in the TARN audit, with atleast 1year Partially met
of back dated baseline data before network operational. Data should meetthe

following standards:

Case ascertainment—patients submitted to TARN compared to expected based X
on Patient Episode Data for Wales (PEDW) dataset —target of 80% across the
network by end of year 1.

Case accreditation - thisis the proportion of key fields used in this report that are
filledin for each patient submitted to TARN —target of 95% across the network by
end of year 1.

The standards set are to ensure subsequent TARN metrics can be meaningfully

interpreted.

TARN auditshould be discussed at the network audit meeting atleast annually X
and distributed to all constituent members of the network.

A working plan has been produced to enhance TARN data collection including X
appointment of TARN coordinator(s)in health boards where gaps exist.

Develop strategies for undertaking TARN PROMS and PREMS inyear 1.

T16-1C-107 — Trauma management guidelines
There should be network agreed clinical guidelines for the management of: X

e Standardised patient care.
e Emergency anaesthesiaand emergency surgical airway.
e  Resuscitative thoracotomy.

Abdominalinjuries.
e Severetraumaticbraininjury.
e Openfractures.
e Compartmentsyndrome and vascularinjuries.
Penetrating cardiacinjuries
Spinal cordinjury.
Severe pelvicfracturesincluding urethralinjury.
Chestdraininsertion.
Painrelief forchesttraumawithrib fractures.
CTimagingandimagingforchildren.

e Interventional radiology.

e Non-accidental injuryinthe child.
T16-1C-108 - Management of severe head injuries
All patients with a severe head injury should be managed according to NICE X
guidance (Head injury: assessment and early management, 2014)

T16-1C-109 — Management of spinal injuries X
There should be a network protocol forthe following:

e Assessmentandimagingof the spine.

e  Resuscitation and acute management of spinal cord injury linked with a
Spinal Cord Injury Centre (SCIC) at the MTC.

e Emergencytransferof spinal patients.
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T16-1C-110 - Emergency planning
The network should havean emergency plan for dealing with a mass casualtyevent 4
thatisreviewed and updated annually.
The integration of the All Wales Mass Casualty Plansinto the network operational
policy.
T16-1C-111 — Network rehabilitation director v
There should be a network lead for rehabilitation with experience in trauma
rehabilitation. The directorshould have an agreed list of responsibilities and time
specified forthe role. This has been achieved throughappointment of the network
rehabilitation lead
T16-1C-112 - Directory of rehabilitation services, referral guidelines and X
education programme
To form part of the network operational policy inyear 1.
T16-1C-113 - Patient transfer policies X
There should be following network policiesin place:

e Automaticacceptance policy tothe MTCfor patients who are transferred

from scene or arrive ina TU/LEH and need urgent transfertothe MTC.

e Automaticrepatriation policy (‘care with treatment closerto home’).

Furtherdetail is provided in chapter 8 which covers the ‘landing pad’ configuration.

Collaborative Working with North Wales

In contrast to North Wales, there currently is no trauma network serving the population of South
Wales, West Wales and South Powys. Therefore, thereis animmediate requirement foran ODN to be
established here. As the Network in South Wales is established, every opportunity will be taken to
work closely with colleagues in North Wales to share good practice, benchmark and work towards
equity of quality of care for the whole population of Wales. The South Wales Network will work with
colleagues in the North West Midlands and North Wales Trauma Network to forge strong links and
establish regular opportunities to share learning and processes.

Specific Patient Groups

Trauma in Older People

Given that older people represent the largest group sustaining major trauma (see chapter 2), itis
importantthat the ODN is proactive ratherthan reactive. Indoingso, it will take a population based
approach, tailored to the ageing population of South Wales, West Wales and South Powys. Many of
the principles of assessment and care are similar to those of existing fractured neck of femur
pathways. Furthermore, the NHS England CRGfor majortrauma has recently introducedstandards for
the managementof traumain older people.

The development of robust systems will ensure that older people that are appropriate for specialist
care will have equity of access tothe MTC, whilst the majority couldbe managed to a higherstandard
and a better experience in TUs/LEHs, based on comorbidity and frailty. The table below summarises
the essentialadditions to the ODN service specification and qualityindicators above, mirroring that of
the NHS England and has been approved by the network board:
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The network will develop a ‘silver’ trauma triage tool as an addendum to the
‘standard’ pre-hospital triage tool supported by trauma desk to enhance
identification, leading to early seniorinvolvementin Emergency Departments—in
place before year 1.

Network guidelines on trauma in older people including assessment, specific
sections in trauma patient record for documentation of assessment (e.g. X
cognition/frailty/nutritional status) and care bundle —in place before year 1.

Review by aST3/equivalent orabove in orthogeriatric medicine, geriatric medicine
or care of elderly medicine as soon as possible and definitely within 72hrs of X
admission—in place years 3 - 5.

Early brief educational/training interventions for WAST/ED (triage nurses/trauma
teams/team leaders)as part of initial programme —in place before year 1.

Desirable aspects include establishment of a ‘silver’ trauma working group within the network
specifically looking at additional rehabilitation requirements, enhancing outcome assessment and a
bespoke educational programme.

Veterans Trauma Network

The Veterans Trauma Network (VTN) provides a single point of referral for all stakeholders who are
concerned about the medical care of a veteran with complex physical injuries, including patients,
clinicians (from both physical and mental health services in primary or secondary care), third sector
agencies and others. Patients eligible for management by the VTN are ex-service personnel who
sustained complex physical trauma due to their service. The VTM is principally concerned with
ongoing rather than acute care. Patients will be referred to the VTN when there is concern that the
complex nature of their injuries means that the normal pathwaysin primary, secondary and tertiary
care are unable todeliverthe appropriatetreatment.

To establish the VTN in Wales, the following will be required:

e Creationofasingle pointofreferral forall eligible NHS Wales patients.
e Appointmentof VTN clinical lead and deputy.

e Nomination of aVeterans Trauma Centre (VTC). Asthe MTC for most of NHS Wales, C&VUHB
isthe natural choice to be the VTC.

e Hosting arrangements for the VTN will be C&VUHB until the trauma ODN is established, at
which pointit will be hosted withinthe ODN management structure and SBUHB.

e Infrastructure to allow secure communication between VTN Wales and the VTN in England.
e Referral pathways forthe management of identified clinical issues.

e Appropriate linkages between VTN Wales and leads for veteran’s affairsin all health boards.
e Suitable governanceand reporting structuresto be provided by the ODN.

e Communicationandstakeholder engagement strategy.

As such, it is anticipated that VTN Wales will deal with less than one patient per month once fully
established. Costsof running the VTN/VTC are minimal. There willbe some costs to health boards and
WHSSCin terms of treatments that will be delivered once issues have been identified. However, these
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will all be standard treatment costs for these conditions (or subject to individual patient funding
requestsif not). The costtothe ODN will be minimal. The lead and deputy will offer their clinical time
from their ‘military protectedtime’. Support functions will be absorbed within the ODN management
infrastructure. Furtherdetails are includedin.

Clinical Informatics Model

Informatics supportis essential to improving patient outcomes throughboth direct support for patient
care and indirectlythrough improving efficiency of the administration of the patient pathway. Making
use of existing systems, and harnessing ongoing developments and the future plans of NHS Wales, the
informatics programme seeks to reduce the burden of data entry on clinicians and administrative staff,
and ensure timely, accurate information is available to patients, clinicians, and management
structures, as well ascommissioners.

The work stream will seekto work with health boards, trusts, and NWIS to assess the current situation,
including mapping information flows relating to major trauma patients, and look at the short,
intermediate and long term expectations of the network and how informatics can support this. It will
alsoreach out to the wider UKand internationally tolook at best practice and the le ssons learned.

In the context of Wales informatics, significant progress has been made recently with the roll out and
expansion of national systems allowing cross boundary access to patients records. This provides a
unique opportunity to build on existing technologies, and use routinely collecteddata to track trauma
patientsinthe network.

The followingareas will be facilitated through the work programme:

¢ Implementation of atrauma clinical system

e Implementation of acentral incidentreporting short form, and integration with systems

e Provision of call recording to support governance process

e Development of anetwork wide information repository / “app”

e Integration of patient held records to support quality discharge

e Supportingtraining, education, quality improvement and research activities as required.
An Overarching Trauma Informatics System

C&VUHB are developingabespoke clinical system toimprove data collection and aid the tracking of
patients across the network pathways. The informatics work programme will seek toimplement this
across the network, and provide a single point of access for those in involved in the care of trauma
patients.

A high level overview of the anticipated landscape of the systemsisincluded in the figure overleaf:
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WAST Control data

WAST Clinical
Records

National systems
(WCP, NDR, WCRS
etc..)

Radiology

Operation and

procedure notes

TARN Coordinators

EMRTS Clinical
Records

South Wales Trauma
Network System

<

Pathology

Patient held records

Trauma pro-forma Identification/
/ e-forms Admission data
Pre-Alerts

Governance/
Management

>

Patient held records TARN PROMS
E-discharge Feedback

Itisrecognised thework planis ambitious giventhe short time frames to ‘go-live’, and ongoing existing
work streams in an already stretched informatics landscape. In addition, although important, major
trauma makes up a very small proportion of the overall workload in NHS Wales, and will be competing
with other established projects which impact far greater number of patients (e.g. introduction of new
emergency department systems, implementation of electronicrecords in WAST).

Thus, a phased approach will need to be taken, and phased over five years. An illustration of the
essential and desirabledeliverables are included below, subject to change once formally handed over

to the ODN.

19/20 (in °
place for °
day 1)

Data sharing agreementsin place
Pre-hospital patient reports from WAST &
EMRTS to be available to TARN coordinators
& Network office no more than 4 weeks
followingincident

WAST/EMRTS to be flagging potential major
trauma cases on control systems

Up to date pre-hospital operational data
available for interrogation and business
intelligence dashboards

Network information “app” live

Trauma tool “app” live

All TU's to upload trauma pro-forma to
document management systems that
interface with national repository

CAV to be using the network trauma
information system pro-actively

e Patient held records (for

rehabilitation prescription)
functioning

Capture  of  additional
trauma cases in systems
that are not TARN eligible,
but of interest for injury
prevention and service
planninge.g. death at scene
in HB’s that have capacity
(i.e. are already up to date
with retrospective data
collection)
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e Network incident reporting system short
form live and process in place for handling
cross boundary/ organisationalincidents

e Call recording available for non-emergency
case discussions/ referrals

e All TARN coordinators to have access to
national instance of Welsh Clinical Portal

e Network data analyst in post (training/
development with stakeholders)

20/21 e Integration with national systems complete | ® Transition of other TU’s to
(to include operation notes, emergency electronicdata capture
department systems, all radiology, e Exportofyearl
pathology results) e &year-1datatoSAIL

e Transitionto electronicclinical data capture
in emergency department (replacement of
trauma paperpro-forma) CAV

e Patient held records (for rehabilitation
prescription) functioning for MTC patients

21/22 e Patient held records (for rehabilitation
prescription) functioning for MTC patients +
2TU’s
22/23 e Patient held records (for rehabilitation e Patient held records (for
prescription) functioning for MTC patients + rehabilitation prescription)
4TU’s functioningfor6 TU’s
23/24 TARN integration e Patient held records (for
1 TARN to have direct access to the network rehabilitation prescription)
trauma information system data including functioningforall 8 TU’s
all relevant linked data to complete a TARN
submission.

2 Networkto have directlinkto TARN data to
augment data already available within NHS
held datasets e.g. addition of Ps, ISS etc... in
operational dashboards.

3 PROMS data to be linked back into welsh
systems, and in turn into National data
repository

4 Export of dataset to SAIL with 3 complete
years of network operation, and to include
PROMS, and TARN metrics.

Estimated Resource Requirements

An estimate of resource requirements are provided here to aid planning, and is subject to change as
the work progresses with formal project management. It should be noted that work is not in
established work plans, and crosses multiple stakeholders with complex integration work requiredin
some areas. Each stakeholder may alsoincuradditionalresourcerequirements to complete the work,
not detailed here.
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Resource

Estimated resource toimplementthe 3year planare illustrated, anditis anticipated they would start
6 months priorto network go-live.

Clinical Informatics 0.1 sb 2 years
support

Furtherdetails around the informatics requirements for the network can be found in Appendix 15.

Training and Education Model

The development of the training and education programme for the network is being undertaken in
partnership with HEIW. This will provide an excellent opportunity for the network and HEIW to
implement an innovative approach to the programme both being new organisations within the
landscape of NHS Wales. The principles of developing the training and education models are as
follows:

e Afocuson multidisciplinary trainingacross health care providers

e The opportunity to support the development of new roles within NHS Wales (e.g. the
extendedroleof allied health care professionals)

e Prioritise trainingand educationin areas of highestrisk and acuity

e A blended approach to the delivery of the programme using a combination of ODN led and
providerled deliverables

e A strong emphasis on the evaluation of the training and education programme to inform
subsequent refinements as the programme evolves

Training has been organised using the main structural elements of atrauma network organisation:
e Prehospital
e Hospital reception
e Definitive care

e Rehabilitation
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Learning Package Summary

5.1

5.2

5.3

5.4

5.5

5.6

5.7

5.8

Trauma triage
tool

Trauma team
member course
on-line learning

environment

Trauma team
memberface to
face course

Trauma team
leadercourse

Definitive
Surgical Trauma
Skills

Landing pad
course

Level 2 training
for nurses
working in

trauma reception

Trauma skills
course for

prehospital staff

On-line
learning

On-line
learning

Classroom
and scenario
based
learning

Classroom
and hands
on learning

Classroom
and
dissection
room course

Classroom
based
course
supported
by the on-
line learning
environment

TNCC and/or
APLS

Classroom
and scenario
based

learning

Online training
package created
by onclick
On line learning
material to
supporta one day
course for nurses
and doctors
workingintrauma
reception
One day course
formatsimilarto
intermediate
trauma life
supportcourse
One day course to
coverhuman
factors and
resuscitative
thoracotomy
Two day course to
coverelements of
damage control
surgery fortrauma
surgeons
Course fornurses
workingintrauma
unitsand local
emergency
hospitalstoaid
landing pad
arrangements

National Trauma
Standards
recognised courses
to fulfil level 2
competencies

One day course
delivered by
WAST. Train the
trainers by EMRTS
and quality
assurance by
network

WAST

Network

Network

Network

Network

Network

To be managed
by health
boards

WAST

Essential
before April
2020

Essential
before April
2020

Essential
before April
2020

Essential
before April
2020

Essential
before April
2020

Essential to
start before
April 2020

Essential to
have 24/7
staffing
before April
2020 in MTC
and TU’s
To start
before April
2020 in
certain
vulnerable
areas. To be
completed
inyear one
of the
network.
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5.9

5.10

5.11

5.12

5.13

5.14

5.15

5.16

5.17

Lecture givento
doctors at
induction

Trauma team
member course
for paediatric
staff

Trauma course
for trauma team
Airway
management

Trauma course
for orthopaedic
surgeons
working in
trauma teams

A trauma scribe
course

A course for
ward staff
looking after
trauma patients

A course for
theatre staff
looking after
trauma patients
Overarching
package for
managers

European
Trauma Course

Presentation
givento
doctors at
their
induction

Classroom
and scenario
based
learning

Classroom
and scenario
based
learning

Classroom
and scenario
based
learning

Classroom
based
learning

Classroom
and scenario
based
learning

Classroom
and scenario
based

learning

Online
learning

A national
gold
standard
course

To be created by
the working group.
Deliveredto
doctorsworkingin
trauma reception

A one day
paediatricthemed
trauma
intermediate life
supportcourse

A one day or half
day sessionto
support staff

intubating patients
inthe trauma
reception
environment

A one day or half
way session to
support staff

practicing damage

control
orthopaedics

A one day or half
day sessionto

train HCP’s to work
as scribesfora
trauma team

A one day course
to support nurses
workingonthe
majortrauma
ward

A one day course
to supporttheatre
staff

An online course
to support
management staff

A gold standard
course

Network

Network

Network

created.
Delivered
within HB's

Network
created.
Delivered
within HB's

Delivered by
PublicHealth
Wales

Delivered by
MTC nurse
educatorwith
support from
the Major
trauma nurse
practitioners
Delivered by
the MTC with
supportfrom
the Network

created by the
network

Delivered by
the national
group and local
faculty creation

Desirable to
deliver
before April
2020

Desirable to
deliver
before April
2020.
Essential
component
for yearone

Desirable
component
foryearone

Desirable
component
for yearone

Desirable
before April
2020 and
yearone

Desirable for
yearone
and two

Desirable for
yearone,
twoand

three
Desirable
before April
2020

Desirable for
yearone
onwards
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A course to
it romote resilience
518 MedTRIM course ~ based  © en
course of staff workingin
the network
TARN Classroom A course to teach
5.19 coordinator based TARN data
training course collection
Classroom .
Trauma and scenario A course to train
5.20 Practitioner based TU trauma
training . practitioners
learning
Therapists / A course to train
e Classroom ;
rehabilitation co- therapistsand
5.21 . based s
ordinator rehabilitation co-
. . course .
training ordinators

MTN educational proposal

ETC/ ATLS - Instructor

European Trauma Course / ATLS
Trauma Team Member Course i

Trauma Team
Leader &
thoracotomy
course

Advanced

Intermediate

Trauma .
Theatre Scrits
course
course

Beginner

Theatre
Admin W3 Lie)  Scribe  ED nurse

Delivered by
HEIW. With
supportfrom
the network.

Delivered by
TARN

Delivered by
majortrauma
practitioners
with support
fromthe
Network

Delivered by
the network

MTN over arching online package (I-2 hours)

ED Anaesthe General Orthopae WAST

nurse OoDP doctor  tics/ ICU  surgery dics

Desirable for
yearone
onwards

Essential
before April
2020 with
ongoing
commitment

Desirable
before April
2020 with
ongoing
commitment

To be
undertaken
before
March 2020
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5.7

MTN educational plan - timescale

Trauma triage tool

i Review uptake

Trauma Team Member Course - 5.2/5.3 Review need
Trauma Team Leader & thoracotomy course - 5.4 Review need
DSTS - 5.5 Review need
Rehab skills course - 5.6 Review need

Level 2 trauma
recept. - 5.7

Pre-hosp. trauma course - 5.8 Review uptake

Review uptake

Trauma Team Member paeds - 5.10 Review need
Trauma reception Airway Mx - 5.11 Review need

Damage control orthopaedics - 5.12 | Review need
Desirable
Scribe course - 5.13 Review uptake

Ward trauma course - 5.14 Review need
MTN over arching . 1
online package .15 _Review uptake Trauma Theatre course - 5.15 Review need
European Trauma Course - 5.17 Review uptake

MedTRIM - 5.18 Review untake

Tobedelivered | Before April2020 | Year One e

The resource requirementsforinyear, yearone and yeartwo will be described in the financial case
see chapter9.

ResourceRequirements

In order to deliver the service specification and quality indicators outlined above, there will
requirements to establish atrauma ODN management team. Thisrepresents a new component within
the structure of the network and will be required to be inplacein-year(i.e. 2019/20) in orderto ensure
the following:

¢ Implementation of aclinical and operational frameworkacross the trauma pathway and work
closely with all participating organisations to ensure a state of readiness for delivery of the
network within the agreed timelines (see chapter INSERT).

e Suitable governanceandreportingstructuresin place.

e Testclinical and non-clinical policies asindicated above.

e Baseline TARN data collection optimised.

e Quality assurance of key components of the trainingand education programme.
e Early clinical informatics structuresin place to allow appropriate data collection.
e Oversee stakeholder communication and engagement.

The ODN management team will be hosted by SBUHB. Further details in relation to organisational
governance are provided in management case (chapter 12). The following table summarises and
provides justification foradditional resource requirements, which have been developed to align with
comparable networksinthe UK. It highlights new posts as key enablers forthe network and existing
posts, where there is currently non-recurrent funding and ongoing resource requirements. In view of
the requirements for in year funding of these posts, in line with the timeline for implementation of
the network, a proposal has been concurrently submitted for early release of funding through the
WHSSC Integrated Commissioning Plan (ICP) prioritisation process.
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Network clinical
director (to develop
as a national role
subjectto
agreement for ODN
taking on a national
function)

The network clinical lead is alreadyin place —ongoing
resources required to fund this post at point of
handovertothe ODN.

The resource requirement is from August 2020.

The purpose of this role can be split up to the
following:

Strategic planning:

Provide strategic vision and direction to the entire
network from a clinical perspective.

Provide professionaland clinicalleadership across the
network.

Service senior clinical representative (4 Nations and
Welsh Government level).

Support the phased implementation of the network
from a clinical perspective (including the
development of an all Wales approach).
Operational delivery:

Oversee the co-ordination of patient clinical
pathways between services over a wide area to
ensure access to specialist majortraumacare.
Ensure the quality of the network is monitored and
subject to a process of continuous quality
improvement.

Tactical (local) advice and support to
commissioners:

Provide leadership in national review and assurance
of the MTC, TUs and pre-hospital services with
commissioners.

Support local implementation of products produced
by the National Trauma Clinical Reference Group
(NHS England) as appropriate.

Advise commissioners on all clinical issues pertaining
to majortrauma services.

Improved quality and standards of care:

Oversee the clinical governance framework with the
MTC, TUs, LEHs, pre-hospital services and
rehabilitation services.

Ensure on-going service improvements and best
practice models are embedded and contribute to
improved quality performance.

Partnership development:

Clinical team development and overseethe activity of
network clinical lead positions and health board
clinical leads.

Partnership working in national clinical policy
development.

0.3

Consultant
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Network Manager
(to developas a
national role
subjectto
agreement)

There is a requirement to have a dedicated full time
operational network manager in place — this post is
new and ongoingresources required to fund this post
in year to facilitate lead into the ODN. This resource
isrequiredinyear.

The purpose of this role can be split up to the
following:

Strategic planning:

Lead on the annual working plan for the network to
deliveragainstthe quality and delivery framework
Undertake comparative benchmarking and audit
across the network through the Trauma Audit and
Research Network (TARN).

Support the phased implementation of the network
from an operational perspective (including the
development of an all Wales approach).

Operational delivery:

Managerial responsibility for the ODN and senior
supportfor network clinical director.

Senior responsible officer for monitoring of day to
day capacity across the network, agreeing and
workingto an escalation plan (with agreed thresholds
for escalation triggers) for both within and across
network to monitorand manage surgesin demand.
Support capacity planning and activity monitoring for
collaborative matching of demand and supply (e.g.
through implementing a trauma tracking system).
Work with very senior health board management to
maintain necessaryflowand support to nationally co-
ordinated delivery.

Development and monitoring of network operational
policies.

Tactical (local) advice and support to
commissioners:

Provide local information, data and intelligence to
support performance monitoring of the network
Oversee ongoing programme management of a
phasedimplementation across the network.

Senior Manager representative for the Network at
relevant national commissioning functions
Improved quality and standards of care:

Lead forquality and safety.

Monitoring of MTC and TU dashboards and provide
advice on improvements to clinical services and
commissioners. Use clinical process and clinical
outcome measures to compare and benchmark
providers

Partnership development:

87



Sessional clinical
leadership

Network
administrative
support

Programme
manager

Monitoring and performance management of active
engagement by members in the network to improve
performance against agreed outputs.

These posts are funded non-recurrently until end of
March 2020. Ongoing funding required as these roles
are critical to clinical governance of the network
Clinical lead functions for:

Governance — policy development, assess and review
all clinical governance issues, provide
recommendations to the wider network.

Training and education — oversee and evaluate the
phased model for multidisciplinary training and
education programme across the pathway.
Paediatric trauma - policy development, assess and
review all clinical governance issues, provide
recommendations to the wider network.

Quality improvement, innovation and research —
improve TARN data collection as a platform for
developingaQl and research programme
Rehabilitation—oversee and advise on the delivery of
rehabilitation services across the pathway including
hyper-acute, specialist, local and community based
rehabilitation.

This post is new and ongoing resources required to
fund this post to facilitate lead into the ODN. This
resourceisrequiredinyear.

The purpose of this role can be split up to the
following:

Administrative support, generaladmin duties
(supporting training events, audit, communications
activity etc.).

This postisfundednon-recurrently until end of March
2020. Ongoingfundingrequired.

The purpose of this role can be split up to the
following:

Business and operational support to network clinical
directorand operational network roles.

Senior managerresponsible forline management of
adminand TARN co-ordinators.

Lead for network communications and engagement,
with key deliverables.

Lead forfinancial and budgetary management.
Performance managementlead.

Responsible forall programme and project
management relating to majortrauma service
developmentin Wales, as part of their phased
implementation.

0.1 x5 Consultant

1.0

1.0

8B
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Senior Data analyst = This post is new and ongoing resources required to

and service fund this post to facilitate lead into the ODN. This
improvement resourceis requiredinyear.
manager Reporting and analysis of all data sets pertainingto

trauma across the network (incl. TARN, operational
data) for Ql, research and commissioning purposes.
Production of data sets and necessary development.
Enabling of national and local level reporting and
self-reporting.

Production of routine and targeted data audits.
Supporting health boardsinthe development of and
reporting on TARN data.

*WTE — whole time equivalent

5.8 KeyChallenges

From the above the following themes have emerged:

e The maintenance of optimal patient flow between the MTCand TUs is critical to ensuring the
network can deliverits benefits realisation plan.

e Complex commissioning arrangements with multiple commissioning bodies involved, leading
to a lack of accountability across the pathway. There is a risk that no one commissioner has
oversightorcommissioninginfluence overthe entire patient pathway.

e The inability of the trauma ODN board to hold organisations to account since it will not have
a direct commissioning remit and will be acting in a professional capacity in relation to
developingresponsesto clinical and operational governance issues. Aninability to be effective
at maintaining ‘operational delivery’, given the complexity of commissioning arrangements
and multiple providers.

e The design must recognise that NHS Wales’s policy is to follow a route of planning and
partnership workinginstead of incentivisation and an internal market.

5.9 IssuesArising for Resolution
e Management of and responsibility for escalation
e Management of and responsibility forinterventions
e Managementofand responsibility for workforce development
e Provision of coordination, advice and professional steer for workforce related matters

e Managementand responsibility forservice improvement

5.10 Optionsto the givethe ODN Meaningful Operational Authority

In the interim optionsto give the ODN, operationalauthority include:

e The ODN (and therefore the ‘host’ organisation) — has some financial responsibility for
contracting and managing aspects of performance or delivery of the pathway in order to
maintain authority.
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e The ODN Board could, with the correct membership and ‘Terms of Reference’, discharge an
effective commissioning and performance management support function — would require
EASC and WHSSC to be appropriately represented and engaged.

Arrangements for the delivery and management of the ODN are described inthe management case
(see chapter12).
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6.2
6.2.1

Pre-Hospital Care and Transfers
Introduction

This chaptersets outthe case forimprovementsinthe delivery of pre -hospital care and inter-hospital
transfers of major patients, as part of establishing the trauma network. It summarises the service
specification and quality indicatorsin relation to the current position of services.

Building on this, the chapter describes in detail the resource implications for WAST in terms of
increased ambulance journeys resulting from direct and secondary transfers to the MTC. The chapter
also considers the requirements for ensuring timely repatriation for ‘care with treatment closer to
home’ within this context. The preferred option for online and phased face-to-face training of
ambulance service personnelis discussed, expanding on section 6.3.5. Finally, this chapter describes
the development of a dedicated trauma desk facility as a key coordinating functionwithin the network
structure.

The details provided here in relation to the WAST case have beenconsidered withinthe context of the
professional peerreview that took place on the 13th August 2019.

For completenessandinformation, this chapteralso sets outthe requirements for 24/7 availability of
EMRTS in South Wales alighed with the timeline of the network becoming operational. At the time of
writing, EMRTS 24/7 development in South Wales had been approved and recruitment of posts had
commenced. Whilst the resource requirements for this are not provided in this case, the delivery of
the serviceis a pivotal developmentand has the support of the network.

Service Specification and Quality Indicators
Pre-Hospital Care

Pre-hospital Trauma Triage Tool

The introduction of a network pre-hospital triage tool at the scene of incidents will bring about a
significant changein triage decision-makingby all pre-hospital providers. The purpose of a pre-hospital
triage tool isto make informed decisions in relation to disposition, based on the mechanism of injury,
injury pattern and clinical condition of the patient.In many cases, this will support providers to bypass
the local emergency department and take the patientdirectly tothe MTC at UHW, TU with specialist
services at Morriston Hospital, or the nearest TU. Whilst EMRTS currently bypasseslocal emergency
departments and take patients directly to specialist care, there is no mechanism for other providers
such as WAST to undertake this consistently. This concept is not new to WAST in other clinical
instances given that ambulance crews routinely convey heart attack and stroke patients over
significant distances direct to specialist care.

Currently there is no standardised national pre-hospital triage tool available, although work has
started to develop one. Current pre-hospital triage toolsare allsimilarinterms of theirtriage accuracy;
however, akey difference is whetheratime-to-MTCrule isapplied. Using thisrule, ifa patientis triage
tool-positive (i.e. is a ‘candidate’ major trauma patient) and is within 60 minutes by road from the
MTC, the patientistaken there directly. Outside 60 minutes, the patient goestothe nearest TU. The
exception to both these rules is if the patient has signs of airway compromise and/or catastrophic
haemorrhage. Inthesecases, the crew willtake themto the nearest emergencydepartment. With the
development of a national trauma desk facility (see below), there is opportunity to support providers
make individualised decisions about the disposition of patients that are less based onthe timeto MTC
rule. For example if a patientistriage positiveand 70 minutes from the MTC, logically they should go
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South Wales Major Trauma Triage Tool 2zsmwa.

Applies to South Wales, West Wales and South Powys

Apply this triage tool to all patients suspected to have suffered a significant trauma

Any patient with airway compromise or catastrophic haemorrhage — Pre-alert to nearest Emergency Department

1.Measure vital signs.

(Use JRCALC abnormal values for
children)

Respiratory rate.

= <10 or >29 breaths per minute.

Systolic Blood.

« Sustained Systolic Blood Pressure
<90 mmHg or absent radial
pulses

Glasgow Coma Score.
= Motor score 4 (flexing to pain) or
less.

2. Assess Anatomy of Injury

Penetrating injuries if shocked or
requiring haemorrhage control

Significant chest wall trauma.
(e.g. Deformity, flail Chest)

Two or more proximal long bone
fractures (i.e femur, tibia and humeral
shaft-not neck of femur/humerus)

Crushed/ De-gloved/ mangled/
pulseless limbs.

Amputation above wrist or ankle.

Susp d Major Pelvic

(If active bleeding is suspected from a
pelvic fracture following blunt
high-energy trauma)

Open or depressed skull fractures.

Base of Skull fractures.

3. Assess Mechanism of
Injury.

Falls.

= Adult > 20 feet (6 metres)

« Child >10 feet (or 2 x height of
child)

Hlﬂ\ mechanism RTC.
Significant cabin intrusion

= Ejection (partial or complete) from
motor vehicle.

« Death in same passenger
compartment

* Available information consistent
with high risk of injury

= Motor Vehicle vs Pedestrian or
cyclist > 20mph.

* Motorcycle crash > 20 mph.

Non motor vehicle incident

* Large animal incident
(collision/fallArampled)

4. Special considerations.

Older Adults.

« Ifover 65 complete the Silver
Trauma Triage Tool (see
reverse).

Children
+ Higher potential for injury

Any clinical concern

Anticoagulation and Bleeding

Disorders

« Patients on anticoagulation
medication (e.g. Warfarin,
Apixaban Rivaroxaban) are ata
higher risk and need discussion
with trauma desk

« Head injuries are particularly at
risk

Major Burns

Pregnancy >20 weeks

inal trauma suggested by new,
abnormal neurology.

No to all above criteria — Convey to nearest Trauma Unit (Local guidelines in Hywel Dda UHB)
Patients 265 must have a Silver Trauma Triage Tool assessment

ATMI ST

P Time of Machaniem Injuries Signs and Treatment

Incident Symptoms Given

R R Major Trauma Centre
Silver Trauma Trlage Tool University Hospital for Wales Cardiff CF 14 4XW

For patients 265 who have suffered trauma Trauma Units
Glangwili Hospital Carmarthen SA31 2 AF
Morriston Hospital Swansea-SA6 6NL
Neville Hall Hospital-NP7 7EG

Princess of Wales Bridgend- CF311RQ

Yes to any of the below then contact the Trauma Desk Clinician on 0330xxxxxx
or via talkgroup 442

Prince Charles Hospital Merthyr-CF479DT
Royal Gwent Hospital Newport-NP20 2UB

(The Grange Hospital NP44 2XJ will become the
Trauma Unit for Aneurin Bevan health board once
completed)

Physiology Mechanism

Sustained SBP <110mmHg
in the presence of injury
(excluding minor injuries)

Anatomy

Injury to 2 or more body areas
(excluding injuries distal
wrist/ankles)

Fall down 3 or more steps
Pedestrian vs carlcycle

Anticoagulant medication in Suspected fracture to shaft of Caution:Older adults with

the presence of injury femur frailty: low level falls (ground

level) might result in severe Tranexamic acid should be administered as soon
injury, especially alongside as possible following trauma, ideally within the
degenerative conditions first hour,

Open fracture to wrist or ankle

The indications for Tranexamic:

« Forall pabenls aged 21 with Time Critical i |njury
where internal alh
is suspected.
Traumatic cardiac arrest

directto the MTC. The copy of the proposed network triage toolis providedbelow, for which decision-
makingis supported by the presence of a traumadesk facility:

WAST have developedan adultand paediatrictriagetool, which has beenapproved and will be owned
by the ODN. Furthermore, and in keeping with the ODNs aims of adopting a population-based
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approach to its design, this includes a triage tool specifically for trauma in older people, otherwise
termed a ‘silver triage tool.’ It is widely recognised that generic pre-hospital trauma triage tools are
poor at identifying trauma in older people. By incorporating factors like low mechanisms of injury,
differencesin vital signs and presence of anticoagulation, a ‘silver triage tool’ increases identification
of major traumain older people. This has the effect of improving pre-alerting to receiving hospitals
and activation of traumateams, without overtriage to the MTC.

All pre-hospital providers will adopt the pre-hospital trauma triage tool across the region (including
Search and Rescue Services). As the tool will change patient flow, the tool will come into use at the
time the ODN becomes operational and the MTC/TUs are in a state of readiness. In the meantime,
familiarisation training for all WAST personnel will commence as described below.

Quality Indicators

In additionto the above specification, there are anumber of essential quality indicators presented in
the table below. Each quality indicator has an assigned code in orderto cross-reference (Appendix 3).
All quality indicators will need to be in place before the ODN becomes operational (i.e. before day 1)
unlessindicated below. Presently these qualityindicators are only being partially met.
T16-2A-101 — Pre-hospital care clinical governance
The pre-hospital providers should be part of the clinical governance structure for
the network and send a representativeto the network governance meetings.
This will be met through the introduction of the ODN as described in the
management case (see Chapter 12)
T16-2A-102 — 24/7 senioradvice for the ambulance control room
There should be an advanced paramedicoracritical care paramedic presentin the
ambulance control room 24 hours a day.
Thisseniorclinician should have 24/7telephone access to pre-hospital consultant
advice.
This standard is partiallymet through the availability of the EMRTS air support desk
(ASD) and remote ‘Top Cover’ consultant support, albeit 12 hours/day. The ‘Top
Cover’ consultantsupportislimited overnight.
As indicated in the WAST case below, plans will be put in place to develop a
national trauma deskfacility, co-located with the existing ASD. The desk will serve
the followingroles: Partially met
e Notified by providers of all triage positive and triage equivocal cases to
support decision making on assessment, management and disposition.
e Interface between providers and receiving hospital for passing pre -alert
information.
e Retrieval coordination role forall moderate and majortraumatransfers.
e Majorincident/mass casualty coordination.
The ASD Critical Care Practitioner (CCP) and remote EMRTS ‘“Top Cover’ consultant
will support the desk. Benefit will come from a national approach, serving both

regional trauma networks. The ASD will subsume the trauma desk function
overnight as part of the expansion of the EMRTS operational hours
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6.2.2

T16-2A-103 - Dedicated enhanced care teams available 24/7
Enhanced care teams should be availablein the pre-hospital phase 24/7 to provide
care to the major trauma patient.
This standard is already being provided 12 hours/day (8am-8pm) by the EMRTS
and ad hoc overnight by voluntary doctors. It has been agreedthat the service will
be expanded to 24/7 in line with the network becoming operational. The
configuration will remain consultant led and delivered, with CCPs responding by
air or road from South Wales. Provision will be made for overnight ASD cover to
support tasking.
T16-2A-104 - Clinical management protocols
There should be protocols in place for the pre-hospital management of major v
trauma patients which includes:
e Airway management.
e Chesttrauma.
e Pain management for adults and children including advanced. analgesia
options (i.e. ketamine)
e Management of major haemorrhage including: the administration of
tranexamic acid, application of haemostatic dressings, application of
tourniquets and application of pelvicbinders
All providers already manage patients who have sustained major trauma in line
with national standards (Joint Royal Colleges Ambulance Liaison Committee) and
therefore meet all of the above already. However given increased distances over
which patients willbe conveyed, WAST will be undertaking some refresher training
on the above. It should be noted that WAST paramedics do not routinely provide
advanced analgesia with ketamine, although thisis being identified as an area of
development. Currently, EMRTS and voluntary doctors provide this.
T16-2A-105 - Hospital Pre-Alert and Handover
There should be a network wide agreed pre-alert system with effective
communication between pre-hospital and in-hospital teams. This should indude
documented criteriafortraumateam activation and patient handover.
Although the above exists, delivery is not consistent across the region. The pre-  Partially met
alert communication system will be builtinto the pre-hospital triage tool function
and trauma desk capability. Standard trauma team activation criteria will be
developed by the ODN.

Inter-Hospital Transfers

There will be no change to existing arrangements for inter-hospital transfers. EMRTS or the hospital
to transfer team will continue undertake critical care transfers by air or road. These transfers will
continue to be monitored and quality assured by EMRTS and the Critical Care N etwork, respectively.
Through the availability of resourcesfrom the Critical Care Implementation Group, opportunities exist
to develop anon-urgentcritical care transfer service as described in Chapter 2. WAST will continue to
manage non-critical care transfers and repatriations. Increased ambulance journeys have been
reflectedinthe WAST case below.

The availability of 24/7 EMRTS and trauma desk facility for coordination and delivery of trauma

transfers will enhance the quality of these transfers and reduce the pressure on hospital transfer
teams.

94



6.3
6.3.1

6.3.2

Welsh Ambulance Service
Context

The internal and wider context for WAST as a critical enabler for the success of the network is
describedin Chapter 3. However, the ambulance service willbe unableto play this leading role within
the network unless appropriately resourced. Whilst the anticipated numbers of patients being cared
for within this new model are not expected to change from historicnumbers, the new clinical model
for major trauma will result in the ambulance service making many more ‘new’ journeys; joumeys
which may often involve significant distance. Existing resources may be taken out of their local area
for much longerperiods.

These longerjourneyswill alsoresult, in some cases, patients needingto be cared for by ambulance
crews for much longer. This will be a significantly different way of working for WAST staff and they
will need supporttoensure they can care for their patients to an optimal level. Failure to ensure both
these aspects are fully acknowledged and commissioned will ultimately resultin the erosion of wider
operational performance and patients not being conveyed to the right location first time.

WAST makes ongoing commitments withinitsintegrated medium term plans (IMTPs) to be a full and
active partnerinsupportingthe successfuldelivery of amajortraumanetwork for South Wales, West
Wales and South Powys. However, asa commissioned service through EASC current and future plans
will stop short of beingable to offer assurance on the service being fully funded from an ambulance
perspective until all of the elements of the new service have been agreed and funded by the
commissioners.

Description of the Clinical and Operational Model for WAST

WAST's clinical and operational model that will support the major trauma network will be complementary
to the organisations nationally agreed clinical model as shown below:

Designed with permission using the CAREMORE® 5 Steps. Copyright, 2017 WAST.
Step Two — Answer my call

All callsthatthe Ambulance receivesvia999 are classified as follows:

Multiple dispatch
RED - BLUE LIGHTS Immediately life-threatening
calls Blue light emergency response

AMBER - BLUE LIGHTS Life-threatening / Serious | Blue light emergency response
calls

Face to face response
GREEN 2 and 3- NORMAL All other calls
ROAD SPEED Clinical telephone assessment
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6.3.3

The vast majority of major trauma cases will be classified as a red response — immediately life
threatening.

Step Three — Come to see me

Effective pre-hospital decision-making willtake place withinthis step and decisionswill be taken about
the most appropriate responseto sendto each case - WAST, EMRTS or both.

This decision process would be facilitated by a trauma desk facility locate d within the Ambulance
Services Clinical Contact Centre and co-located with the EMRTS ASD.

It is the assumption of this business case that EMRTS will be a 24/7 service by the time the trauma
network goeslive.

Step Four — Give me treatment

WAST has developed a pre-hospital triage tool in conjunction with the network, which willbe used to
support pre-hospital decision making at this step with regard to direct transfer from sceneto the MTC
in appropriate cases. Good discussions have taken place with all stakeholders and refinements have
been made to the tool following the professional peerreview.

Thistool will be supplemented with live clinical decision support of a major trauma desk (see section
6.3.6) for more borderline cases.

Step Five — Take me to hospital

Decision taken in step 4 guided by the effective use of the two major trauma triage tools will then
determine ifinthis stage patients are conveyedtothe nearest TU or directly tothe MTC.

Phased Implementation

In an approach that is complementary toan underlying principle of the widertrauma network board,
WAST is taking a ‘phased approach’ in regards to support of the network. WAST are committed to
ensuringthatthe networkis safeand effective on delivery and that from thispoint forward the service
will be on a trajectory of continued improvementand maturity.

In thisrespect, aphased approachis outlined below:

e Trauma Triage Tools Supports patients being Seesection
apparently triaged and 6.2.1
conveyed to most
appropriate location
e Onlinetrainingforstaffin Furthersupports See section
Essential in place relevantgeographical areas = paramedictriage of 6.3.5
For Day 1 patients and convey of

patientto most
appropriate location

e Trauma Support Desk / Final line of supportin See section
Expansion of EMRTS Desk triage of patient by offering | 6.3.6
to fulfil this function clinical leadershiptoon

scene paramedics. Ensures

96



Essentialin Year 1

Essential in Year
2-3

Essential in Year
4-5

Desirable &
aspirational
goals

(including recruitment of
relevant posts)

Agreementon
commissioned activity
levelsforyearl

Commencement and
completion of ‘face to face’
staff training

Governance structure in
place both network wide
and internal to WAST
(where relevant) to support
decision-making.

Transferand discharge
service
Ongoingdatacollection
Dedicated EMRTS vehicle

Ongoingdatacollection
Itisdesirable forsome

face to face trainingto
begin priorto go live

most appropriate onscene
car isprovided and playsa
system co-ordination role

Ensures WAST is deploying
the most appropriate
amount of resourceson
any given day and that the
go live of the network does
not destabilise wider WAST
operational performance
and its ability to attend
othernon-majortrauma
casesin the community.

See chapter12

See section
6.3.5

The following specific governance arrangements have been agreed for training and are reflected in
the management case:

Pre-hospital triage tool —the network will ‘own’ thistool asindicated above:

e Responsibility —WAST will be responsible for developing the tool.

e Accountability—Network board willapprove the tool. Monitoring of the tool through the ODN
Board on behalf of WHSSC/EASC, however this will require data from WAST on
compliance/health board issues.

e Consulted—WAST clinical governance/EMRTS/network governance subcommittee.

e Informed—Providers (online & face-to-face training).

Online & face-to-face training:

e Responsibility —WAST will be responsible for developing both of these elements.

e Accountability —EASC.
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6.34

e Consulted—WAST learning and development and network training and education lead
e Quality Assure —EMRTS (as preferred provider).
e Informed—Providers.

Additional Resource Requirements for Increased Ambulance Journeys

WAST have identified that the development of a trauma network will have asignificantimpactonits
resources. Inbeginningto quantify and understand these implications, a number of existing polidies,
Welsh Health Circulars and agreed stances of EASC have been considered. Theseinclude:

e WHC(2017) 008 NHS Wales Policy for Repatriation of Patients.
e DesignedforLife Welsh Guidelines For The Transfer Of The Critically Il Adult.

e Developing a Once for Wales approach to quantifying the impact of Health Board strategic
service changes (26 June 2018).

In noting the documented implications on the Ambulance Service in these papers, it is important to
note that it has been necessary to use a number of assumptions over and above those used in the
production of the dataset approved by the network board, whichis the basis of the whole networks
planning.

Individualassumptionsused for particular areas are clearly documented in the relevant section of this
paper. An executive decision of the organisation was taken that where assumptions need to be used
that ‘worst case scenario’ assumptions should be used.

In light of this, it is highly recommended that after year one of the service when accurate ‘actual’
activity has been collected that further commissioning discussions are held regarding pre -hospital
conveyance, secondary conveyance, repatriations and follow up rehabilitation activity.

Emergency Conveyance Times (job cycle times)

The implication here derives from the fact that traditional suspected majortrauma cases would have
been conveyed from scene to the nearest appropriate hospital. The new model will see the patient
either conveyedtothe nearest TUor directto the MTC at UHW, Cardiff.

The following assumptions are made:

e NHS Wales is collectively unable to determine exactly where suspected major trauma
incidents take place. To mitigate this an assumption has been made that they all happen at
the hospital site to which they would have been conveyed under the existing model. This is
clearly notreality.

e Because existingincidentlocations are not known, existing conveyance distances/times have
not beenable to be deducted to understand the ‘new’ element of activity.

e HDUHB have engaged with the public on the status of Bronglais General Hospital and
Withybush General Hospital withinthe new model. Ithas been confirmed that both sites will
become rural trauma facilities for the purposes of major trauma. On the basis of this, the
WAST submission assumes that the forecast of activity for these hospitals will initially be
conveyedto Glangwili General Hospital only.

e |t has been agreed between WAST, EMRTS and Office of the Chief Ambulance Service
Commissionerthatthere should be no attempt to split the total activity requiring conveyance
between WASTand EMRTS and that insteadit is clinically appropriate to model on the basis
that WAST will have arole to playinall initial 999 major trauma calls.
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6.3.5

Secondary Transfers (transfer from TU to MTC)

The implication for the ambulance services derives from the fact that in some cases it will be
appropriate forthe patientto be conveyedtothe MTC viaa TU, for example forstabilisation.

Within the traditional model it would have been unlikely for the patient to have ever been moved
fromthe destination of theirfirst conveyance thus this re presents new activity for WAST.

Repatriations (back to TU and/or patients local district general hospital (DGH), to specialist
rehabilitation, home or home of a carer)

Whilst repatriations will have been afeature of current service provision there are ‘new’ implications
for WASTin thatthere will now be a greater number of people in UHW that will need repatriationfor
‘care with treatmentclosertohome.’

The following assumptions are made:

e Some data exists to projectthe proportion of patients who will dieas a result of theirinjuries
whilst in UHW and those who will require repatriation or transfer to specialist rehabilitation
sites (and thus these numbers are builtinto modelling).

e Nodata existstoindicate thatwhen a patientis ready to be discharged home/nursing home/
home of carer etc. how they return to these places. It has thereforebeenassumedthat WAST
will undertake all of these transfers.

e In addition to the above, existing places of residence and other key data information that
determine where patientsmight needto be conveyed to does not exist. Therefore, modelling
isalways based on returningtothe patient’s local DGH. This will not reflect reality.

e Alackof data meansitis not possible tounderstandexisting repatriationdistances/times and
to deductitin orderto understand the ‘new’ element of repatriation activity.

e Repatriations will be undertaken by the WAST Urgent Care Service and Non-Emergency
Patient TransferService crewsin line with existing NHS Wales policy.

Staff Training and Education
Background and Proposed Approach

The system of major trauma network proposed for South Wales, West Wales and South Powys will
require the transport of patients with identified injuries tothe MTC. A traumatriage tool (and where
appropriate ‘silver’ triage tool) would be used to identify patients who fall into the major trauma
category and these patients would be taken directly to a MTC for optimal care.

This may require WAST Emergency Medical Service staff to manage patients with serious traumatic
injuries for longer periods of time. This will require training in the management of trauma patients
usingthe current traumaequipment suppliedby WAST. It willalso be necessary for staffto undertake
trainingin usingthe pathway and familiarisation with the trauma network.

Whilst many of the organisations Emergency Medical Service colleagues get 52 hours continuous
professional development time, others receive less (it is hoped that this allocation will be standardised
across all staff in this group once an internal roster review exercise has been complete). In addition
thereis a long standing agreement with the organisations trade union partners that only 15 hours of
total CPD time is ‘directed’ by the organisation

The organisation recognises that the annual CPD programme for WAST colleagues would usually be
the best option for delivery of such training, however, the directed 15 hours’ time for the next year
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has beenring-fencedforthe Band 6 education process (which has been plannedsince 2017) and other
standard mandatory training which staff are required to undertake.

Mandating staff to also use their CPD hours for the required major trauma training would require
detailed conversations with our trade union partners to extend the number of CPD hours which the
organisation currently ring-fences. Early discussionswith trade union partners have begun but at this
moment in time, negotiations are ongoing. This business case is therefore predicated on the
assumption that CPD hours cannot be utilised as this represents the worst-case scenario finandally
for commissioners to plan against.

WAST is the only provider of emergency transport in Wales, operating in a complex environment in
terms of geography and topography. Whilst the establishment of the trauma network presents many
benefits and opportunities, it should be recognised that it compounds existing service delivery
challenges. WAST must ensure that practitioners are fully equipped in terms of decision making and
clinical intervention skills to fully support thisinitiative.

WAST currently operates from 105 sites across Wales meaning that education and training of
colleaguesisnota straightforward task. It isimportant that we recognise and utilise the expertise of
EMRTS colleagues in relation to trauma in order to ensure quality of learning. Support is therefore
required from EMRTS colleaguesinrelationto delivering “train the trainer” sessions for our staff and
guality assurance of ourdelivery.

Potential delivery options have been reviewed in collaboration with the network clinical lead and
network trainingand education lead and the preferred optionisset out below:

e All colleagues complete the eLearning module (1 hour) before the network goes live. This
learning will be provided in workbook formatforthose colleagues who require it.

e EMRTS have agreedto carry out ‘Train the Trainer’ trainingand qualityassurance for WAST as
part of theirbusiness as usual. Following this colleagues will then receive a 1-day (7.5 hours),
face-to-face traumanetwork training session delivered by the recruited trained WAST tutors.
These roles will need to be filled ona secondment basis, as the existing small education and
training delivery team in WAST is fully committed to a challenging workforce/training plan.
Additionally, there will be aneedto recruit a trauma network lead tutorto oversee delivery,
recordingand reporting.

The team would comprise:
e 1 x lead tutor (responsible for overseeing project delivery and reporting and delivery of
training) — 12 month secondmentatband 7.

e 3 xtutors (responsible fordelivery of training) —3 x 7 month secondments (delivery of South
Wales training) and 3 x 5 month secondments (delivery of Mid and North Wales training) all
atband 7.

WAST recognises that whilst the face-to-facetrainingis a one-off costit will still represent a significant
investment from the wider system which commissions Ambulance Services in Wales. Detailed
conversations have taken place not only internally but also with the network board, commissioners
and through the external peerreviewexerciseas tothe mostappropriate way to roll out this training.
Discussions allowed three options to be considered:

e Do nothing—have no face-to-face training.
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e Conduct face-to-face training of all staff during 2020/21 with a prioritisation of staff in the
most geographically important areas of Wales during quarter 1.

e Phase training over three years with a prioritisation of staff in the most geographically
important areas of Wales during 2020/21.

Option one was immediately discounted because of the significant impact of quality of service

provision and the widerimplications this would have forthe success of the network.

A SWOT analysis of options two and three were subsequently undertaken. This has resulted in option
2 beingthe preferred option.

Benefits of this approach:
e Timelydelivery
e Highqualitytraining
e Appropriately skilled workforce
e Existingtrainingplanisnotadversely affected —ensure business continuity
e Enhancedtrauma managementskill setforcolleagues across Wales

e Fullysupportsthe Trauma Network initiative.

Online Training

The preferred supplieris Onclick, as WAST is already using this company for other eLearning. Onclick
isbuildingagood portfolioof eLearning packages and remainscompetitivein this field. The eLeaming
will include design and development of interactive major trauma triage tool, for installation on the
WAST Learnzone. It will include instructional designand copywriting of content, custom graphic design
and elearning build. There will also be a bank of multiple choice questions, case study-based
assessmentto be built withinalearning platform, withcertification on successful completion. Further
signposting and resourcesto be embedded within WAST Learnzone. Ascheduled reportto be set up
for WAST and South Wales Trauma Network. The duration of eLearning will be 1 hour. Back fill costs
will be requiredforthis.

Face-to-Face Training
The total number of staff requiring trainingis 1434 including:

e Paramedics (band 6):949.

e Advanced ParamedicPractitioners (band 7): 19.

e Advanced Emergency Medical Technician / Emergency Medical Technician (band 5): 92.
e Emergency Medical Technician 1/ Emergency Medical Technician 2 (band 4): 374.

Costs are providedinthe financial case forone lead tutor (band 7), three tutors (band 7) and backfill
costs forstaff. EQuipment costs are also presented here for the training sessions.

Risks, Issues and Dependencies

Thistrainingrequires the full support of WAST operational teams and resource departments to ensure
staff attendance to maximise educator-to-student ratio. Supportisrequired from EMRTS in terms of
“train the trainer” delivery and quality assurance. Support from area managers (WAST) is required in
relation to accessing suitable teaching spaces at existing WAST sites. Success is dependent on
availability of funding and allocation in a timely manner. The model requires full support of WAST
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operations directorate torelease four colleagues to facilitate this training (lead tutor and tutor roles)
on a secondment basis. Full support from the clinical and medical directorate is required, in terms of
provision of advice, guidance and support from health board clinical leads/consultant paramedics.
Supportfromand collaboration with trade union partnersisalso required, as well as engagement from
staff.

Trauma Desk Facility

In orderforstep two of our clinical model to operate as effectively as possible in the context of major
trauma, new arrangements within WASTSs Clinical Contact Centres are requiredand an effective major
trauma deskis an absolute requirement from day one of a live network.

A field visit was made in 2019 to the West Midlands Ambulance Service Trauma Desk, who have been
supporting their major trauma networks for five years. That visit has enabled us to see how best a
majortrauma deskis configured forthe Welsh context.

Options consideredincluded:

1. Thestatus quo. Nochangesto existing practicesand should paramedics on scene have queries
regarding a patients suitability for conveyance to the MTC then dialogue directly with on-call
MTC consultants takes place.

2. Thereissuitable expansion of the EMRT Air Support Desk (ASD) in orderforthis service toco-
ordinate the pre-hospital element of the network.

3a. The creation of a separate ‘WAST’ major trauma desk which works conterminously with the
existing EMRTS ASD, is staffed by a band 7 clinician and operates 24/7.

3b. Asabove but with reduced operational hours. 14/7 (hours of the day being 0800-2200) and
the function ‘falling back’ to the EMRTS ASD out of hours.

da. The creation of a separate “WAST major trauma desk, which works conterminously with the
existing EMRTS ASD, staffed by an additional allocator band 5 role and operates. 24/7.

Here the clinical decision-making would rest with the EMRTS Critical Care Practitioner on the desk with
the band 5 freeing up the CCP to make the clinical decisions, rather than undertaking non-clinical
communication duties.

4b. Asabove but with reduced operational hours. 14/7 (hours of the day being 0800-2200) and
the function ‘falling back’ to the EMRTS desk out of hours.

Option 3b has beenidentified as the preferred option.

The creation of a separate ‘WAST’ major trauma desk which works conterminously with the existing
EMRTS ASD, is staffed by a band 7 senior paramedicand operates 14/7 (hours of the day being 0800-
2200) andthe function ‘falling back’ to the EMRTS ASD out of hours.

EMRTS have confirmed that they are supportive of this preferred approach and it is recognised that
the workingrelationship with the ASD staff is vital to the success of the desk.

To support the operation of the WAST Trauma Desk it is essential that the clinicians maintain their
clinical skills within a face-to-face role. Therefore, to facilitate this rotation between the Trauma Desk
and operational setting, it is vital to create capacity in the clinician’s roster hours to enable patient
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contact and the maintenance and development of clinical skills. Therefore, whilst draft versions of
this business case have shown a necessity for 3.48 WTE this has been scaled up to 4 WTE to allow the
aforementioned rotation.

Transfer and Discharge Model

With many more journeys relatingto Major Trauma taking place across South Wales, West Wales and
South Powys the establishment of a function to effectively and efficiently co-ordinate these joumeys
will be critical.

An expanded additional call handler/dispatcher resource will provide the required capacity to ensure
the safe delivery of journey co-ordination. However, the need for an effective and efficient co-
ordination of journeys function is not limited to the changes planned for majortrauma. Itwill play an
equally critical role in the success of other strategic developments across NHS Wales such as the
openingof the Grange University Hospital in Aneurin Bevan University Health Board.

In recognising this both the WAST and EASC IMTPs make the commitment to develop a proposal for
All Wales Transfer and Discharge service within 2019/20. The creation of the trauma network has been
identified as being the ideal ‘spring-board’ for the potential creation of this test service that can be
trialled and evaluated priorto wider rollout across Wales. A wider piece of work is beingtaken forward
by WAST, EASC and Health Boards to determinewhat the preferred model could look like. However,
for the purposes of this business case an assessment has been made as to what funding maybe
required supporting transferand discharging service for majortrauma. The figure represented in the
business case for this part of the service represents the additionality in activity thatis forecast to be
created by the network.

Emergency Medical Retrieval and Transfer Service (EMRTS)

This section provides an outline of areview undertakento allow the phased 24/7 development of the
EMRTS. tisreferencedhere for completeness and forinformation only, as the first phase of expansion
has already been approved and the service model and timeline is congruent with the network
development. There is a key dependency on service expansion and the network development as
illustrated by the above quality indicators. This case does include the financial case for the service
expansion as this has been considered separately by EASC.

The purpose of this review was to explore the options for the proposed expansion of the EMRTS in
response to the Welsh Government Gateway Review in May 2017 and correspondence from the Chief
Executive Officers, NHS WalesinJune 2018.

Thisreview provided comprehensiveinformation on the establishment of the EMRTS in April 2015, an
organisation overview and details of the current service model. Following discussion with
stakeholders, it was agreed that the scope of the project would include:

e Extensionof EMRTS operating hours.

e The ASD to operateinline with EMRTS operating hours.

e Optionsthataddressthe main peak of unmetdemand.

The key investment objectives, agreed with stakeholders, align with those of the network and describe
what the project was seekingto achieve and provide a basis for post-project evaluation.
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A three-year evaluation report builds on this work and will be published in 2019. This will provide a
detailed analysis of the benefits delivered by EMRTS against the benefits set out in the relevant
Strategic Outline Programme and Business Justification Cases and set out an approach for the robust
management of benefits going forward. The three-yearreport will provide a more robust assessment,
analysingthree-years of dataand supported by established data linkages.

Key strategic drivers for the expansion of the EMRTS are described along with details of how the
project both aligns with and enablesthem. Key drivers are to address:

Unmet critical care needinthe target populationin uncovered and existing operating hours.

The critical care and time critical transfer needs created by key service changes such as the
development and requirements of the majortrauma networkand other nationaland regional
planninginitiatives.

The unmet need data provided indicated that, with the current 12-hour service model, EMRTS is
reaching 70% of the predicted demand for pre-hospital critical care, and 63% of demand for time-
critical transfers for the whole 24-hour period. This is not just exclusive of major trauma, but also
includes medicalemergencies.

The analysis utilised data from multiple sources and suggests unmet need of 1,796 cases (meeting
EMRTS service specification and appropriate for EMRTS intervention perannum across 24 hours. 991
cases were during the 2000hrs - 0800hrs period (when EMRTS is not currently operational) and 805
cases relate to current EMRTS operating hours of 0800hrs —2000hrs. These latter casesrelated to the
main peak of demand from early afternoon when there are insufficient EMRTS assets to cover
demand. The overall level of unmet need was greater than anticipated. The grap hicbelow shows the
total demand compared to EMRTS activity overa 24-hour period (April 2017 — March 2018):
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Time Critical Transfers n/a 82 82
Trauma 668 497 1,165
Medical 137 412 549
Total 805 991 1,796
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Furtheranalysis was carried out, broken down by health board.

In addition, key principles and implications of air and road response for night operations were
developed. It was clearthat, due to the additional risksand restrictions, air response would b e utilised
less at night and the reliance on road response would be even greater. For this reason, it was
confirmed that, whilst details relating to both air and road responses and the respective population
coverages were provided, the options appraisal process utilised road response figures due to this
increasedrole at night.

From the analysis the following conclusions were reached:

e The main peak of unmetdemand was between 1500hrs and 0000hrs, and was most significant
inthe South East Wales area. A twilight rapid responsevehicle shift was therefore explored as
a key part of the option appraisal.

o ThebasesatCaernarfonand Welshpool airports have relatively poor population coverageand
that any option that only included a base at Welshpool airport or Caernarfon airport or an
option that only provided a combination of them would not provide equity in terms of
effective population orgeographical coverage.

e Nosingle base could providethe required national population coverage and that at least two
bases would be required overnight to provide the required population and geographical
coverage within agreed response times thereby ensuring equity.

e The preferred option would include a base in North Wales and a base in South Wales. This
would ensure an equitable and effectiveairand road responses and maximise health gain.

e Road responseswold continue to forward-locateto central locations close to key road links in
orderto maximise population coverage and peaksinactivityin orderto ensure greater equity
and health gain.

It should also be noted that the ASD would need to be extended to provide this important support
and coordination function across all operational hours.

An options appraisal defined the scope of the project, main benefits, risks, constraints, dependencies
and assumptions, and was agreed with stakeholders. Members of the trauma network board gave
inputto this process. A longlist of options wasreduced to a short list of options using key indicators.
A shortlist of five options was carried forward to the economicappraisal to evaluate in further detail.
The ‘Do Minimum’ and ‘Do Maximum’ options were alsoincluded forreference.

A number of factors relating to the agreed investment objectives were used to determine the

preferred optionincluding capital, revenue and transitional costs, cost per case, unmet demand and
population coverages foreach option.

105



The preferred option was then presented as follows:

e 2000hrs — 0800hrs: Consultant and CCP at a South Wales base with a rapid response vehide
(RRV).

e Double pilot crew and aircraft available at the South Wales base to supporteither.
e 2000hrs —0800hrs: Consultantand CCP at Caernarfon airportwitha RRV.

e RRV including a Consultant and CCP operating 1400hrs - 0200hrs along the M4 corridor to
meet the main peak of unmetdemand.

The preferred optionincludes three operational rotas and indicative implementation timelines were
developed asset outbelow:

Introduction of first 24/7 base in South Wales

and 24/7 ASD coverage

Introduction of second operationalrota -

Introduction of third operational rota -

The year 1 implementation has commenced and has an indicative timeline of April 2020 to be
operational.
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Major Trauma Centre

This chapter provides an overview of the extensive work undertaken by Cardiff and Vale University
Health Board (C&VUHB) and the network board in developing acomprehensive and robust business
case for the adult and paediatric Major Trauma Centre (MTC) at University Hospital of Wales, Cardiff
(UHW). The position described here follows a number of internal and external reviews, including
feedback received from a recent professional peer review. The principles are supported by
commissioners. The approach tothe reviewsis described in Chapter4.

The complete MTC business case is presented in Appendix 16. Where references are made to sections
inthe MTC business case, these are stated below.

Overview

The MTC business case seeks to demonstrate the need forinvestmentin services forseriously injured
adultsand children forthe population of South Wales, West Wales and South Powys. Investment will
be crucial across full pathways of care for those patientstreated at C& VUHB in orderto establish an
MTC for the South Wales Trauma Network and realise the improvementsin outcomes and quality of
care for this diverse and complex group of patients. The establishment of the MTC is pivotal to the
development of the trauma network.

The MTC business case sets out a compelling case for change and identifies areas where investment
will be requiredin orderto deliver timely and improved quality of care. The investment required aligns
to meeting national adult and children’s MTC quality indicators/service specification and/or a
predicted activity uplift.

The case has been separated between adult and paediatric MTCs to highlight the requirements for
both. Where possible, proposed models combine investment across both adultand paediatric patients
inorder to minimisethe costimpact.

The MTC business case provides an overview of each core specialty in the patient pathway identifying
current models of care and a proposed model based on meeting the relevant MTC quality indicators
overyearsone and two, as wellas meetingthe predicted activity uplift. This isin keeping with a phased
approach to the establishment of the network, but, inline with MTCs in NHS England, requires some
considerable frontloading, in orderto demonstrate maximal benefit.

The case for increased provision should be considered in relation to delivery of the MTC quality
indicators/service specification and the totality of major trauma activity. Where there are
requirements toincrease service provisionrelating to activity only, this has been clearly identifiedin
the specific sections of the MTC business case. Furthermore, both capital and revenue costs are
outlinedin each section of the MTC business case and a schedule detailing workforce and associated
costs provided asan Appendix tothe business case submission (see Appendix 16).

Finally, C&VUHB demonstrate a positive approach and contribution to collaborating with the wider
network across the patient pathway as evidenced below.

National Major Trauma Quality Indicators

The developmentof the trauma networkalignsitself with anumber of national driversas summarised
inChapter2.
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More specifically, there are clear links between the establishment of an MTC and C&VUHB Strategic
Goals inits ‘Shaping our Future Wellbeing Strategy 2015-2025.” The Strategy sets out objectives that
link directly with the delivery of an MTC:

Reduce Healthinequalities.
Have an emergency care system that provides the right care, inthe right place, firsttime.
Be a great place towork and learn.

Work better together with partners to deliver care and support across care sectors, making
bestuse of our people and technology.

Excel at teaching, research, innovation and improvement and provide an environment where
innovation thrives.

Casefor Change

The overarching investment objective of a trauma network can be summarised by the network's
mission statement ‘Saving Lives, Improving Outcomes, Making a Difference’.

Furthermore, key investment objectives defined by Welsh Government are referenced throughout
this business case with added value that could be delivered. These include:

Health gain: improving patient experience and outcomes.
Equity: where peopleof highest health needs are targeted first.

Clinical and skills sustainability: reducing service and workforce vulnerabilities and
demonstrating solutions that are flexible and robust to a range of future scenarios.

Value for money: demonstrating the least costly way of generating the anticipated benefits.

These investment objectives align with C&V UHB strategic vision to deliver the MTC for the South
Wales Trauma Network.

Investment in MTC Services in Wales

The investmentin services proposedinthe MTC business case for patients from across the Network
fromday 1 would deliver:

A designated adult and paediatric MTC to serve the region of South Wales, West Wales and
South Powys, providing patients with direct access to specialist teams and state-of-the-art
equipment to ensure that they receive immediate treatment, 24 hours a day, seven days a
week.

A single point of accessinto UHW as a specialist centre for majortrauma cases.

A Consultant led service for the reception and resuscitation of patients 24/7 allowing for
immediate seniordecision makingand consultant led care from the outset.

Multispecialtytraumateamsincluding dedicated paediatrictraumateams and mobilisation of
supporting departments and services such as transfusion, radiology and surgery.

Enhanced capacity in the emergency unittoallow foraccess to effectiveand timely lifesaving
interventions.

Enhanced capacity in theatresto ensure timely access for avariety of complexinjuries.
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Improved capacity inthe critical care unitat UHW.
A dedicated ward where multiply injured patients are managed and cared for as a cohort.

A designated consultant available to contact seven days a week who has responsibility and
authority for the hospital traumaservice and leads the multidisciplinary team care.

Availability of hyper-acute rehabilitation for seriously injured patients.
Provision of arehabilitation plan/prescription forall seriously injured patients.

Consistent and coordinatedcare with anamed member of staff and clear communicationwith
seriouslyinjured patients and their families/carers and ongoing care provider.

Improved information and communication of discharge and enhanced repatriation and
transfer of patientstotheirlocal hospital following specialist treatment to avoid unnecessary
delays for patients awaiting care with treatment closerto home.

An MTC Directorate to oversee and drive the governance agenda.

Enhanced audit data submissioninto the national audit (TARN) to be met within 25days from
discharge.

A multidisciplinary approach to governance, quality improvement, research and audit.

A Network wide approach totrainingand educationincluding rotational posts for the network
through the MTC.

In addition to those benefits detailed in the case for change section of the network programme
business case, the expected quality benefits extended to those attending the MTC are as set out

below:

Patients will receiveaservice that delivers the highest possible quality of care for patients 24
hours a day, seven daysa week

Reduction of 20% in preventable deaths as measured by the National Trauma Audit Research
Network (TARN).

Improved functionaloutcomes

Improved patient and carer experience through increased coordination of care and
communication around expected pathway and ongoing care plan.

Workforce Summary
The full national major trauma quality indicators are provided in Appendix 3.

MTC Indicators

An analysis has been undertaken reviewing current C&VUHB services against the agreed national

quality indicators for MTCs. There are 52 adult indicators and 46 Children’s indicators in total. The
analysis has shown that a number of indicators are currently achieved by C&VUHB as a regional

1.
2.

specialistcentre. Those not met are listed below and form the basis of the required investment.

There are 20 key indicators that are not currently met:

T16-2B-101/201 — 24/7 Consultant TraumaTeam Leader
T16-2B -103/203 - Emergency Trauma Nurse
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10.
11.
12.
13.
14.

15.
16.
17.
18.
19.
20.

T16-2B-107 — CT reporting

T16-2B -113 - 24/7 Access to Consultant Specialists
T16-2B-115/213 Provision of Surgeons and Facilities for Fixation of PelvicRing Injuries
T16-2B-118/216 - 24/7 Specialist Acute Pain Service
T16-2C-102 Major Trauma Service (Consultant)
T16-2C-103 /202 Major Trauma CoordinatorService
T16-2C-104/203 Major Trauma MDT Meeting

T16-2C-105 Dedicated Major Trauma Ward or Clinical Area
T16-2C-110 /209 Management of Musculoskeletal Trauma
T16-2C-113 /212 Management of Maxillofacial Trauma
T16-2C -118/215 Specialist DieteticSupport

T16-2C-121/218 - Patient Experience —Trauma Audit Research Network (TARN) PROMS and
PREMS

T16-2D-101/201 Clinical Lead for Acute Trauma Rehabilitation
T16-2D-103 /203 Rehabilitation Coordinator

T16-2D-105/205 Keyworker

T16-2D-106 /206 Rehabilitation Assessment and Prescriptions
T16-2D-102/202 Specialist Rehabilitation Team

T16-2D-109 Clinical Psychologist for Trauma Rehabilitation

The ability to meetthe above will place CAVUHB in astrong positionto deliver the benefits as outlined
in chapter 4 of this programme business case.

Similarto MTCs in England, there are a number of indicators of the 20 above that will notbe met on
day 1. Theyare as follows:

1
2
3.
4

T16-2B-201 — Paediatric24/7 Consultant Trauma Team Leader
T16-2B -203 — PaediatricEmergency Trauma Nurse

T16-2B-107 — CT reporting, this will be monitored duringyear 1
T16-2B-118/216 - 24/7 Specialist Acute Pain Service

This case clearly indicates relevant MTC quality indicators throughout the pathway service
specification and how plans will ensurethese are met overthe first 2/3 years of MTC launch.

Trauma Unit indicators

Areview of TUstandards demonstrates that C&VUHB already meets 86% of the national TU standards.
Those that are not met are as follows:

1
2.

T16-2C-301 Major Trauma Lead Clinician
T16-2C-303 Major Trauma Coordinator Service
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3. T16-2D-301 Rehabilitation Coordinator
4. T16-2D-303 Rehabilitation Prescriptions

A plan has been developed to meetthe above indicators as a part of the local UHB IMTP process for
2019. The additional resource requirements for this are outlined in Chapter 8.

Note: Resources forplasticsurgery are notincluded in the MTC business case.

Predicted Activity Uplift

Appendix 1detailsthe currentand expected traumaactivity thathas been used as a basisforservice
planning. This was taken from an agreed set of data assumptions commissioned by the trauma
network and signedoff at the network board in February 2019. This modelling utilised NWISand TARN
data as well as observed changes in English network flows to provide a predicted model for use in
planning.

In relationto CAV UHB, currentactivityis modelled at 385 Major Trauma patientsand 164 moderate
trauma. The first year predicts an overall uplift of 294 candidate major trauma patients. This can be
broken downinto 193 Major Trauma patients with an additional 101 patients classified as ‘overtriage’
inthe firstyearaftergolive. Overall, this equates toa 50% upliftin Major Trauma patients with a 35%
‘overtriage’ rate.

‘Overtriage’ is a term used to describe patients who arrive directly at the MTC from scene, who
otherwise could have been treated locally. Itis recognisedthat an element of ‘overtriage’ is acceptable
to avoid missing major trauma cases that could benefit from the MTC; however, the exact rate for the
network cannot be predicted at this stage. The effectiveness of the trauma deskshould enhance triage
decisionsand will be evaluated inyearone.

Furtherspecialty levelactivity modelling has been challenging to obtain due to the complex nature of
the clinical injuries and pathways for this patient group and lack of TARN data submitted across all of
the Health Boards.

Activity Assumptions and Profile

CAV UHB currently receives and treats around40% of all major trauma (Injury Severity Score (1SS) >15)
patients withinthe network region. This equates to approximately 300 cases, with afurther 200 cases
treated who are moderatelyinjured (1SS 9-15). Network modelling suggests thatinitsfirstyear as an
MTC, C&VUHB will treat 54% more patients, an additional 294 candidate trauma patients. These
candidate majortrauma patients can be brokendownintotwo categories, Major Trauma (155>15) and
moderate trauma (ISS 9-15) which is often described as ‘false positive’ or ‘overtriage’. Year 2 and 3
data modelling suggests asmallerincremental increasein activity:
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Network data analysis shows changes in network flow in the first three years, with the number of
patients bypassing directly tothe MTC ratherthan transferringincreasing as the network develops:

Predicted change in activity flows for network, predicted data activity for the trauma network

Assumed
1SS 9-15 — moderate current Year 1 Year 2 Year 3
position
Direct to MTC 154 206 231 256
Transfer TU to MTC 1" 58 58 66
% TU only 660 561 536 503
Total 825 825 825 825
Assumed
ISS >15 — major current Year 1 Year 2 Year 3
position
Direct to MTC 284 306 341 368
Transfer TU to MTC 49 219 219 193
% TU only 542 350 315 314
Total 875 875 875 875
Assumed
1SS >9 — candidate current Year 1 Year 2 Year 3
position
Direct to MTC 438 512 572 624
Transfer TU to MTC 60 277 277 259
% TU only 1202 911 851 817
Total 1,700 1,700 1,700 1,700
Combined Direct to
MTC & Transfer TU to 498 789 849 883
MTC
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Due to the complex nature of the clinical pathways and the lack of TARN data submitted across all of
the health boardsit isdifficultto predict the predominant specialty of patients with multiple trauma,
includingimpactonspecialtiesinterms of workload in theatres. Discussions (supported by Professor
Moran) with other MTCs in England and benchmarking against Nottingham and Bristol MTCs show
thatthisincrease isvariablebutthatalarge percentage of the increased workloadimpacts on Trauma
and Orthopaedics. Thisisreflectedin the case and will be reflected in the theatres utilisation plan.

Paediatric MTC Activity
The predicted upliftin paediatric Major Trauma cases is shown a as ‘sub set’ of the above data and is
shownbelow:

Assumed
current
position Year 1 Year 2 | Year 3
ISS 9-15 22 27 30 33
ISS >15 53 55 56 60

Predicted data activity for the Wales Trauma Network 2019

There are significant problems with the paediatric data captured in TARN in relation to:

e Capturingall paediatrictrauma cases.

e The injury severity score (ISS) is an adult tool that fails to accurately reflect the pattern of
paediatricinjuries.

We can therefore assume that activity may be more than predicted, as reflected by experiences within
the Bristol Royal Hospital for Children, and shared at the professional peer review panel. During the
first year, an analysis of TARN data will be undertaken by both the network and MTC to assess both
under and overtriage of patients for transfer to the MTC. This will provide an indication of whether
activity modellinginthe planning phase was accurate, and allow further planning foryeartwo.

Additional Factors Impacting on MTC Activity

Itis importantto highlight thatthere has beenan increase in majortrauma activity in UHW since the
establishment of the EMRTS. The one-year evaluation demonstrates that this has helped improve
equity and timeliness of access to definitive specialist trauma care for patients brought to UHW.
Duringthis time, 58% of patients were transferreddirectly to specialist care. Nonetheless, this change
inflow has impacted on C&VUHB services.

An estimated additional 64 patients with majorand moderate trauma were predicted to flow to UHW
perannum. Since the launch of this new service therehas been noinvestmentin critical services such
as Emergency Unit, Theatres and ward capacity in relation to the care of seriously injured patients,
thisis expectedtoincrease by a further 100 patients uponthe extension of the service next finandal
year.

Capacity Requirement Assumptions — ward beds, theatre sessions and critical
care beds

Following the overarching network data modelling, further local data analysis was undertaken to
identify capacity requirementsforyearone. This was basedboth on total numbersbut used a number
of local data sources including Ward Watcher, TheatreMan and a number of specialty specificclinical
databases (e.g. Neurosurgery, Maxillofacial Surgery) plus some specific clinical reviews of health board
TARN data.
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Due to the variable nature of unscheduled care activity, modelling has necessarily taken account of
notonly average attendances but peaksin flow (particularly forthe emergency unit and theatres) and
also current delays for majortrauma patients accessing theatres.

Ward Beds

The table below shows the modelled currentand predicted bed occupancy relatingto major trauma
patients. The number of beds by percentile, shows the number of beds needed for major trauma
patientsforthat percentage of days of the year. For example, itis modelled that, for current activity
levels, 30 dedicated beds would be enough for major trauma patients 50% of the time and that 38
bedswould be enough 95% of the time.

Modelled current and predicted bed occupancy (LOS >3days)

Beds Occupied -
Current Year 1 Year 2 Year 3
5%ile 50%ile 95%ile* 5%ile 50%ile 95%ile 5%ile 50%ile 95%ile 5%ile 50%ile 95%ile
University Hospital
Of Wales 23 30 38 42 47 53 45 50 56 46 52 58

Predicted data activity for the Wales Trauma Network 2019 — excludes critical care beds.

Comparingthe beds required for Year 1 suggests anincrease of between 15 (5th centile) and 19 beds
(95th centile) in Year 1 with a further 3 beds in Year 2. Note that this has been based upon current
LOS for all ISS>9 patients at UHW. Published evidence shows thata reductioninlength of stay (LOS)
was not seeninthe English MTCs post MTC launch and introduction of an automatic acceptance and
repatriation system. Overall median length of stay in acute care was unchanged frominitially 10 (IQR
5-21) to finally 9(5 to 19) days (Moran et al, 2018). Therefore, areduction has not been factored into
bed calculations at UHW based on MTC status.

One should not considerlength of stay in isolation, the impact of repatriation within and outside the
network will play animportant role in determining the efficacy of the polytrauma unit. Thereisan All
Wales Repatriation Policy currently in place and the issuesaround operationalising the policy are well
recognised. Whilstitis recognised that workis ongoing at network level to improve repatriations, this
falls outside of the soleremit of C&VUHB and cannotbe relied upon to have any definiteimpact upon
length of stay untilitis realised and understood. Itisimportantto note, therefore, thatthe 14 beds
modelledon an 18day length of stay are the minimum requirement to admit seriously injured patients
to an appropriate location in asafe and timely manner.

The largest uplift in patients is expected to occur in the first year particularly as EMRTS has been
approvedto extendto 24/7 coverin line with the MTN go live. Itis anticipated that the upliftin beds
and critical care capacity will be needed forday one. An analysis of the 2018 UHW datasetfrom TARN
provided abaseline forwhere seriously injured patients are currently being treated in UHW:
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1st Ward

1106 7 _14%

%
%

11%
= Cardiothoracic = ICU Medicine = Neurosurgery
= Ortho Spinal m Surgical

2018 adult UHW TARN data, firstward

Around 20% of the current major trauma patients treated at UHW have significant multiple injuries
and require polytrauma unit care, this equals six beds. As highlighted, it is a challenge to accurately
predict activity by specialty. It would not be sensible to apply the percentage uplift to all specialties,
for example, as UHW currently receives the large majority of major trauma patients requiring
neurosurgical intervention. After discussion with MTCs in England, it is assumed that UHW will
predominantly see anincrease in patients with multisystem injuries requiring multispecialty input as
wellasanincrease inthose patients with severeisolatedorthopaedicinjuries. Therefore, from atotal
expected uplift (based on 50th percentile) of 17 beds a pragmatic approach has beentakenforyear1
tostart with 14 beds and that these be placed togetherto collocate care on the adult polytrauma unit.

Paediatric TARN data shows a large proportion of orthopaedic and surgical patients with a much
smaller percentage of patients care for under neurosurgical wards. Due to the smaller number of
patients predictedinyearl, it is not expected this percentage split will change dramatically, but this
will be audited:

1st Ward
5%

-

/
LN

= Gen Paediatric = PICU Neurosurg

9%

= Orthopaedic = Surgical

2018 Paediatric UHW TARN data, firstward

Theatre Sessions and Critical Care Beds

It was recognised within the network data paperthat furtheranalysis would be required in relationto
impact on critical care and theatres. This was undertaken following a health board review of Ward
Watcher.

The table below shows the modelled requirements for current major trauma activity at UHW and
comparesitto the modelled requirements inyearone and year two.
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Current Yearl Increase Year 2 |Increase

Predicted | Predicted | o0 | Predicted | ot
Median Median on 2017-18 Median on 2017-15

(Median) (Median)
Theatre time |Cases (patients) 78 12.6 44 13.0 5.2
(weekly)  |Hours operating 26.7 437 14.4 438 17.2
CriticalCare  |Total Beds 3.0 5B 28 6 3

Local UHB data review April 2019

The modelling suggests that on average an additional 14.4 hours of theatre sessions (median) will be
required based on average operating fortheatre cases. Areview of the range between 5th percentile
and maximum from current shows a range of between 6.39 and 9.24 sessions. A total of 9 sessions
has been plannedtoaccountforincreased activity and to protect existing theatres during peak times
of activity.

There will be further work required to reviewwherethe sessions will be timetabled and against which
specialty.

Critical care modelling has estimated an uplift by 3 beds. The sections on theatres and critical care,
which follow, explain what has been planned forinthese areas.

Workforce Summary

Based on both meeting the quality indicators/service specification and the upliftin predicted activity,
an additional 191 staff will be required to establish CAV UHB asan MTC in April 2020, with the largest
groups being Nursing, Healthcare Support Workers and Medical Staff. This has reduced substantially
from the first submission of the MTC business case, following internal and external reviews. Whilst
MTC status should attract and help to retain staff, itis recognised that thisis asignificant challengeto
the delivery of the MTC by April 2020. There is arecruitment strategy being developedled by the head
of workforce and detailedplanning workunderway at a specialtylevel. A full time recruitment support
post has been recruited to, supported by the head of workforce and OD to drive the recruitment
strategy and ensure Clinical Boards are supported fully throughout the recruitment process.

An overviewof thisis presentedinthe MTC case in Appendix 16.

Staff Group WTE
Medical Staff 295
HCSW 37.65
Registered Nurses 85

AHPs, Scientists & Techs etc. 27.5
Admin and Clerical 11

Total 191

In addition, CAVUHB recognisesthe potential impact uponrecruitmentand retention of staff in other
health boards and thus is committed to collaboration as part of a network to ensure that skills and
development of staff can be maximised within the network. There is a network workforce group

116



7.7

7.8

supporting development of recruitment principles/plans and thiswill include a number of cross health
board joint appointments and rotational posts to ensure that skills and training can be maximised
across the network (see Chapter 13).

Benefits and Risks

The networks benefits realisation plan provides a robust foundation to evaluate the effectiveness of
the MTC and will be considered in the context of data collection and analysisinyearone.

There are a number of risks in relation to both the delivery of the network and MTC. These include
significant risks related to workforce and capacity detailed in the MTC business case (Appendix 16)
and inthe networkrisk register.

In considering this case, the risks to go live should be carefully considered against the benefits that
have been highlighted.

Planning and AssuranceProcess

Planning Process for Specialties

This case has been developed with strong involvement from all core specialities. Service planning
templates have been completed by each of the specialties at C&V UHB along with face to face
meetings with the MTC project team. This has supported the Directorates to review their current
service and supported planning against:

e Theexpectedincreaseinactivity following Network ‘go live.’
e Therelevantnational MTC quality indicators/service specification.

The planning templates completed covered both adult and paediatricindicators. However, a separate
template was completed by the paediatricteam and signed off by Women and Children’s Clinical
Board for indicators specificto paediatricmajortrauma.

Internal Assurance and Approval

In order to provide assurance to the Network Board, WHSSC and Welsh Government that the MTC
components of this programme business case have been internally scrutinised, the following were
agreed and have taken place:

e C(Clinical Boardsign off

Completed templates have been signed off by the relevant Clinical Board. By signing, the
Board provided assurance that due diligence has been undertaken in completion of the
template, and that the revenue implications of the pathways are understood and rel ate solely
to the national MTC quality indicators for the totality of major trauma patients and/or uplift
in major trauma activity.

e C&VUHB Executive Assurance panel

A panel was convened to ensure overarching assurance of Clinical Board elements of the
business case before the full case is submitted to an internal major trauma business case
approval group.
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e MTC Business Case Approval

Final internal sign off of the business case at combined Major Trauma Project Board/ Business
Case Approval Group meeting.

e FurtherBusiness case revisions based on external feedback

A number of external reviews of the case have now taken place and all feedback has been
considered by Clinical Boards and submitted for discussion at an Executive UHB panel. The
changes following feedback are highlighted in greenin the financial tables of the case.

e Executive Scrutiny Panels

There have now been three panels convened who have reviewed each round of revisions to
the case and provide any further challenge and scrutiny as well as discussions around
assurance and risks to revisions and reductions to areas of the MTC case.

Financial Summary

Revenue Costs
A detailed financial schedule is provided in the MTC business case, with a summary provided in
financial case (Chapter nine).

The health board believes that the costs identified represent the minimum currentinvestmentthatis
requiredtoallowthe health boardto deliverthe additional modelledvolumes and standards expected
of an MTC.

It is expected that the costs within the case will present a loss when reviewed against income
comparisons from NHS England. Thisis comparable to other MTC designations. Two similar combined
adult and paediatric MTCs in Oxford and Southampton both confirmed they launched with a gap
between costs required to go live as an MTC and the expected income through activity and Best
Practice Tariff.

This isalso evidenced in standalone paediatric MTCs where incidence of majortrauma are small and
therefore income related to this, not sufficient to support the delivery of MTC standards.

Efficiencies

The modelling within this document is based on current efficiencies and working practices. Further
opportunities to deliverimprovements in productivity and efficiency within the major trauma patient
pathway through new ways of working and streamlined patient pathways have been reviewed and it
isagreedthat there has been significant work undertaken by the health board to date and any further
efficiencies may not be realised immediately.

Anecdotally, there is recognition that other MTCs in England have delivered improvements in
efficiency, such as theatretimes and, insome specific patient groups, length of stay. It should be noted
that these improvements have been realised five years post implementation of networks and as
systems develop and improve.

A review of length of stay efficiencies was undertakenas part of a review of the proposed Polytrauma
Unit. Published evidence shows that a reduction in LOS was not seen in the English MTCs post MTC
launch and introduction of an automatic acceptance and repatriation system (C Moran, 2018).
Therefore, startingwith a bed base that is lowerthan the modelled 50th percentileis a risk for MTC
capacity upon go live and agreements forincreasein bed capacity inyearwill be required.
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The designand delivery of serviceimprovements will form afundamental part of the on-going clinical
governance of the MTC. Service improvements will be informed by and defined at a network level.
Post implementation service efficiency and productivity will also be reviewed viabenchmarking with
otherCentres.

Capital Costs

In line with a phased implementation approach there are developments within the current timelines
that are an absolute requirement for operational readiness and those that can be safely enabled once
the MTC is operational; the formerare listed below:

e Sufficientadultresuscitation capacity
e Additional theatre capacity

e PolyTrauma Ward capacity

e UpliftinCritical Care capacity

Accepting that not all the capital and estates timelines are aligned to an April 2020 ‘go live’, an
assessment of alternative solutions to each of the absolute requirements for operational readiness
has beendiscussed atthe MTC Project Board, UHB Management Executive and Network Board.

It has been agreed that the solutions proposed for all workstreams are acceptable in principle, asan
interim solution for year one starting April 2020. With this in mind there will be a requirement for a
release of funds ‘inyear’ in orderto begin the capital works. Along with these, equipment costs have
beenidentified, and togetherthese are detailedinthe financecase andinthe Appendix 16.

Year 2

In orderto ensure sufficient operating capacity, a capital business case is being developed, alongside
a programme of work forvascular services, to deliver anew theatre from April 2021. This will deliver
a dedicated operating space to ensure that Major Trauma cases can be treated safely in a timely
manner as the activity increases, and to meet all national guidelines and standards. The timescales
forthe caseis as follows:

e February 2020 —OBC
e September2020- FBC
e Constructioncompletion—June 2021

There will be furtherrequirement to expand the polytraumaward to meet standards including IP&C.
A separate business case will be submitted to Welsh Governmentinyear1.

The estimated future capital requirement for the MTC theatres at the time of publication is in the
region of £20-25m. Note that thisis an integrated capital scheme whichincludes the vascular hybrid
theatres.

The Major Trauma Centre Role within the wider Network and
Opportunities for Collaboration

Asa part of itsrole withinthe network, itis crucial that the MTC effectively collaborates withall other
organisations withinthe traumanetwork system in orderto ensure benefits for patient’s right across
the pathway.
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Experience in England has demonstrated that Trauma Units (TUs) have, over time, become deskilled
in major trauma. This is a situation that the South Wales Trauma Network is keen to avoid and the
role of the MTC will importantin supportingand developing the networkas it matures. The MTC’s key
role and responsibilities are set out in the 2013 Major Trauma Service Specification (D15/S/a) andin
relation to supportand collaboration within the wider network include:

Clinical Advice & Leadership Roles

The MTC will provide clinical advice to other providers within the network. This will include; in pre-
hospital stage and whilst patients are awaiting transfer to the MTC for definitive treatment or
following acute care when the patientis discharged to on-going specialised or local rehabilitation
services.

There are a number of roles within this business case that will be key enablers to ensure that effective
advice and supportis available 7days a week. These include, Trauma Team Leaders, Advanced Nurse
Practitioners and Rehabilitation Consultant, Consultant AHP and Coordinators. The MTC recognises
the value of sharing experience across the Network and is committed to the provision of posts which
allow for rotation through both TUs and the MTC. There are clear opportunities within the
Rehabilitation posts for providing outreach and supportto TUs.

Training, Audit & Quality Improvement

The MTC will committo beingactively engaged and contributing to the Trauma Network, particularly
in operational requirements, training, governance and audit. The MTC has a role to ensure that all
organisations withinthe network are actively engagedand supported as a part of and effective trauma
Quality Improvement programme.

There are a number of opportunities for the MTC to act as a hub for training provision within the
network, working withthe Network lead fortraining. This will be vital to minimiseimpact of deskilling
inlocal Trauma Units overtime.

This includes the development of leadership and faculty for key ‘in house’ training programmes
including Trauma Team Leaderand Trauma Team member, nursing and scribe training as wellas ward
skills and rehabilitation. There is also an opportunity to develop outreach programmes to deliver
training locally and host annual events similar to those delivered by other MTCs within England and
Scotland.

Trauma Team Leaders working as a part of a network model, will also be key to the continued
development of trauma team skills within trauma units. These shifts within the MTC will provide
clinicians workingin TUs with regular exposure to trauma cases (see below).

Rotational Posts & Joint Appointments

Joint appointments in key areas will be considered in order to ensure the development of the MTC
does not destabilise other Health Boards services and this s aligned with the principles of workforce
recruitment into to the MTC. This will bring benefits to the wider network, which C&VUHB is
committed to as part of its critical role in the network.

Thereis also an opportunity for rotational posts within the Polytrauma Unit. This would inclu de staff
employed both within C&V UHB and within Trauma Units to ensure expertise can be spread to the
network. The Polytrauma Unit will be key in providing delivery of training and up skilling staff in the
definitive care of seriously injured patients.

The ability for Major Trauma Practitioners and Rehabilitation coordinators from around the region to
spendtimein the MTC will ensure that good links can be made betweenteams that will support the
effectiveflow of patients within the Network

120



Audit and Quality Improvement

The additional TARN coordinator roles within the business case will support the timely and quality
entry of a large percentage of network data into the National Audit. In turn, this will be key for
developinganaudit programme forthe centre, which developsin collaboration with the networkand
organisations within it. There is also a role for TARN coordinators at the MTC to support colleagues
withinthe networkinrelation to trainingand development.

Rehabilitation

The MTC will provide early/hyperacute rehabilitation as well as a managed transition to rehabilitation
and the community. Key roles within this case such as the rehabilitation consultant, Consultant AHP,
lead therapistand nurse for Major Trauma as well as psychologists will integrate into the network to
supportwider programmes of quality improvement, training and education.

Collaboration with other Specialist Services

There are a number of interdependent services and specialties required to work in partnership to
deliverseamless and high quality care. In particular, the services delivered for Major Trauma patients
with orthoplasticrequirements will need close joint working between C&VUHB and SBUHB to ensure
the care deliveredistoan excellent standard regardless of wherethe patientis treated. Itis proposed
that one of the Major Trauma Practitioners will be recruited with aninterestin Orthoplastics to ensure
a strong link with the Regional Centre for Burns and Plastics in Morriston and enabling collaborative
rotational working, trainingand education between the two centres.

Patient Flow and Access to Services

The MTC is committed to ensuring that patientflow is maximised to ensure that the quality benefits
setoutinsection 6 of the case can be realised. Thisincludes commitment to an automaticacceptance
policy ensuring 24/7 access to specialist services. It is essential thisis aligned with an automatic
repatriation/transfer of care policy.

The MTC also supports anetwork approach anditsrole inthe delivery of care closerto home following
completion of the MTC phase of treatment. Thisincludes clearand timely information to both health
boards, patients and their families as well as a clear point of communication including escalation so
that patient flow can be maintained, pull back to the originating HB is promoted and patient
experience is maintained.

The MTC will take part and lead in governance around this which includes collecting accurate and
timely data so that this can be utilised to inform governance and recognises the importan ce of the
ODN having operational authority in the escalation processes and that commissioning will support this
ina timely way.
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Local Health Board Configuration
Introduction

In 2018, health boards undertook a process of confirming Trauma Units (TUs) and Local Emergency
Hospitals (LEHs) as part of defining the network structure.

The following hospitals were approved as adult and paediatric TUs, following a recommendation by
WHSSC Joint Committee and approval by health boards:

e Cardiffand Vale University Health Board: University Hospital Wales (UHW), Cardiff —TU forits
own population.

e Swansea Bay University Health Board: Morriston Hospital, Swansea — TU with specialist
services

e Aneurin Bevan University Health Board: Royal Gwent Hospital, Newport and Nevill Hall
Hospital, Abergavenny (until the Grange University Hospital is fully operational from April
2021, at which pointthe Grange University Hospital will become the site of asingle designated
TU for the health board)

e Cwm Taf Morgannwg University Health Board: Prince Charles Hospital, Merthyr Tydfil and
Princess of Wales Hospital, Bridgend.

e Hywel Dda University Health Board: Glangwili General Hospital, Carmarthen (subsequently
confirmed following a period of publicengagement)

In relation to LEHSs, the following hospitalwill be aLEH withinthe network structure:

e Royal Glamorgan Hospital, Llantrisant.

As described below, within Hywel Dda University Health Board, Bronglais General Hospital,
Aberystwyth, and Withybush General Hospital, Haverfordwest, will be rural trauma facilities for the
purposes of majortrauma.

This chapter sets out the requirements for health boards by providing an outline of baseline
assessments against the agreedquality indicators and service specification, in ordertoillustrate those
that are already being met, those that could be met through internal re -organisation and those that
require additional resources. A description is also provided of the configuration of local and
community based rehabilitation and requirements for the ‘landing pad’ for patients returning from
the MTC for ‘care with treatment closer to home.’ This follows on from developing a more phased
approach to implementation of quality indicators and service specification over five years following
the recent Gateway review.

Furthermore, a summary is provided of each health board business case against this phased model,
outlining additionalresource requirements.

Although Powys Teaching Health Board does not have a TU itself, the health board’s model and
resource requirements are also described here.

Finally, an outline is given of the clinical and operational models for specialist services supporting the
MTC (i.e. orthoplastic surgery, spinal trauma surgery, thoracic trauma surgery and pelvic trauma
surgery).
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Overview of the Model

The composition of health boards in the context of the trauma network will include TUs, LEHSs, rural
trauma facilities (inHywel Dda University Health Board only) and community-basedrehabilitation.The
latter will require close working with social care.

All ‘candidate TUs’ are already managingmoderate and major trauma patients. In the trauma network,
TUs will continue to provideinitialassessment, imaging and treatment of trauma patients. TUs will be
optimised to provide definitive care and admit major trauma patients. However, they will also enhance
existing systems to rapidly move the most severely injured to specialist centres that can manage
injuries. In doing so, TUs will develop an effective quality improvement programme. By day one, all
TUs will have undertakenthe requisite level of medicaland nursing training and education (sup ported
by the network programme) and embedded network policies within their systems. Organisational
governance structures will be established, consisting of an operational manager (from an existing
directorate), clinical lead, major trauma practitioners, rehabilitation coordinators and TARN
coordinators. There will be a named executive lead. The team will work closely with the equivalent
team in the MTC and the trauma ODN management team. These roles are considered key enabling
rolesin-year.

Major trauma practitioners and rehabilitation coordinators will be newrolesin the healthboards and
will be vital in ensuring seamless care of majortrauma patients and key points of contact for patients
returning from specialist care to the TU or community. In particular, rehabilitation coordinators will
provide alink to community resources, allowing early notification of individuals who require support,
facilitating discharge and managing patient and family expectations. They will be seen as the ‘flight
controllers’ of the system. This will be augmented by the availability of a consultantin rehabilitation
medicine operatingin each healthboard on aweeklybasis, playing keyrolesin coordinating the team,
managing complex patients and facilitating discharge.

In years two and three, there will an enhancement of core therapy roles as well as some specialist
roles (e.g. neuropsychology), providing both in-reach and outreach services within the health board.
Opportunities willexist forthese specialist therapy roles to work across neighbouring health boards.

For complex patients who return from specialist care (e.g. traumaticbrain injury, spinal injuries), the
network will develop a training and education programme for medical and nursing staff caring for
these patients. Thus, the skill set of the rehabilitation multidisciplinary team based at the TU will be
identical to the skill set of that based at the MTC.

This model will not just benefit majortrauma patients returningto TUs and the community, butalso
those admitted locally and other patients groups with complex rehabilitation requirements. It willlead
to the establishment of TUs as level two rehabilitation facilities and an enhancement of a level three
community based rehabilitation response. By ensuring health boards are appropriately prepared and
supported, they will be in apositionto provide an optimised ‘landing pad’ for patients returning from
specialist centres (e.g. the MTC). This timely repatriation of patients from specialist care has been
termed ‘care with treatment closerto home’ or CWTCH by the network.

Within the network there will be one LEH as indicated above. This hospital will not routinely receive
acute trauma patients; however, they will retain processes to ensure that, should this occur, there is
appropriate initial management and transfer to the MTC or nearest TU. Given the proximity to the
MTC and TU, this will be a rare occurrence. In Hywel Dda University Health Board, Bronglais General
Hospital and Withybush General Hospital will be termed rural trauma facilities. Whilst, as for LEHs,
there are no specific quality indicators for a rural trauma facility, the health board is committed to
ensuring these hospitals maintain the ability to assess and treat major trauma patients, given their
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relatively unique geographical location and distance from the MTC and nearest TU. Furthermore, the
health board’s organisational structure will need to ensure appropriate oversight of clinical and
operational governance activities in these hospitals. The TU team described above, together with an
enhancement in therapists and consultants in Rehabilitation Medicine will have a key role in
supporting these rural traumafacilities.

Finally, a key risk of establishing the network, as evidencedin NHS England, is deskilling hospitals
outside the MTCin acute and ongoing care of majortrauma patients. The risk of this will be mitigated
in several ways including a commitment of the network to deliver quality improvement equitably
across the region and evidence of collaboration of the MTC with the wider network.

Quality Indicators

As part of the TU designation process, each health board undertook a baseline assessment against
essential qualityindicators. Quality indicators for TUs and a summary of the baseline assessmentsare
presentedinthetablebelow. Foreach qualityindicator, acode is assigned,in orderto cross-reference
to Appendix 3. The table also indicates where quality indicators could be met through internal re-
organisation or network support (indicated initalics)and where additional resource requirements are
needed. Furthermore, anindicationof phasing of qualitystandardsis provided (i.e. in place for Day 1,
year1l —3) as agreed by the network board.

T16-2B-301 — Trauma team leader- in place for Day 1

There should be a trauma team leader of ST3 or above or equivalentnon- Partially metand
consultant career grade doctor (NCCG), with an agreed list of responsibilities could be fully met
available within 5mins, 24/7— in TUs where this cannot not be entirely through internal re-
achievedthrough Emergency Medicine, atraumateam leadercould be organisation

sought from Intensive Care ora surgical specialty.

There should also be a consultantavailable in 30 minutes. Met

The trauma team leadershould have been trained in advanced traumallife Partially metand
support (ATLS) or equivalent —this could be achieved through existingin could be fully met as
house training and network training and education programme. described

There should be a clinician trained in advanced paediatriclife support (APLS)  Partially metand

available forchildren’s majortrauma —this could be achieved by ensuring could be fully met

paediatricregistrarorconsultanton call on paediatrictraumateam. through internal re-
organisation
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T16-2B-302 — Emergency trauma nurse/allied healthcare professional (AHP!
- variable timeline

In place for Day 1 - All nursing/AHP staff caring foratrauma patients should
have attained the competency and educational standard of level 1. In units
that accept paediatricmajortrauma, this shouldinclude the paediatric
trauma competencies (as described in the National Major Trauma Nursing
Group guidance) —overlapping with Royal College of Nursing competencies
and supported by network training and education programme.

Partially metand
could be fully met as
described

End of Year 1 planand deliverYear2 —3 - There should be a nurse/AHP
available for majortrauma24/7 who has successfully attained oris working
towards the adult competency and educational standard of level 2 as
describedinthe National Major Trauma Nursing Group guidance —phased
approach and supported by network training and education programme.

In units that accept children:there should be a paediatricregistered
nurse/AHP available for paediatric major trauma 24/7 who has successfully

. ) . o . Unmetand could be
attained oris working towards the paediatriccompetency and educational
standard of level 2as described inthe National Major Trauma Nursing Group
guidance - phased approach and supported by network training and
education programme.

fully met as described

(Itis acknowledged that recruitment of paediatric nursing staff can be
difficult. If the emergency department does not have a paediatricnurse with
Level 2 equivalenttraumatraining available 24 hours a day, thenitis
suggested thata seniorpaediatricward nurse bleep holder could attend all
paediatrictraumacalls.

Unmetand could be
fully met as described

Note that APLS has been recognised as Level 2compliant, as well as the
Advanced Trauma Nursing Course (ATNC), the Trauma Nursing Core Course
(TNCC), the European Trauma Course (ETC).)

T16-2B-303 — Trauma team activation protocol — in place for Day 1

There should be a trauma team activation protocol — all health boards Met but will be
agreedto follow network trauma team activation protocol aligned with required to adopt
majortrauma and ‘silver’ traumatriage tools. network protocol
The trauma team should include medical staff with recognised trainingin Partially metand
paediatrics and paediatrictrained nurses with experience in trauma—this could be fully met
could be achieved by ensuring paediatricregistrar or consultanton call on through internal re-
paediatrictraumateam and by nursing competencies outlined above. organisation
T16-2B-304 - Network Transfer Protocol from TUs/LEHs to MTC — in place

forDay 1

The TUs/LEHs should agree the network protocol forthe transfer of Will be fully met with
patients from traumaunitto MTC — all health boards agreed to follow this network protocol
protocol.
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T16-2B-305 - 24/7 CT Scanner Facilities — in place for Day 1

There should be CT scanning available within 60 minutes of the trauma
team activation.

Whilst 24/7 access to MRI is not a pre-requisite for TUs, it will be desirable
that all health boards move towards having this provision by year 2to
supportthe spinal clinical service model.

T16-2B-306 — CT reporting —in place for Day 1

There should be a protocol fortrauma CT reporting that specifies there
should be a provisional report within 60 minutes.

T16-2B-307 — Teleradiology facilities —in place for Day 1

The TU should have an image exchange portal that enablesimmediate
image transfertothe MTC 24/7.

T16-2B-308 — 24/7 access to surgical staff —in place for Day 1

The following staff should be available within 30 minutes 24/7:
e Ageneral surgeonST3or above, or equivalent NCCG.

e A trauma and orthopaedic surgeon ST3 or above or equivalent
NCCG.

e Ananaesthetist ST3or above or equivalent NCCG.

T16-2B-309 - Dedicated orthopaedic trauma operating theatre —in place
for Day 1

There should be dedicated trauma operating theatre lists with appropriate
staffingavailable 7days a week. The lists must be separate from any other
emergency operating.

In TUs that run 5 days a week, a7 days a week service could be achieved by
prioritisingtrauma cases on the emergency theatre list as is practicedin
some English TUs.

T16-2B-310 - 24/7 access to emergency theatre and surgery —in place for
Day 1

There should be 24/7 access to a fully staffed and equipped emergency
theatre.

Patients requiring acute intervention forhaemorrhage control should be in
an operatingroom or intervention suite within 60 minutes.
T16-2B-311 - Trauma management guidelines—in place for Day 1

The TU should agree the network clinical guidelines specified in T16-1C-107
The TU shouldinclude relevant local details.

These are listed in Chapter5 and health boards agreed toimplement
guidelines

Met

Unmet

Met

Met

Met

Partially metand
could be fully met
through internal re-
organisation

Met

Unmetand will be

fully met as described
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T16-2B-312 - Transfusion protocol —in place for Day 1

There should be a protocol forthe management of massive transfusionin
patients with significant haemorrhage.
T16-2B-313 - Administration of tranexamic acid — in place for Day 1

Met

Patients with significant haemorrhage should be administered tranexamic

acid within 3hours of injury and receive asecond dose according to CRASH-

2 protocol - network protocol to be followed. Evidence now points to Met
administerwithin 1hr, thus, this has become a pre-hospital care standard.

WAST carry tranexamicacid and have a protocol foradministration.

T16-2C-301 — Major trauma lead clinician— in place for Day 1

There should be a lead clinician for majortrauma, who should be a
consultant with managerial responsibility forthe service and a minimum of
1-programmed activity specified in theirjob plan - network board provided
sample job description and personal specification. Achieved across health
boards through programme resource.

T16-2C-302 - Organisational governance structure —in place for Day 1

Partially metand
ongoing resource
requirements from
April 2020

The TU should have a trauma group that meets at least quarterly - all health
boards have established health board trauma project groups with a template Met
terms of reference provided by the network board. This will formaTuU
committee once operational.

Could be met through
The TU should have a lead executive and named operational manager (from | nominations by each
a suitable directorate overseeingthe serviceand TU team HB
T16-2C-303 - Trauma coordinator service — in place for Day 1

There should be a trauma coordinator service available Monday to Friday for
the co-ordination of patients; this will be provided by majortrauma
practitioners (suggested 1.5whole time equivalent (whole time
equivalent)/TU)

The coordinatorservice should be provided by nurse orallied health
professionals.

Network board provided sample job description and personal specification.
New key enablingrolesin the health boards and will have the following
responsibilities:

Not met and requires
additional resources

e Developingastructure/strategy foridentifyingall patients treated
within health boards (including those transferred to and from an
MTC).

e Coordinate care forthis patient group, identify and highlight gapsin
care.

e Actas the key pointof contact for patients and theirfamiliesand be
an advocate for patients (incl. issues such as safeguarding).
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Deliverinformation for patients appropriately incl. ensuring that the
patients are provided (if appropriate) with a rehabilitation
prescriptionandthatthisis updated priorto discharge and on return
from the MTC.

Work with majortrauma practitionersinthe MTC to support patient:
transferring back fromthe MTC to ensure timely, safe and smooth
transferof care.

Promote and highlight this patient group across the health board
with relevant specialities and staff groups and alongside clinical and
managerial leads act as a champion for this patient group developing
improved pathways and care.

A core member of the TU committee.

Take an active role in governance for this patient group, highlighting
possible cases forreviewand taking partin morbidity and mortality
meetings. Supportthe TARN coordinator(s) with life case
identification for TARN and TARN PROMS/PREMS.
Supportrelevanttrainingand education (formal and informal) across
staff groups linking with national and network initiatives.

T16-2C-304 — Management of spinal injuries—in place for Day 1

The TU should agree the network protocol for protecting and assessing the
whole spine in adults and children with major trauma.

There should be a linked Spinal Cord Injury Centre (SCIC) for the MTC which
provides an out-reach nursingand/ortherapy service for patients with
spinal cord injury within 5 days of referral.

T16-2C-305 - Management of multiple rib fractures — in place for Day 1

There should be network agreed local management guidelines for the
management of multiple rib fracturesincluding:

Pain managementincluding early access to epidural.
Access to surgical advice.

T16-2C-306 — Management of musculoskeletal trauma - in place for Day 1

There should be guidelines for:

Isolated long bone fractures.

Early managementof isolated pelvicacetabular fractures.
Peri-articular fractures.

Open fractures.

The guidelines shouldinclude:
Accessingspecialistadvice fromthe MTC.

Imaging and image transfer.

Indications for managing onssite ortransferto the MTC.

T16-2C-307 - Designated specialist burns care — in place for Day 1

Burns care should be managed through a designated specialist burns
network.

There should be a clinical guideline for the treatment of burns. This should
include the referral pathway to the specialist burns centre.

Thisis already in place in conjunction with the regional burns centre at
Morriston Hospital

Will be fully met with
network protocol

Seesection 8.12.2

Will be fully met with
network protocol and
thoracic trauma
clinical service model

Will be fully met with
network protocols
and
orthoplastic/pelvic
trauma
clinical service model

Met
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T16-2C-308 - Trauma unit agreement to the network repatriation policy —
in place for Day 1

The TU should agree the network repatriation policy

There should be a protocol in place for identifying aspecialty team to accept Will be fully met with
the patient. The protocol shouldinclude the escalation processinthe event = network protocol
of there not beingaccess to a specialty team.

T16-2C-311 - The trauma audit and research network (TARN) — variable

timeline

In place for Day 1- The TUs and LEHs should participate inthe TARN audit,
with at least 1 year of back-dated baseline data before network operational.
Data should meetthe following standards:

Case ascertainment—patients submitted to TARN compared to expected
based on Patient Episode Datafor Wales (PEDW) dataset —target of 80%
across the network by end of year 1.

Case accreditation - thisisthe proportion of key fields used in this report
that are filledin foreach patient submitted to TARN —target of 95% across
the network by end of year 1.

The standards are to ensure subsequent TARN metrics can be meaningfully

interpreted. Partially metand
could be fully met

TARN auditshould be discussed atthe network audit meeting at least with additional

annually and distributed to all constituent members of the network. resources

A working plan has been produced to enhance TARN data collection
including appointment of TARN coordinator(s) in health boards where gaps
exist.

Inyearl - Develop strategies for undertaking TARN PROMS and PREMS.

New TARN coordinators required. Network board provided health boards a
sample job description and personal specification. Asaguide, 1day per
week of a TARN coordinators time isrequired per 100 expected cases per
annum. Network board provided approximate whole time equivalents.

T16-2C-310 - Discharge summary — in place for Day 1

There should be a discharge summary which includes:
e Alistofallinjuries.
e Details of operations (with dates).
e Instructions fornext stage rehabilitation foreach injury (including
specialistequipment such as; wheel chairs, braces and casts.
e Follow-up clinicappointments.
e Contact detailsforongoing enquiries.

Partially metand
could be fully met
through clinical
informatics
development

Electronicdischarge record already in place, enhanced through clinical
informatics development and patient held record.
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T16-2D-301 - Rehabilitation coordinator — in place for Day 1

There should be a rehabilitation coordinator whois responsiblefor
coordination and communication regarding the patient’s current and future
rehabilitationincluding oversight of the rehabilitation prescription. Service
provided Monday to Friday.

This rehabilitation coordinatorshould be anurse or allied health
professional (suggested 1.5whole time equivalent/TU), maybe splitrole
between therapists, with some clinical commitment.

Network board providing samplejob description and personal specification.
New key enablingrolesin the health boards and will have the following
responsibilities:

e Responsibility forthe rehabilitation planning process for TU patients
and review for patients who are repatriated from the MTC
maintaining ‘pull.’

e To provide advice and work as part of the MDT to ensure appropriate
management of TU patients and those repatriated from the MTC.

e Todevelopand maintain links with the MTCand TUs across the
networkincl. the network rehabilitation lead.

e Developlinksacross neighbouring health boards.

Unmetand requires
additional resources

e To continue developingamap of otherrelevantservicesin the
region, including early links with acute, community resource,
primary healthcare and social care services and agencies, ensuing
the rehabilitation requirements of discharged TUand MTC patients
are being met.

e To provide training, education and advice withinthe MDT in relation
to the development of the rehabilitation plan.

e To work closely onservice development and evaluation with the
clinical lead forthe TU, Major trauma practitioner(s) and TARN
coordinator(s)

e To be a memberof the therapy teams working within the TU
service and work closely with rehabilitation consultants providing
outpatient reviews and outreach services in the health board.

T16-2D-302 - Access to rehabilitation specialists — Year 2-3

There should be the following allied health professionals with dedicated

time to support rehabilitation of trauma patients:
e Physiotherapist.
e Occupational therapist. Unmetand requires
e Speechandlanguage therapist. additional resources
e Dietician.
e Pyschologist
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Balanced teams are required between the above therapies as traumatic
injuries present with an extensive range of conditions. Therefore the
therapeuticexpertise required needs to be comparable with that of the
MTC. Thisincludes complex cognitiveand communicative assessmentand
multiple limbinjuries. Itis unlikely that traumaticinjuries as anisolated
speciality will provide the necessary expertise and it will be essential for
teamsto provide coverforneurological conditions to ensure that the
expertise necessary is provided within the team. This model will support the
repatriation of other complex neurological conditions for ‘care with
treatmentclosertohome.’

T16-2D-302 - Access to rehabilitation specialists

In place forday 1 - Availability of a consultantin Rehabilitation Medicine
providing outreachinall TUs, includinginterestin spinal-and neuro-
rehabilitation (including telephone advice to rehabilitation coordinators and
therapists)

Keyrolesinclude:

e Management of complex conditionsinadults of working age.

e Specialinterestin musculoskeletal, amputee medicine, spinal injury
and neurological rehabilitation.

e Manage risk and facilitating complex discharge.

e Coordinate the team goals working with physiotherapy,
occupational therapy, psychology, speech and language therapists,
nutrition team, orthotists, prosthetist etc.

e Assess capacity and managing behavioural issues afterinjury.

e Usual to link with many specialities —including palliative care.

e Provide community supportincluding benefits and advice around
home adaptations. Unmetand additional

e Vocational rehabilitation support. resourcesrequired

e Supportspecialist nursinghome placements.

Rehabilitation consultants will provide 4 sessions supportforthe TUs. This
will consist of a ward round, a multidisciplinary team meeting, outpatient
clinicwith time tosupportrelatives and relevant SPA. HDUHB, SBUHB,
CTMUHB and ABUHB will require 4sessions each. PTHB will require support
within outpatient services as no inpatient facility. C&VUHB TU to be met
from within MTC rehabilitation service. This equates to 17 additional
sessions for TUs. 10 sessions would be provided from the additional
appointmentand 7 sessions from reorganisation of existing sessions. There
iscurrently one trainee and HEIW have agreed to supportthe proposal to
appointan additional trainee. Itis anticipated that trainees would rotate
between the specialist rehabilitation units and the TUs. Additionally, North
Wales currently has no dedicated rehabilitation facility and expansion of
trainees may provide trained consultants for development of this model.

This would strengthen supportto the trauma units and provide avariety of
expertise.
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T16-2D-302 - Access to rehabilitation specialists —in place for Day 1

Directory and referral guidelines for rehabilitation services (to be provided
locally and supported by network) including:

e Painmanagement.

e Psychology/neuropsychology.

e Mental health/psychiatry. Unmetand will be
Specialised rehabilitation. fully met through
e Specialised vocational rehabilitation. network protocol

e Surgical appliances.
e Orthoticsand prosthetics.
e Wheel chairservices.

T16-2D-302 - Access to rehabilitation specialists—Year2 - 3

Input of psychology/neuropsychology providing both anin-reach and
outreach service to patientsin the Health Board.

It is accepted that psychological supportforpatientsand familiesisacore
component of a majortrauma service foradults and childrenand that itis
essential thatitbe embedded within the team ratherthan a standalone
service. The network requires avisible psychological model of care and a
component of the care should provide supportforthe staff within the

service. Thereisan established network of peersupport for psychology Partially metand
across the region and this should provide asolid platform on which to could be fully met
develop psychological services within the trauma units. The supportfor with additional
patients and families after traumarequires expertise across a wide clinical resources

field from Post-Traumatic Stress Disorders to detailed neuropsychological
assessment. Itis essential thatthe relevant expertise be contained within
the network to cover the broad range of psychological presentations.
Linking with local rehabilitation services is essential to achieve the breadth
and depth of complexity expertise required to support all patients and
families affected by trauma. This service will add value to wider
presentation otherthan majortrauma. The need for psychological support
was integral to the aftermath of a number of mass casualty eventsin the UK
overthe last few years.

T16-2D-303 — Rehabilitation plan —in place for Day 1

All patients should receive a rehabilitation assessmentincluding barriers to
returnto work. Where a planis required, this should be completed within

72 hours.

The plan should be updated priorto discharge and a copy giventothe Unmetand could be
patient fully met through
All patients repatriated from the MTC should have their planreviewedand network protocol and
updated at the trauma unit. additional resources

Requires additional resources (i.e. rehabilitation coordinators and
therapists). Standardised plan being developed by rehabilitation working

group.
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8.4
84.1

8.4.2

Additional standard — Orthogeriatric review—Year 3 - 5

Review by aST3/equivalent orabove in orthogeriatric medicine, geriatric
medicine or care of elderly medicine as soon as possible and definitely

within 72hrs of admission. Unmetand could be

fully met by

In keeping with the case forchange, health boards have been asked to -
additional resources

considerhow this could be achieved (e.g. reviews undertaken by major
trauma practitioners under supervision of care of the elderly consultant,
given shortage of orthogeriatricworkforce).

Additional Service Specification
‘Care with Treatment Closer to Home’ (CWTCH)

A key early priority forthe network board is the development of ‘care with treatment closer to home’
(CWTCH). As described in the case for change, timely repatriation of patients to an appropriate
environment remains anissue in NHS Wales. Without adequate patient flow out of specialist centres,
the MTC at UHW and TU with specialist services at Morriston Hospital will struggle to automatically
accept new patients. The constraints to timely repatriation were considered as part of a patient flow
workshop. The next steps are described below which will need to be in place for Day 1 (unless
otherwise stated):

e Acceptance of the principle that origin health boards are responsible for their patients,
irrespective where they are being treated. Automaticacceptance will be treated in the same
way in both directions.

e Early communication between major trauma and rehabilitation coordinator services across
the system, giving notification of patients that need repatriation and their requirements.
Single point of access for repatriations. Thus, helping to create a ‘pull’ rather than a ‘push’
model.

e Use of clinical informatics to enhance patient held records (e.g. discharge and rehabilitation
plan) and trauma tracking (Year 1).

e Asimple, easy-to-use policy with escalation measures, in which the ODN is given operational
authority, augmenting any revisions undertaken to the All Wales Repatriation Policy. The
network policy will requireendorsement by the Chief Executive Officer of each health board.

e Buildingconfidence in medical and nursing staff accepting patients back from specialist care,
through creation of an appropriate ‘landing pad’ as described below. This will form the basis
of a furtherworkshopin 2019.

If the above package of interventions is successfulin delivering timely repatriation whilst ensuring the
highest level of patient outcome and experience, itsprinciples could be scaled up to other areas where
repatriationiscurrently aproblem.

‘Landing Pad’ Configuration

The ‘landing pad’ describes the environment to which major trauma patients will return once their
specialistcare is complete (e.g.atthe MTC). Itincludesthe structuresin place to supportand enhance
the confidence of medical and nursing staff in managing patients in the recovery, rehabilitation and
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re-enablement phases of their journey. This will include patients who return to a local hospital or
community. Asmallgroup of patients with complex conditions will return from the MTCto the ‘landing
pad’ whilst waiting forspecialist rehabilitation and once specialist rehabilitation is complete.

In deciding the location of the ‘landing pad,” the programme team (including the network
rehabilitation lead) have undertaken anumber of meetings with all health boards and have provided
the following guidance onthe requirements fora‘landing pad’:

Inpatient beds with appropriate medical and surgical ward cover including out of hours.
Surgical input to include availability of orthopaedic and general surgical review. Input from
otherspecialties may also be required (e.g.ENT, ophthalmologyand urology). Access to input
from care of the elderly services will be essential.

Access to diagnostics (e.g. CTand MRI), to aid detection of complications.

The presence of the multidisciplinary team as indicated above supporting the ‘landing pad’
including consultants in Rehabilitation Medicine, major trauma practitioners, rehabilitation
coordinators and balanced therapy teams.

Network led training and education for medical and nursing staff in tracheostomy
management, spasticity management, bowel and bladder care and management of
behavioural disorders. Face-to-face trainingaugmented by online delivery.

A low stimulation environment is important to consider, with an ability to dim lighting and
nurse inalow-level bed. Thisenvironment can reduce the need for additional nursingsupport.

A meetingspace for multidisciplinary team/family meetings.

Appropriate wheelchair provision for short-term loans.

In consideringthe ‘landing pad,’ health boards were asked to considerthe following points:

In most cases and based on the specification fora ‘landing pad’ provided above, health boards
were asked to considerthat their TU(s) become the ‘landing pad’ forthe health board. If not,
consideration needed to be given to suitability of an alternative location in line with the
guidance already provided, with appropriate mitigations. Whilst the aspiration is to have a
single ward for these patients, allowing a concentration of expertise, this is unlikely to be
possible by yearone.

In accordance with the All Wales Repatriation Policy, patients should already be returning to
health boards (exceptafew with complex conditions); therefore, these do not represent new
patientsinthe systemand does not necessarily represent new capacity. Of course, this needs
to be carefully balanced against the unprecedented pressures on unscheduled and social care,
and the impact on capacity.

Most TUs will see fewer patients in totality (as the number of acute patients from health
boards to MTC will exceed the number of patients returning from the MTC to the health
boards). Therefore, in most cases there will be no requirement for new capacity. There are
some exceptions to the above, but uplift in these health boards should be proportionate to
the need.

The data presentedin Appendix 1on the bed requirements forthe ‘landing pad’ represents a
worst-case scenario. This represents the maximum number of beds required at the landing
pad within existing TU capacity. Most patients will go for specialist rehabilitation from the
MTC, so transfers of these patients from the MTC to the ‘landing pad’ will be minimum. A
minimal number of patients may also go from specialist rehabilitation to the ‘landing pad.’
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8.4.3

8.5

e Thetruesize of the ‘landing pad’ could be accurately quantified at this stage of the p rogramme
to determine any additional infrastructure and nursing requirements but in year one, the
pictureislikely to become clearer.

Based on the above, a phased approach to the development of a ‘landing pad’ has been agreed,
where’s health boards identify beds within key admitting specialties (e.g. care of the elderly, stroke,
neurology, and trauma and orthopaedics), withthe multidisciplinary team providing outreach. In year
one, accurate data will be collected to objectively quantify the need forasingle ‘landing pad’ and this
will be subjectto future planning (see Appendix 17).

Paediatric Rehabilitation

With respect to specialist paediatric rehabilitation, this is described in the MTC case. It consists of
multidisciplinary team led by a neurologist with an interest in rehabilitation at the Noah’s Ark
Children’s Hospital of Wales, Cardiff. This team supports admissions requiring complex rehabilitation
and works closely with neurology, paediatricintensive care and general paediatrics. Rehabilitation for
children with non-neurologicalinjuries at UHW is less formalised and is led by either therapy services,
general paediatricians or trauma and orthopaedics. The function of this rehabilitation model will be
reviewedinyearone to assess whetheradditional resources may be required. Currentlythereis no
capacity fororganised outreach and thisis arecognisedas aservice need. However, most children will
be repatriated home from the MTC and not the hospital ‘landing pad.” Additional resources for
consultants in rehabilitation medicine will allow outpatient reviews as part of the outreach service,
linkingin withthe specialist paediatricrehabilitation team in Cardiff.

Children will be repatriated to local paediatric services and supported by existing community
paediatric services. The additional rehabilitation support planned for TUs will support transition of
affected children in the TUs back to the community. The coordinator role will be important here. In
yearone and two as new therapists are introduced, health boardswill develop a broader skill mix with
these therapists to manage children with specificrehabilitation requirements.

Summary of Quality Indicator Assessmentand Information
Requests

As part of the TU designation process, an initial summary of key gaps against quality indicators and
service specification was provided to Chief Executive’s in November 2018, at the WHSSC Joint
Committee.

From the analysis, a number of quality indicators are already being met by the TUs or could be met
through the provision of network policies and internal re-organisation of resources. Where additional
resources are required as indicated above, these resources will be introduced using a phased
approach. The analysis revealed that there was commonality between all TUs with respect to
additional resource requirements.

Following the Gateway review, a phased introduction of additional resources is summarised below,
with details providedin Appendix 18:
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8.6

health board trauma clinical Balanced therapies: Orthogeriatricreview
lead—alreadyin place Physiotherapy

Occupational therapy

Speech and language therapy

Dietetic
Podiatry
Orthotics
Major trauma practitioner(s)- | Psychologist/neuropsychologist
Band 7 - 1.5 WTE/TU (5 day
service)
Rehabilitation coordinator(s) — = Level 2 training requirements
Band 7 - 1.5 WTE/TU (5 day for nurses
service)
TARN coordinator(s) —Band 4 —
1.0 WTE/TU

Additional rehabilitation
consultantfornetwork (4
sessions/HB/week, PTHB—1
session/week)

Subsequently, all healthboards were askedto develop their submissions for the Programme Business
Case and any associated cases based on the above.

In order to provide assurance that the TU components of the Programme Business Case were
internally scrutinised, the programme team provided written and verbal feedback on initial
submissionsfrom health boards, followed by further challenge at a network board meeting on 24 June
2019. Followingthe Gateway review, face-to-face meetings were held with all health board network
board members to discuss and agree the key enabling requirements and approach to the ‘landing
pad.’ Subsequentto each meeting, asummary of the discussion was sentto each healthboard. Itwas
agreed that health boards would consider and provide a written response to the proposals and to
confirm their intentions to appoint in-year to the key enabler roles to include in 2020/21 and
subsequent Integrated Medium Term Plans (IMTPs) and to addressin year resourcing.

At the time of writing, all health board network board members have confirmed theirsupportforthe
key enablingrequirements and approach tothe ‘landing pad’ and discussionsare underway in relation
toinclusioninIMTPsandin yearresourcing.

Cardiffand Vale University Health Board

The following is a summary of the health board’s resource. The health board’s TU is the University
Hospital of Wales. The resource requirements setout here are because UHW already meets most of
the TU quality indicators and service specification outlined above, through existing resources and
staffing.
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0.1 whole time equivalent clinical lead from March 2020 (consultant) for TU capability
0.5 whole time equivalent major trauma practitioners (band 7)
0.5 whole time equivalent rehabilitation coordinators (band 7)

Landing pad — UHW, no new additional resources forday 1

8.7 SwanseaBay University Health Board

The following is a summary of the health board’s resource. The health board’s TU is Morriston
Hospital. Specialist services are considered in section 8.12.

0.1 whole time equivalent clinical lead from March 2020 (consultant)

1.5 whole time equivalent major trauma practitioners (band 7)

1.5 whole time equivalent rehabilitation coordinators (band 7)

1.0 whole time equivalent TARN coordinators (band 4) in addition to 0.5 WTE (band 4) alreadyin
place

0.4 whole time equivalent rehabilitation consultant

Landing pad — Morriston Hospital, no new additional resources forday 1

8.8 Aneurin Bevan University Health Board

The followingisa summary of the health board’s resource requirements. The health board’s TUs are
the Royal Gwent Hospital and Nevill Hall Hospital. The health board is taking a pragmatic approach
ahead of the planned centralisation to a single TU site with the opening of the Grange University
Hospital in 2021.

0.1 whole time equivalent Clinical lead from March 2020 (consultant)

1.5 whole time equivalent major trauma practitioners (band 7)

1.5 whole time equivalent rehabilitation coordinators (band 7)

1.0 whole time equivalent TARN coordinators (band 4)

0.4 whole time equivalent rehabilitation consultant —the requirement for consultant rehabilitation
resource will be considered as part of the second phase review of clinicalmodels including the
overarching rehabilitation modeland therefore notincluded here

Landing pad —Royal Gwent Hospital and Nevill Hall Hospital in the interim, no new additional
resourcesforday 1

8.9 Hywel Da University Health Board

The following is a summary of the health board’s resource requirements. The health board’s TU is
Glangwili General Hospital (GGH).

0.1 whole time equivalent Clinical lead from March 2020 (consultant)

1.5 whole time equivalent Major trauma practitioners (band 7)

1.5 whole time equivalent Rehabilitation coordinators (band 7)

1.0 whole time equivalent TARN coordinators (band 4)

0.4 whole time equivalent Rehabilitation consultant

Landing pad —GGH, no new additional resources forday 1 (although the health board aspiresto
develop al0 bedded dedicated landing padin future years

In addition forday 1, the health board aspires to provide an additional 1session forclinical
leadership, 2.5whole time equivalent physiotherapists (band 6) and 1 extra theatre session/week in
anticipation of the increased flowto GGH within the health board
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8.10

8.11

Bronglais General Hospitaland Withybush Hospital have been designated rural trauma facilities by the
health board and within the context of the network, some of which will be patients fromPowys. These
facilities will need to maintain the ability to assess and manage major trauma patients. Given their
rural geographical location, the following measures will be put in place once the network is
operational:

e A network pre-hospital triage tool to guide decision-making and trauma desk facility to
provide remote support and prioritisation of face-to-face training for ambulance personnel
operatinginthese regions. The pre-hospital triage tool will provide a safety net that patients
with airway compromise or catastrophichaemorrhage will be takento the nearest Emergency
Department. Nonetheless, the above measures will support ambulance personnel taking
some patients, where appropriate, tothe TU at GGH.

e Confirmation of 24/7 availability of EMRTS, providing pre-hospital critical care, supporting
local trauma teams and retrieval of patientstothe MTC at UHW or TU with specialist services
at Morriston Hospital.

e Remote telemedicine to guide management of trauma teams in rural trauma facilities ahead
of arrival of EMRTS.

e Anoperational policy between the TUand rural trauma facilities, forming part of the network
operational policy.

It is anticipated that rural traumafacilities will have avital role to play in the network. With the above
measuresin place, itis expected providers will be supported and major trauma patients will receive a
higher standard of care than they do currently.

Cwm Taf Morgannwg University Health Board

The followingisasummary of the health board’s resource. The health board’s TUs are Prince Charles
Hospital and Princess of Wales Hospital. Additional resource requirements for the two TUs have been
combined below.

0.1 whole time equivalent Clinical lead from March 2020 (consultant)

3.0 whole time equivalent Major trauma practitioners (band 7)

3.0 whole time equivalent Rehabilitation coordinators (band 7)

1.0 whole time equivalent TARN coordinators (band 4)

0.4 whole time equivalent Rehabilitation consultant

Landing pad — Royal Glamorgan Hospital - no new additional resources forday 1

Powys Teaching Health Board

Powys Teaching Health Board has no acute hospital. All of the health board’s major trauma cases will
be managed by an MTC or TU outside of the health board’s geographical catchmentarea. The health
board’s contribution to maintaining the trauma network will be through enabling repatriation of
trauma cases for rehabilitation. Rehabilitation services in the health board are currently geared
towards the elderly and those with chronicdiseases. Trauma rehabilitation requires a subtly different
approach and holistic organisation, which may not be best served by managing trauma patients
alongside elderly and chronicdisease patients. The health board may well be seeking to commission
a ‘landing pad’ from neighbouring health boards, albeit patient numbers will be small. This remains a
workin progress.
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8.12

8.12.1

Inrelation to community-based rehabilitation, the healthboard has identified the following additional
resources, augmenting existing services.

0.5 whole time equivalent Rehabilitation coordinators (band 7)
0.1 whole time equivalent Rehabilitation consultant

Specialist Services Supportto the Major Trauma Centre

The following specialist services have been considered within the context of Morriston Hospital, as a
TU with specialist services and the role it will play within the network to support the MTC to meet
specificquality indicators.

Orthoplastic Surgery

The Welsh Centre for Burnsand PlasticSurgery is located at Morriston Hospital. Currently there is no
routine provision of emergency surgery by a plastic surgeon at UHW. A number of major trauma
patients taken to the MTC will require the input of plastic surgeons. This is in keeping with
requirements of a consultant plastic surgeon to be available for emergency cases within 30 minutes
of the patient’s arrival (T16-2B -113). Furthermore, the MTC should provide a comprehensive
musculoskeletal trauma service and facilities to support all definitive fracture care and allow joint
emergency orthoplastic management of severe open fractures as specified in British Orthopaedic
Association Standards for Trauma and Orthopaedics (BOAST 4) guidelines (T16-2C-110).

In summary, the quality indicators indicate thatfor open fractures:

e A combined orthopaedic and plastic surgical approach should be undertaken for the initial
debridement of the wound and stabilisation of the fracture.

e Heavily contaminated wounds require immediate debridement. Within 12 hours for isolated
high energy, open fractures. Within 24 hours for all otherlow energy, open fractures.

e Definitive soft tissue closure or coverage should be achieved within 72 hours of injury if it
cannot be performed at the time of debridement, again using a combined orthopaedic and
plasticsurgical approach.

Performance against these standards is monitored by TARN. In response to this, both UHW and
Morriston Hospital have worked collaboratively to develop and agree a clinical service model,
supported by the network board:

e Multi-system trauma patients with concurrent orthoplastic requirements —will be taken to
the MTC (direct as informed by the pre-hospital triage tool or transferred from TU/LEH).
Recommendations made following the professional peer review indicated that the provision
for a plasticsurgical presence atthe MTC was an absolute day 1 requirement.

e Patients with isolated crush injury/ mangled limb/ partial or complete amputation (above
wrist or ankle)/ major degloving — will be taken to Morriston Hospital (direct as informed by
the pre-hospital triage tool or transferred from TU/LEH).

e Patientswithisolated openlowerlimb (tibia/ankle /foot) fracture —recommendationsderived
fromthe professional peerreview indicated that this element of the pathway could be phased
for the following reasons:

o Inyearl—the current pathways will be maintained and there will be no change in patient
flow. The transfer of isolated open lower limb fractures will not be included in the pre-
hospital triage tool. The reasons for this include that whilst this is an important patient
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group, they are not major trauma patients and the provision of plasticsurgical inputinto
multi-system trauma patients at the MTC takes priority. Furthermore, historically, English
trauma networks phased this aspect of service development. A significant proportion of
isolated open lower limb fractures are transferred to Morriston Hospital already either
directly or by secondary transfer.

o Endof year 1 - consideration will be given to additional resource requirements to allow
direct transfer of significant isolated open lower limb fractures direct from scene to
Morriston Hospital. This will take into consideration any capacity released through the
increased major trauma workload at the MTC, which would previously have been
undertaken at Morriston Hospital.

Activity data was used to determine the resource requirements to delivera plasticsurgical presence
at the MTC. Based on population data, the level of orthoplasticsurgery cases requiring admission to
the MTC is likely to be approximately 24 cases +/- six per annum. However, as evidenced by other
MTC’s there may be wider plastic surgical input once the service is established. Hendrickson et al
(2016) demonstrated that 14% of MTC cases required plastic surgical input. Furthermore, of 227
patients an average of 3.7 procedures were carried out per admission. Given the wider benefit of
establishing a plasticsurgical service at the MTC it is likely that the number of cases predicted above
isunderestimated.

Initially the presence of a plasticsurgeon will be provided for 5 days perweek for 12 hours per day, in
order to undertake combined orthoplastic cases, multidisciplinary team meetings and complex
fracture clinics. Itis accepted that this provisiondoes not meet the quality indicators; however, out of
hours and at weekends, the orthopaedicsurgeon atthe MTC will discuss all cases as appropriate with
the plastic surgeon on call at Morriston Hospital. Patients requiring soft tissue closure or coverage
either will receive this at the MTC or be transferred to Morriston Hospital, based on their clinical
presentation.

The resource requirements to establish the plastic surgery service at the MTC is 4.0 WTE consultant
plasticsurgeonsand 5.0 WTE middle grades as assessed by the professional peer review process.
Spinal Trauma Surgery

Currently there are three hospitalsthat provide spinal surgery: UHW, Morriston Hospitaland the Royal
Gwent Hospital. Following discussions between the three sites, a clinical service model for spinal
trauma surgery was agreed as summarised below:

e All patients with suspected or confirmed spinal traumaand new neurology (paralysis) —direct
or transfer from TU/LEH to the MTC (Spinal Cord Injury Centre). This is being addressed
through the MTC case.

e Spinal fracturesthatrequire operativefixation with no neurology:
o UHW —refertorespective spinalteamlocally for operative fixation.

o Morriston Hospital and Royal Gwent Hospital — refer to respective spinal teams at
Morriston Hospital and Royal Gwent Hospital.

o PatientsinHywel Dda University Health Board hospital —referto Morriston Hospital spinal
team (transferwithin 48hrs frominitial admission).

o Patients from Cwm Taf Morgannwg Health Board hospital — refer to UHW spinal team
(transferwithin 48hrs frominitial admission).

The only change in current flows will be to Morriston Hospital. This is reflected in the Swansea Bay
University Health Board case and opens up the opportunity to improve the emergency provision of
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spinal surgery as a whole for South West and West Wales, whichis supported by the network board
and will further decompress the UHW, for non-traumatic spinal emergencies that it is otherwise
currently expected to manage.

Thoracic Trauma Surgery

The current provision of thoracic surgery is split across Morriston Hospital and UHW. Following an
independent panel review and public consultation in relation to the future provision of thoracic
surgery across the region, it was concluded that Morriston Hospital should be asinglessiteforthoracic
surgery. This decision post-dated the designation process for the MTC in Cardiff and questioned the
ability for the standard to be met that a thoracic surgeon to be available within 30 minutes for an
emergency case atthe MTC (T16-2B -113). There are anumber of clinical scenarios, which may require
the input of a thoracic surgeon. WHSSC have agreed an interim solution (see Appendix 16) and this
will ensure adequate thoracicsurgical presence atthe MTC for emergency cases, asthe MTC is likely
to be operational priorto the centralisation of thoracicsurgery. Now a decision has beenreached on
this provision, the network board willwork withboth health boards to develop a clinical service model
foremergency, urgentand subacute cases. Withinthis, considerationwill be given as to the model for
rib fixation and referral for complications of thoracictrauma.

Pelvic Trauma Surgery

Current provision of urgent (i.e. next day) definitive fixation of the pelvis across the regionis limited.
UHW (based on self-assessment) have two surgeons with interestin pelvic surgery. MorristonHospital
has one with recognition that recruitment has been challenging. None of the other health boards has
dedicated pelvic surgeons. The network board has recommended that all urgent isolated pelvic and
acetabularfractures as referred to the MTCand the MTC accepts transfers as clinicallyappropriate for
definitive fixation, noting that most of these will be next day referrals. The additional resource
requirements have been confirmed inthe MTC case.
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Financial Case
Introduction

The purpose of this section is to set out the totality of costs (revenue and capital) and proposed
funding arrangements to enable NHS Wales and Welsh Government to assess the total amount
required, aswell as the phasing of the service and supporting capital requirements. The section sets
out the requiredinvestmentin work towards meeting the quality indicators and service specification
standards for majortrauma, as well as the uplift of activity at the Major Trauma Centre (MTC).

Context

The Welsh Governmentissued clear planning guidance and financial direction to all health boards in
a report to the NHS Wales Executive Board in December 2018. This formed part of the finandal
settlement from 2019/20 onwards, as outlined below:

Welsh Governmentdirections:

e |tisourexpectation that the NHS in Wales will view the establishment of a trauma network
and MTC as a significant priority. As such, we will be expecting Health Boards to invest
strategically in this service. We are aware that provision has not been made so far within the
WHSSC prioritisation for the recurrent revenue funding requirements for the service. The
Health Boards have been provided with an uplift in their funding from 2019/20 and it is the
expectation that this uplift will enable the implementation of strategicservice developments
such as majortrauma to be supported.

e To aid the development of this work, we have established an internal Welsh Government
policy board tofacilitate cross department working, scrutiny and challenge. We are conscious
there are significant time and resource constraints in relation to the delivery of this project
and we expectthe internal policy board to be utilised to provide collective advice and scrutiny
to assist the trauma network as it developits programme business case, policies etc. We do
of course accept that it will not be possible to deliverthe entirety of the project by 2020 and
we will look to work with NHS colleaguesto agree a sensible programme, which can deliver
benefitsto patientsinaphased way.

e We have provided advice to the trauma network on the structure and business case process
to deal with both the capital and revenue consequences arising from the Major Trauma
programme. There is an expectation that an overall programme business case will be
developed setting out the case for change, as well as the high-level service and revenue
consequences. This does not negate the need for individual health boards to develop any
individual capital business cases required to support local implementation —where known,
these are reflected withinthe programme business case; these should be flagged with capital
and estates officials within Welsh Government, as soon as possible, in line with normal
processesincluding within health board IMTPs.

e Thereisan expectationsetoutinthe nationalaudit programme that all Health Boards should
submit data to the Trauma Audit Research Network (TARN). Historically, Health Board
participation rates in the audit have been variable. Participation in this audit is vital to the
successful implementation of the trauma network.As such, Welsh Government will be paying
much closer attention to this audit and we expect all health boards to review their
participation and make the improvements necessary to ensure their full participation.
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e The trauma network and MTC must be developed within the NHS Wales policy context and
as such, account must be taken of existingand emerging policies such as the national work on
transfersforcriticallyill patients. This willavoid duplication of effort within the project.

e |t is also important that any service development relating to the trauma network such as
investment in rehabilitation services be consideredin the wider service context such as the
development of neuro-rehabilitation and services to support patients with a prolonged
disorder of consciousness.

e Finally, we understand there have been discussions about the future commissioning model
for major trauma services in South Wales, West Wales and South Powys. The NHS in Wales
operates as a planned healthcare system, and it would be inappropriate for an internal
market approach such as tariffs to be usedto supportthis development. Any commissioning
mechanisms or frameworkmust therefore work within the NHS Wales context and should not
be unnecessarily bureaucratic.

Phasing

Inassessingthe need forinvestmentinthe developmentof the network, significant consideration has
beengiventothe needforphasing, forboth financial and operational reasons.

There is a difference between the MTCand the TUs in terms of phasing. Investmentin the MTC needs
to be more frontloaded, because of the need to achieve quality indicators and meet the service
specification at an early stage, in order to provide the maximal benefit to the most seriously injured
patients, the majority of whom will go to the MTC. By contrast, the TU resource requirements will
reflect a much more phased approach, where subsequent business cases may be required, where
appropriate, to meet quality indicators and elements of the service specification that cannot be met
fromday one.

The frontloading of resources at the MTCis also a reflection of the shiftinlearningand evidence base,
from trauma systems nationallyand internationally. Thisincludesthe needfrom day 1for24/7 trauma
team leadershipinthe MTC, the presence of a poly trauma unit and hyperacute rehabilitation. C&V
UHB will also be providing a combined adult and paediatric MTC, thus there are two sets of quality
indicatorsto be met, with some areas of overlap and others requiring distinct resources.

Itisevidentthatinthe sevenyears since the establishment of the English trauma networks, there has
been a substantial increase in pressure on unscheduled care. Thus, the financial case presented here
is a reflection of a system already under strain, where demand often outstrips resources, leading to
resources being depleted to undertake existing work.

Withinthe MTC case there is phasing for workforce againstincremental changesin predicted activity.
This is not reflected in the totality of the network revenue implications, as after year one, WAST
revenue costs fall significantly.

Finally, all health boards (except C&V UHB as the MTC) will see less moderate and major traumain
totality. Whilstitis difficult to quantify releasable workforce, itispossible for health boardsto consider
releasable Emergency Departmentadmissions, ward bed days, theatre sessions and critical care bed
days, interms of accepting the financial position.
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Revenue Costs

Summary of Revenue Costs

Following the provision of information against the agreed phasing of clinical and service standards,
Health Boards prepared an estimate of revenue costs and these are summarisedin the table below:

Summary of Revenue Costs

2019/20 | 2020/21 2021/22 | 2022/23 2023/24
£000s £000s £000s £000s £000s
MTC Costs £922 £10,579 £11,222 £11,222 £11,222
Specialist Services Costs £150 £910 £910 £910 £910
Trauma Unit costs £287 £1,278 £1,278 £1,278 £1,278
Operational Delivery Network Costs £119 £496 £508 £513 £515
Pre-Hospital Care £58 £1,201 £635 £640 £640
Total £1,536 £14,465 £14,553 £14,562 £14,564
The revenue implications are further broken-down below:
Summary Revenue Costs of Network
2019/20 2020/21 2021/22 2022/23 2023/24
£000s £000s £000s £000s £000s
Aneurin Bevan (Trauma £51 £205 £205 £205 £205
Unit)
Cwm Taf Morgannwg £103 £471 £471 £471 £471
(Trauma Unit)
CardiffandVale Major £922 £10,099 £10,594 £10,594 £10,594
Trauma Centre
Cardiff and Vale Major £0 £481 £629 £629 £629
Trauma Paediatrics
Car.d|ffand Vale (Trauma £0 £69 £69 £69 £69
Unit)
Hywel Dda (Trauma Unit) £62 £247 £247 £247 £247
Swansea Bay (Trauma Unit) £62 £247 £247 £247 £247
Swansea Bay Operational £119 £496 £508 £513 £515
Delivery Network
SwanseaBay Specialist £150 £910 £910 £910 £910
Services
Powys (Repatriation and
Rehabilitation Facility) £10 £40 £40 £40 £40
WAST £58 £1,201 £635 £640 £640
Total NHS System Revenue £1,536 £14,465 £14,553 £14,562 £14,564
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The above costs have been derived through an iterative process of reviewing the gap between
commissioning expectations and provided costs. Itis importantto stress that the TU costs presented
do not include all of the costs associated with movinginaphased mannerto full TU compliance with
quality indicators and all aspects of the service specification. Such additional costs, which are not
currently known, will need to be subject to additional TU specific business cases over the period of
implementation.

The local trauma unit costs for Hywel Dda UHB reflect the key enabling posts for Day 1, howeverthe
Health Board aspires to invest in an additional clinical leadership session, 2.5 whole time equivalent
physiotherapists and an additional theatre session per week to meet an anticipated demand upon
GGH. Further rehabilitationinvestment has also been identified. The Health Board are looking to
develop 10 landing pad beds, which will be phasedin year 1 and year 2. The revenue costs that the
Health Board have identified locally for staffing of these additional rehabilitation and landing pad
staffing costs overand above the costs in the case is £8k in 2019/20, £268k in 2020/21 and £1,457k in
2021/22.

Furthermore, SBUHB have confirmed that the ongoingcost forexpanding the South WestWales Spinal
Service will be managed between HDUHB and SBUHB.

The above costsinclude recurring funding alreadyreleased in-year (as part year costs) during 2019/20
forkey enabling posts and preparation for Day 1. This funding, as shown below, has been approved in
two tranches through the WHSSC Joint Committee process (therefore signed-off by all Health Board
Chief Executives):

Tranche 2019/20 part year funding Full year funding from 2020/21
(E000s) (EO00s)

Tranche 1 675,000 1,993,000

Tranche 2 441,000 3,006,000

Total 1,116,000 4,999,000

* Released subjectto approval of the programme business case to allowed recruitmentprocessesto commence
in the meantime

The preferred MTC model also creates the potential for further efficiencies to be delivered at the
trauma units who will in future be transferring current activity to the MTC. Further work will be
undertaken by the finance group to assess howsuch opportunitiescan be realised in practice. Possible
opportunities include reduced in patient stays and reduced front door activity. It will be important
that health boards have systems in place to capture these potential benefits as they will need to re-
deploy resources internally into improved landing pad activities to enable timelyrepatriationfrom the
MTC.

Summary of Revenue Funding Arrangements

The finance sub group agreed that the figures in the sub section above would form the basis of the
initial distribution, subject to further work to determineifthere was an appropriate direct contribution
to the MTC costs inrelation to the C&VUHB’s own trauma unit costs. The distribution would thenbe
subject to review in the light of actual utilisation patterns experienced in year one and beyond and
the subsequentapplication of the agreed risk sharing principles for regional services.
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Benchmarking

The costs of the MTC were benchmarked against real worldfinance and activity datafrom the flow of
the North Wales population to the Stoke MTC. The method to determine this benchmark used
detailed actual charges for a complete financial year for a whole populationin order to base iton a
reliable and representative case mix. The charges includedinthe comparator included the full costs
of critical care, all procedure costs from core specialty activity and the best practice tariff charges
payable underthe English PBR system. Allcharges wereat 2018/19 prices and reflected national tariff
rules together with any variation needed for local prices. The resulting dataset onlyincluded those
casesthat ultimately attracted major trauma best practice tariffs to ensure a like for like comparison.
The dataset comprised 105 cases which included45for MTC level 1and 60 cases forthe higher severity
level MTClevel 2. The average unit prices were £23,576 per case for MTC level 2 (1SS>15) and £12,083
per case for MTC level 1 (1SS 9<15) with an overall average of £18,650 per case. These benchmark
units’ costs have been applied to business case activity as follows to illustrate a range of expected
values:

Additional
Cases @

Assumed | @ Average @ Average | Year1 Average @ Average @ Average
1S5 915 — | current | Tariff Cost Tariff Cost | Additional | Tariff Cost Tariff Cost Tariff Cost
moderate | position £ Year 1 £ Cases £ Year 2 £ Year 3 £

Direct to
MTC 154 1,860,782 206 2,489,098 52 628,316 231 2,791,173 256 3,093,248
Transfer TU
to MTC " 132,913 58 700,814 47 567,901 58 700,814 66 797 478
Total 165 1,993,695 264 3,189,912 99 1,196,217 289 3,491,987 322 3,890,726
Assumed
1S5 =15 - | current
major position Year 1 Year 2 Year 3
Direct to
MTC 284 6,695,584 306 7,214 256 22 518,672 3N 5,039,416 368 8,675,968
Transfer TU
to MTC 49 1,155,224 219 5,163,144 170 4,007,920 219 5,163,144 193 4,550,168
Total 333 7,850,808 525 12,377,400 192 4,526,592 560 13,202,560 561 13,226,136
Assumed
1SS =9 — current
candidate | position Year 1 Year 2 Year 3
Direct to
MTC 438 8,556,366 512 9,703,354 74 1,146,988 A2 10,830,589 624 11,769,216
Transfer TU
to MTC 60 1,288,137 277 5,863,958 217 4,575,821 277 5,863,958 259 5,347,646
Combined
Direct to
MTC &
Transfer TU
to MTC 498 9,844,503 789 | 15,567,312 291 5,122,809 849 | 16,694,547 883 @ 17,116,862

The new MTC will be delivering the full range of activities across ISS 9<15 and 1SS>15 and hence both
should be taken together in comparing to expected costs for the MTC. In making a like for like
comparison with the MTC business case the following also needs to be takeninto account:

e The existingcost base forthe MTC at UHW. Includingbaseline costs fortrauma, emergency
care department costs and critical care.

e The majority of isolated neurosurgery cases will be dealt with as per the current pathway
underthe neurosciences contract.

o The majortrauma pathway from the Stoke centre includes agreed standards for appropriate
discharge back to local services within the BCUHB area. Patients with an ISS>15 had an
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average length of stay of 10.9 days (non-neurosurgery cases excluding critical care). Critical
care length of stay averaged 4.0 days.

e The new UHW MTC will be meeting the requirements for increased activity which is
anticipatedtorise each year. The value of additional activity delivered overthe period would
be equivalent to circa £5.7m to year 1 (+291 cases); £6.8m to year 2 (+291+60 cases); and
£7.5m to year3 (+291+60+34 cases).

e Thenew UHW MTC total activity including baseline will deliver activity valuedat £15.6m (year
1- 789 cases); £16.7m (year2 - 849 cases), £17.1m (year 3 - 882 cases).

Unit Costs

The costs forecast for the MTC, Specialised Services and ODN components of the business case total
£11.984m inyearl, £12.640m inyear2 and £12.645m inyear 3. Activityisforecasttoincreaseto 789
cases by year 1, 849 by year 2 and 883 by year 3. Resulting incremental units costs are therefore
£15,189 foryear 1, fallingto £14,888 for year 2 and £14,320 by year 3. These incremental costs are
withinthe comparator derived from the costs of the benchmark service of £18,650 per case. However,
inclusion of baseline costs set out below are likely to take the gross overall unit cost to above the
benchmarklevel.

The baseline contracting currencies used by CVUHB to contract for major trauma lack detail, vary
between health boards and it is difficult to match TARN activity data retrospectively to contracting
data. Hence ithas nothas been possiblefor CVUHB to place an accurate value on the current baseline.
However, the following baseline unit cost data is useful in comparing the above incremental cost of
the MTC to the benchmark comparator:

e CVUHB currentnon elective traumaunit prices average at £3,960 per case.
e CVUHB critical care unit prices average £1,935 perday with a marginal rate of £1,225 perday.
e Emergency unitcontracts are on a block basis hence no unit cost data is available.

Financial Risk Sharing

The financial risk share arrangements for the Major Trauma Centre, Swansea Bay Specialist Services
and Wales Ambulance Services NHS Trust are based on WHSSC standard formula, the impact of which
isoutlined below:

Health Board Risk Share
Cardiffand Vale UHB 20.77%
SwanseaBay UHB 18.44%
Cwm Taf Morgannwg UHB 17.23%
Aneurin Bevan UHB 25.36%
Hywel Dda UHB 16.80%
Powys THB 1.40%

Total 100.00%
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The required revenue funding from each health board on the risk share basis, plus all currently known
local costs forthe development of the TUs is reflected below:

Summary of funding of Trauma Network by Health Board
Reflects local Trauma Unit / Rehabilitation costs plus share of Major Trauma Centre, Specialist Services and WAST Pre-
hospital care
2019/20 2020/21 2021/22 2022/23 2023/24
£000s £000s £000s £000s £000s
Aneurin Bevan £353 £3,549 £3,571 £3,573 £3,574
Cwm Taf Morgannwg £308 £2,743 £2,758 £2,759 £2,760
Cardiff and Vale £247 £2,808 £2,826 £2,828 £2,829
Hywel Dda £262 £2,462 £2,477 £2,479 £2,479
Powys £27 £225 £226 £226 £226
Swansea Bay £281 £2,678 £2,695 £2,696 £2,697
WAST (2019/20 funded by Welsh Government, year 1
onwards by Health Boards) £58 £0 £0 £0 £0
Total NHS System Revenue £1,536 £14,465 £14,553 £14,562 £14,564

EASC have confirmed that thefunding forthe 2019/20 costs for the WAST business case will be funded
by Welsh Government. The risk share calculations are assumed to be the same as WHSSC. Year 1
revenue implications are being considered within the context of this programme business case.

Outstanding Issues Impacting on Revenue Costs and Apportionment

The costs and funding shares above do not take account of the several factors outlined below, as

sufficientinformationis not yetavailable:

Increased RTA income to C&VUHB resulting in lower net costs, offset by equivalent reduced
RTA income to other health boards. This has no net overall effect to NHS Wales, but does
resultin a change to the financial impact on each health board. The planned approach to
reflect this is to monitor changes in RTA income during 2020/21 by the health board, and
adjust net costs and commissioning flows to reflect the changes identified.

The impact of the planned earlier repatriation of patients from the MTC to TUs/’Landing Pads’
for repatriated patients is taken account of in the business case in respect of the projected
additional patients triaged to the MTC, but is not taken into account in respect of earlier
repatriation of existing major trauma patients treated at UHW. Therefore, if the
implementation of the repatriation protocoland pathway is fully successful, there would be a
reduction to bed requirements within the MTC from that assumed in the business case.
Conversely, if earlier repatriation is not achieved, there would be an increase in the bed
requirement. The level and timing of repatriation will be monitored during year one, and
consideration given whether the bed planning and associated resourcing plans need to be
amendedinyeartwo.

The phasing of costs is based on a 1 April 2020 implementation, with all additional year 1
staffingbeingin place by thisdate. Itisinevitablethat there willbe a degree of slippage which
will reduce year1 costs to some extent. Tracking of the additional costs duringyear1 will be
put in place until all staff and associated costs are being incurred, and only actual costs
incurred will be funded.

The costs do notinclude capital charges associated with capital expenditure (see also below).
It is assumed that these will be funded directly by the Welsh Government as with all capital
schemes.

There are areas withinthe MTC business case where further review of detailed staffing plans
and costs is still being undertaken (largely around ED consultant numbers). These could
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potentiallyimpactyear2, but would not impact on year 1. The final outcomes of this review
will then be reflected in the year 2 costs.

There may be further operational efficienciesresulting from the introduction of the Paediatric
TU which could reduce local beds requirements within UHW. It is important that these
potential further efficiencies are tracked and benefits shared appropriately.

The costs included inthe SBUHB case forspecialised services include the significant overhead
of locating up to four plastic surgeons at the MTC. In practice, in order to fully utilise this
resource, there islikely to beachange the balance of activityundertaken at the current SBUHB
plastic surgery service and at the MTC. This may result in an offset in costs from a reduction
in activity and cost at the SBUHB service, but this cannot be accuratelydeterminedat this time
until the actual case mix of the MTC activity becomes clearer.

The SBUHB specialised services business case includes the cost of five middle grades at 100%,
assuming no deanery funding. This has not been approved in principle by WHSSC Joint
Committee atthis point, butisincluded for planning purposes.

The Cardiff MTC case reflects additional revenue costs of £352k that are expected to arise
following submission of the capital case to Welsh Government. These figures have not been
approved in principle by WHSSC Joint Committee at this point but are included for planning
purposes.

Contracting Arrangements

WHSSC, working with the finance sub group of Health Boards, will continue to develop contracting
arrangements that will determine an appropriate contracting and funds flow model that will replace
the current trauma income flows into C&VUHB. A system will be designed which will continue to
provide baseline income which is not duplicated by the addition of the MTC business case funding.
This will be a complex process as there is significant uncertainty as to the value of current income
flows and the overlap of these with MTC designated activity.

Capital Costs
Summary of Capital Costs

Strategiccapital funding of £6,414m through Welsh Government (ratherthanlocally funded through

discretionary capital) is outlined below:

Programme Capital Requirements
2019/20 2020/21 2021/22 2022/23 2023/24
£000s £000s £000s £000s £000s
MTC Cardiff & Vale (MTC Construction and Equipment) £5,426
Hywel Dda Trauma Unit (West Wales General) £1,252
Capital Total £5,426 £0 £1,252 £0 £0
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C&VUHB has identified the following 2019/20 capital requirements for estate and equipment:

Cardiff & Vale Capital Requirements 2019/20

Construction Equipment Total
£000s £000s £000s
Emergency Unit- Resus Bay Equipment Costs £0 £134 £134
Extension, resus, streaming and triage bay refurbishment £436 £0 £436
Room alterations to provide additional minors capacity £150 £0 £150
Interimrefurbishment of Poly trauma Unit (PTU) 14 beds £1,109 £383 £1,492
Critical Care bed expansion —Equipmentonly f0 £194 £194
Theatres— Capital equipmentincplastics f0 £1,100 £1,100
Theatres - Image Intensifier f0 £120 £120
Replacementscannerfor Emergency Unit £600 £1,200 £1,800
£2,295 £3,131 £5,426

Further C&VUHB capital requirements for the construction and equipping of a major trauma theatre
are being developedby the Health Board. The expectedtimeline for submission of these detailed cases
isreflected in the timetable of business cases. The estimated future capital requirementforthe MTC
theatres at the time of publicationisinthe region of £20-25m. Note that thisis an integrated capital
scheme which includesthe vascular hybrid theatres and this will considered withina full business case
submission by C&VUHB.

Hywel Dda University Health Board has identified £1,252k for the development of a 10 bedded
‘landing pad’ inyear2 (2021/22) at Glangwilli Hospital, Carmarthen. However, itis envisaged that the
year 1 approach will be in keeping with all other Health Boards, with consideration given to a
dedicated ‘landing pad’, as appropriate, following a period of evaluation of actual activity.

Capital Charges

C&VUHB has indicated that there will be a summary of capital charges once the Capital, Estates and
Facilities Division of Welsh Government has confirmed the final capital award. C&VUHB expect that
that there will be Welsh Government funding for these capital charges.

Timetableof Future Business Cases

The timetable of future revenue and capital business cases that will be prepared by the appropriate
organisationsisoutlined below andis furtherconsidered in the management case chapter. Whilst at
this stage it is difficult to quantify, this gives an indication of the potential cases that would need to
be considered as part of the phased network development.
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Timetable of Business Cases - Major Trauma Network

Indicative Capital and Revenue Cases

2019/20

2020/21

2021/22

2022/23

2023/24

2024/25

Q2 a3 a4

Ql Q2 a3 a4

Q1 Q2 Qa3 a4

Ql Q2 Q3 a4

Ql Q2 Q3 a4

Ql Q2 Q3 a4

Cardiff and Vale Health Board
Cardiff Interim Capital Case
MTC Capital Build
MTC Business Case - Adults
MTC Business Case - Paediatrics
TTL
Polytrauma Unit
Orthogeriatrics
Therapies
Trauma Unit Costs

Bay Health Board
Initial Specialist Services - Swansea Bay
Operational Delivery Network Clinical Informatics
Orthoplastics Support to MTC
Orthoplastics Support for Isolated Open Lower Limb Fracture Model
Acute Spinal Services Model

Wales Ambulance Services Trust
WAST Business Case

Aneurin Bevan, Cwm Taf, Hywel Dda, Swansea Bay and Powys Health Boards
Key enabling TU Posts
Therapy / Neuropsychology and Level 2 training nursing resource requirements
Orthogeriatric Requirements
Hywel Dda Landing Pad capital requirement

NHS Wales Health collaborative
Key enabling ODN posts
Operational Delivery Network

Key
Current planned business cases
Business cases to be considered in the future
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Economic Case

Introduction

There are two sectionsin this EconomicCase, the first describing the costs effectiveness and value for
money of establishing a trauma network for South Wales, West Wales and South Powys, based on
evidence from comparable systems. The second section of this chapter summarises the range of
options considered as part of the historical work undertaken to develop a preferred operational model
for achieving the stated investment objectives, offering the best value for money, based on both
qualitative and quantative analysis. This was undertaken in accordance with HM Treasury guidance.
Within the context of this, a ‘do nothing’ option was considered.

More recently, itisimportantto note that in relation, to developing the stated clinical service model,
the approach has been based largely on phasing of pre-defined quality indicators and service
specification overa period, rather than considering arange of options perse. This is mainly because
the development of quality indicators and service specification lends itself better to a phased
approach rather than an options appraisal. Furthermore, as decisions were taken in March 2018 to
proceed with the development of the network and decisions were then taken in relation to the
location of the MTC, it was not possible to considera ‘do nothing’ option moving forward.

Nonetheless, the programme has where possible, looked at options in the context of individual
business case submissions. Examples of this include considering a range of options in terms of
developing a consultant trauma team leader rota at the MTC (see Appendix 16), plastic surgical
provision at the MTC and SWOT (strength, weakness, opportunity, threat) analyses in relation the
configuration of trauma desk function and face-to-face training by the Welsh Ambulance Service.

Thus, this chapter sets outthe case based the bestavailable evidence and both current and historical
options appraisal of operational and clinical modelling.

Evidencefrom Established Trauma Systems

Major trauma networks in England have resulted in an 18% increase in the probability of surviving
trauma for the 54 million population of England. This equates to around 500 additional survivors per
year. Pre-hospital triage and transfer protocols have resulted in a significant increase in patients
treated at an MTC from 13,358 in 2011 to 26,486 in 2016. Networks have also facilitated rapid
dissemination of evidence-based practice. Independent, socioeconomic analysis has calculated the
cost effectiveness of the system at £2,500 per Quality Adjusted Life Year (QALY).

With enhancedinvestment across the trauma pathway (including rehabilitation), there is evidence of
improvementsin functional outcome, areduction in ongoing healthcare requirements and improving
ability toreturn to work. Gabbe et a/(2015) demonstrated that 10years afterintroducing the Victorian
State Trauma Service, there was a cost saving per case of $633,446 in 2010-2011 compared with 2001-
2002, owingtoincreased disability-freeyears.

Taylor et al (2012) demonstrated that Helicopter Emergency Medical Services working within the
context of a mature trauma system resultedina reductionin hospital mortality leadingto a cost per
life saved of $1,566,379 in all patients: $533,781 in patients with serious injury and $519,787 in
patients with traumatic brain injury. The cost savings are not related to just additional patients who
survive, but to all patients who survive. With improvements in rehabilitation, enhancements in
functional recovery will be seen across a wide group of patients.
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Furthermore, there are a number of studies demonstrating cost effectiveness of rehabilitation
interventions.Wood et a/(1999) demonstrated an estimated lifetime savinginthe cost of care of over
£1 million for each patient receiving neuro-rehabilitation with good functional outcome. The same
trend has been demonstrated in other studies related to the provision of neurorehabilitation.

With an estimated 14 additional lives saved across the network per year, this is likely to equate to a
cost perlife saved of approximately £17 million, with the economic benefits fromimproving functional
outcomesto be quantified as part of the benefits realisation plan.

A critical question thatthe network board has consideredis whether the establishment of the network
will be a cost effective intervention and bring value. Given the required additional investment to
improve quality of care through meeting higher standards of care, this is an important question to
consider. Thisissue can be considered through two distinct, butrelated, lenses:

e Foragiveninvestment, whatisthe likely return on thatinvestment?

e Foragiveninvestment, whatisthe value thatthe network will bring?

In demonstratingthe above, itis important to demonstrate how these elements will be measuredin
the context of major trauma.

Cost Effectiveness

In relation to the return on investment, there is consistent national and international evidence
indicating that the establishment of trauma networks is costs effective.

Durham et al (2006) evaluated the cost effectiveness of mature trauma system in Florida, and
demonstrated costs per lives saved comparable to or lower than other major public health
expenditures.

Rotondo et al(2009) demonstrated asimilar experience. Itisimportant to note that these early studies
focused onthe economicbenefit of lives saves and not necessary on the whetherthose patients that
survived had a poor functional outcome and thereforeincreased the burden of disease. However, itis
clearfrom more recent evidencethat survival does not necessarily increase the disability burden. With
enhanced investment across the trauma pathway (incl. rehabilitation), there is evidence of
improvements in functional outcome and therefore, reducing ongoing healthcare requirements and
improving abilityto return to work. Gabbe et a/(2015) demonstrated that after 10years of introducing
the Victorian State Trauma Service, there was a cost saving per case of $633,446 in 2010-2011,
compared with 2001-2002, owingtoincreased disability free years.

If the focusturns to an MTC, withina mature trauma system, theninvestmentinthe MTC in itself is
cost-effective, with evidence of a 5 to 15 fold return on investment for each patient successfully
returned to work. In terms of cost per life year saved, regionalised MTC care costs significantly less
than the provision of renal dialysis, breast cancer treatment or the percutaneous or surgical
management of coronary artery disease and is cost-effective when compared with the provision of
othermedical interventions (Mackenzie et al, 2010, Seguin et al, 1999, Zarzaur et al, 2010). Mackenzie
et al prospectively demonstrated cost effectiveness of MTC’s in the United States with a Quality
Adjusted Life Years (QALY) of $36,961 (US system costs).

Whilst mature international systems give a clear signal towards cost-effectiveness, the challenge
remains of how comparable are they with trauma systemsin the UK, which will be more similar to the
South Wales Trauma Network.Arecent UK basedstudy shedssome lighton thisissue. An NHS England
economic evaluationof regionaltrauma networks was published in 2013. Over the period of the study,
there was an increase in the number of patients surviving major trauma and QALY increased as a
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result. Italso noted that, on average, the NHS investment appearsto range between £5,241 - £5,679
per additional QALY gained. This suggests that the introduction of English trauma networks has been
cost effective, given that it is significantly under the NICE QALY threshold for cost effectiveness of
£20,000. Based onthe expectednumber of 'candidate’ majortrauma patients (2,112) across the entire
South Wales Trauma Network, the investment is significantly below the NICE QALY threshold of
£20,000 (£6,896 per additional QALY gained), comparable with otherinterventions (e.g. hip and knee
replacements). Whilst comparison with NHS England is challenging, given differences in how
healthcare iscommissioned, thereis a clearsignal that, by applying the NHS England qualityindicators
and service specification, to acomparable level of costs effectivenessin NHS Wales based on the NICE
QALY threshold could be achieved.

Itshould also be noted that, in the 7-9years that have elapsed since the English trauma networks have
been developed, there has been ongoing investment and incentivisation of the system, based on
lessons learnt. These investments have been slow to progress, but started in rehabilitation and TUs.
There have been further enhancements in standards (e.g. Orthogeriatric assessments, poly-trauma
wards). It is clear that with investment planned across the pathway for the South Wales Trauma
Network, itis predicted thattherewill be agreater gaininterms of returning survivors to higher levels
of function and this will allow them to contribute positively to the economy. Therefore, the cost
effectiveness demonstrated in England is likely to be further enhanced. There is also a range of
benefitstowiderrehabilitation services as the investments and raising of standards in rehabilitation,
driven by the establishment of the South Wales Trauma Network, will positively impactawider range
of patientsandservices.

As discussed in chapter three and based on experience of enhanced survival in NHS England,
approximately an extra 14 lives will be saved per year, over and above the current position. For the
given investment, this would equate to a cost of lives saved of approximately £17 million per year.
Thus, the service will pay for itself in terms of economic benefit. What is more challenging to
understand, is the totality of improvement in functional outcomes for all survivors with investment
across the pathway, and how this could lead to cost avoidance in longterm rehabilitation and social
care. Whilst predicting that the network will be cost effective, how this could be objectively measured
needs further consideration.

With investment across the pathway and the requisite clinicalinformatics requirements, development
of the South Wales Trauma Network presents a unique opportunity to evaluate the cost effectiveness
of the whole system and not just its component parts in isolation. The development of a research
programme, not just including TARN and TARN PROMS/PREMS data, but longer term outcomes, will
give the network an opportunity toidentify reductionsin health and social care utilisation, leading to
a broader evaluation of economic value. Material links with academic centres such as Swansea
University already exist, through the Secure Anonymised Information Linkage (SAIL) Databank, and
network opportunities with the Victorian State Trauma Service (above), present attractive
opportunities for the network. Of course, some key aspects need to be in place in order to be able
undertake along-term evaluation of any system. Firstly, astrong appetite for research, with a robust
platform for collecting high quality data, secondly, time for a stable and mature system to develop
andfinally, getting the building blocksin placeforthe system to work collaboratively and insynchrony.
These are key aims of the network and align with key investment objectives.

Value of the Network

Linked to cost effectiveness of the network, value will come from realising benefits, which form a
significant part of chapter three and has been developed further in the management case, into a
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comprehensive benefits realisation plan. Whilst it is imperative that the network focuses on the key
investment objectives of improving survival and functional outcomes, one of the areas that will be
measured are the wider system benefits. This willfocus on the enhancingand adapting of existing and
new roles within the workforce, cross health board working arrangements, the development and
deployment of highly specialised posts and natural improvements in other areas of healthcare (e.g.
spinal surgery, plastic surgical capability, and rehabilitation of non-traumatic complex neurological
problems). It is helpful that there will be a fundamental shiftin the way networks operate in Wales,
with the opportunity for othersto benefitfromthe learning that will take place duringthe lifetime of
the programme and beyond. Whilst difficult to quantify, qualitative analysis of these benefits will be
undertakento demonstrate widervalue.

Optionsin Developing the Operational Model

Development of options/recommendations for the location of the Major
Trauma Centre

Initial work

In late 2014, the NHS Wales Health Collaborative was asked by the Chief Executivesin NHS Wales to
develop aservice model foramajortrauma network for South Wales, West Wales and South Powys.

North Wales and North Powys were not included in the project. Betsi Cadwaladr University Health
Board was already part of the North West Midlands and North Wales Major Trauma Network, with
patientsin North Wales having access to the majortrauma centre in North Staffordshire. Patientsin
North Powys also benefitfrombeing part of the North West Midlands and North Wales Major Trauma
Network and access treatment and care via the trauma unit in Shrewsbury. Some patients in Powys
are also served by the Birmingham, Black Country, Hereford and Worcester Trauma Network.

A Project Board was established, supported by a Clinical Reference Group (CRG). The service model
for major trauma servicesforadults and paediatrics was developed by the CRG, inline with the NHS
England standards for major trauma, and approved by the Project Board in May 2015, with further
work on phasingundertaken more recently.

Option Appraisal

In June 2015, an option appraisal workshop, led by clinicians, was undertaken which identified the
need for a major trauma network with a major trauma centre based in the region to support the
population of South and West Wales and South Powys.

The workshop included health boards, the Welsh Ambulance Service NHS Trust (WAST) and invited
patient representatives from voluntary and charity support groups, and the Community Health
Councilswere alsoinvited to observe.

The workshop considered five options:

e Do nothing

e No majortrauma centreinthe region, but patients would access services in England (Bristol)
e One majortrauma centre for the region based at Morriston Hospital, Swansea

e One majortrauma centre for the region based at University Hospital of Wales (UHW), Cardiff

e Twossites, based at Morriston Hospital and University Hospital of Wales (UHW).
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The benefit criteriaapplied at the workshop were:

Quality & Safety

Equity

Strategic fit

Sustainability
/Future proof

Access

Total

Meets agreed clinical, quality and safety standards;
Compliance with legislation, regulations and
accreditation standards / performance; Supports
rapid adoption of best practice;
Clinical effectiveness, including:-

e Deliversimproved outcomes for patients;

e Supports R&D;

e Improves consistencyin clinical practice

Service meets potential differential impact on
protected groups. Timeliness of access to specialist
care forall patient groups / improvements in standards
for specificpatient groups

Services delivered within network of integrated care;
In line with outcomes of the South Wales Plan and
other emerging service models. Does not destabilise
otherclinical services /developments;

Availability of appropriately trained and skilled
workforce; Service provided by a workforce which is
“fitfor purpose”, re European Working Time Directive
(EWTD) and clinical training standards; Attracts and
retains an excellent workforce across all staff groups;
Delivers the critical mass required to achieve full
benefit from resources and investment; Does not
destabilise other clinical services / developments;
Provides business continuity and service contingency
inthe eventof a majorincident, etc.

Access to services is optimised. Service capacity will
meetdemandin atimely way Service will be delivered
in an appropriate environment Suitable and timely
transport for transfers between the MTC and trauma
units; Avoidabletransfers minimised.

35

10

15

25

15

100
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The participants in the workshop determined that the preferred option was a MTC on a single site
based withinthe region and supported by anumber of TUs:

Base Reverse weighting Equal Nonaverage |Non average scores Individual group scores Add 5%

option [ a. With StrategicFit| b.With Access | weightings |scores for detailed AND Groups1/3/5 | Groups2/4/6 | tooption2
Option appraisal | weighted higher |weighted highest subbenefits | equal weightings (up to maximum)|

(out of 200) (out of 200) (outof200) | (outof200) | (outof1,020) (out of 920) (out of 200) (out of 200) (out of 200)
1. Do nothing 3.2 833 450 400 1675 1800 185 093 3.
2. Single site - UHW 176.9 1694 1688 1720, 910.0) 800.0) 1713 175.7 1849
3. Single site - Morriston 1797 1768 74 1m3 05 8200 1803 179 1797
4. Dual site - UHW & Morriston 107.7 1181 133 1180 5215 5300 945 1208 107.7
5. Outsourced service 89.8 843 8.3 863 a5 410.0, 9.7 848 89.8

Full sensitivity analyses are included in Appendix 7.

The workshop did not result in a recommendation on a preferred location for the MTC. However, in
identifying the preference for a single site, Morriston Hospital, Swansea and University Hospital of
Wales (UHW), Cardiff, were assessed to be the only two hospitalsinthe region that could p otentially
meetthe criteriafor a majortrauma centre, due to the specialist nature of the service and the need
for it to be co-located with relevant specialist services. This aligns with the analysis presented the
above table.

The workshop agreed that, to support a population of approximately two million (deemed the
minimum critical mass for sustainability) the network would need to be supported by a MTC located
withinthe region. Thisruled out the option of relying on services from the Bristol MTC. The potential
foradual site solution was considered, but eliminated because the critical mass for sustainability could
not be delivered through such an arrangement.

The Independent Panel

Building onthe earlier work, an Independent Panel of specialists from across trauma and rehabilitation
services in the UK (‘the Independent Panel’) was commissioned by the Collaborative Board (Chief
Executives), on behalf of health boardsinthe region, to review theinformation and evidence available
and make a recommendation onthe preferred location of aMTC in the region.

Health boards in the region considered a formal report in January 2017. This report asked boards to
note the arrangements for the Independent Panel to consider the evidence regarding the
establishment of the proposed major trauma centre and to bring forward a recommendation of a
preferred option for publicconsultation. This was supported by all health boardsinthe region.

The Independent Panel convened in February 2017, chaired by the National Clinical Director for
Trauma to NHS England. The Independent Panel comprisedrepresentativesfrom across majortrauma
servicesinthe UK. Panelmembers wereselected based on their nationaland international reputations
as experts in trauma care and the development of trauma systems and having previously been
involved inthe development of regional majortrauma systems.

Representatives were invited to attend from health boards, Public Health Wales, the Welsh
Government, Community Health Councils (as observers), Emergency Medical Retrieval and Transfer
Service (EMRTS), Welsh Ambulance Service Trust (WAST), Welsh HealthSpecialist Services Committee
(WHSSC) and the Emergency Ambulance Services Committee (EASC).
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The Independent Panel was asked to undertake the following:

Review the service model and specification for major trauma services for adults and
paediatrics, across the region.

Considersupporting evidence from Abertawe Bro Morgannwg UHB and Cardiff and Vale UHB
for the provision of a MTC at Morriston Hospital, Swansea orthe University Hospital of Wales
(UHW), Cardiff as part of the majortrauma network forthe region

Provide anindependentview onthe two options forthe location of the MTC.

Provide a view on the phasing of any implementation requirements and priorities for
investment withina MTC.

Advise on the impact on remaining services at Morriston Hospital and UHW Hospital in the
eventtheyare not identified as the MTC.

Advise onthe preferred location of a MTC for the region.

Recommendations from the Independent Panel fora Major Trauma Network

After consideringthe evidence, the Independent Panel made the following five recommendations in
theirreport:

A major trauma network for South and West Wales and South Powys with a clinical
governance infrastructure should be quickly developed.

The adults and children’s major trauma centres should be on the same site.
The major trauma centre should be at University Hospital of Wales, Cardiff.

Morriston Hospital should become a large trauma unit and should have a lead role for the
majortrauma network.

A clearand realistictimetable for putting the trauma network in place should be set.

In making their recommendations, the panel identified three main factors that should shape the
design of a majortrauma network:

Clinical interdependencies, i.e. the services that need to be available at the location of the
MTC, as setout inthe relevant standards

Critical mass, i.e.the minimum number of people neededto make aservice, in this case major
trauma, sustainable.

Travel times: The Panel considered the geography of Wales and concluded that, with the
provision of amajortraumacentre in the region, individuals would be more likely to survive a
majortrauma, regardless of the time it takes to travel to the MTC.

The panel concluded that providing specific highly specialist services, such as neurosurgery and
paediatricneurosurgery, on the same site as the majortrauma centre was the mainfactor in deciding
where to locate the centre. It is important to have these specialist services available immediately if
you suffera majortrauma. Providing these services on the same site isa minimumrequirement.

health boards formally received a copy of the report from the Independent Panel alongside their
recommendations for consideration attheir board meetingsin September 2017. They were asked to
agree, inprinciple, tothe recommendations fromthe Independent Panel, and, indoing so, agreetoa
period of consultation on the recommendations of the Independent Panel. All health boards agreed,
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in principle, to the above recommendations of the Independent Panel as the basis for a formal
consultation.

Consultation Process

As the proposals were deemed as substantial service change, afull consultation of twelve w eeks was
required. The process was designed in accordance with the ‘Guidance on Engagement and
Consultation on Changes to Health Services’. The Collaborative Leadership Forum considered the
process, the six health boardsin the region and the six Community Health Councils. As a collaborative
process, Health Boards and Community Health Councils (CHCs) agreed that a consistent approach
should be taken by all, ensuring equality of opportunity for all populations groups regardless of
geographical location.

The consultation process took place between November 2017 and February 2018.

The outcome of the consultation was analysed and the recommendations developed as a result, i.e.
to support the recommendations of the independent panel (detailed above), were reported and
approved by the six health boardsin the region in March 2018.

Designation of Trauma Units

With clarity on the location of the Major Trauma Centre (MTC) at University Hospital Wales, a decision
was made by Network Board to commence the process for Trauma Unit (TU) designation, in orderto
inform programme-planning, preparation for delivery and ensure rapid implementation.

In May 2018, the network board requested that Health Boards complete a baseline assessment against
NHS England quality indicators for those hospitals that were being proposed as ‘candidate Trauma
Units.’ Information was provided as to which indicators neededto be met for day one and which could
follow once operational.

Following due diligence and scrutiny, recommendations for TU designation were made in November
2018 to WHSSCJoint Committee and endorsed. In respect of Hywel Dda, a period of engagement was
undertaken from June to August 2019 on TU designation, which resulted in recommendations being
reported toand supported by the health board in September 2019.

TU designation has been based on which hospitals most closely comply with the NHS England quality
indicators and service specification, and achieve alignment with health boards existing and future
plans, as follows:

Cardiff & Vale University Health Board

University Hospital Wales (UHW) - Adult and = Rationale: it is important that in addition to

PaediatricTU beingan MTC, UHW’s TU capability is considered
separate fromits MTC capability. UHW has been
chosen due to availability of onsite servicesand
specialities that are not available at Llandough
hospital.
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Swansea Bay University Health Board
Morriston Hospital — Adult and Paediatric TU
(with specialised services to be considered in
subsequent programme planning)

Aneurin Bevan University Health Board
Royal Gwent Hospital — Adultand PaediatricTU

Nevill Hall Hospital—Adult and PaediatricTU

Grange University Hospital — Adult and

PaediatricTU

Cwm Taf Morgannwg University Health Board
Prince Charles Hospital — Adult and Paediatric
TU

Princess of Wales (POW) Hospital — Adult and
PaediatricTU

Rationale: the independent panel review
indicated that Morriston Hospital would be a
large TU. The designation is in line with the
current local and regional role in providing
trauma care and in line with the emerging
clinical strategy forthe Health Board.

Rationale: Royal Gwent Hospital and Nevill Hall
Hospital will be designated TUs to cover the
interim period until the Grange University
Hospital is fully operational from April 2021, at
which point the Grange University Hospital will
become the site of asingle designated TU for the
Health Board. As such, a pragmaticapproach will
be required on how additional TU requirements
are met duringthe short interim period and this
will form part of the implementation phase of
the network development. The Health Board has
indicated thatthey will consider, in principle, the
impact on patients within the region without a
nearby TU and how this could be managed
through network protocols.

Rationale: Prince Charles Hospital is the only
potential site between South Powys and the M4
corridor. The area covered by the Health Board
is oftensites of high-speed road trafficcollisions
and majortrauma.

Rationale: in anticipation of the move the
management of POW hospital from the former
ABM UHB to Cwm Taf Morgannwg UHB from
April 2019, both outgoing and incoming Health
Boards supported the designation of POWHas a
TU.

Royal Glamorgan Hospital will be a Local Emergency Hospital forthe purposes of majortrauma.
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Hywel Dda University Health Board
Glangwilli General Hospital -
PaediatricTU

Adult and Rationale:thisisthe only hospital available with

all the requisite specialities and support services
on site. There is a longer-term plan for a single
TU within the Health Board to be developedata
new hospital on a site between St Clears and
Narberth. The designation of Glangwilli General
Hospital as the interim TU was approved in
September 2019 following a period of
engagement conducted by Hywel Dda UHB

Bronglais General Hospital and Withybush General Hospital will be rural trauma facilities for the

purposes of majortrauma.

Powys Teaching Health Board
No TU

Rationale:there are no acute hospitalsin Powys
Teaching Health Board. Trauma patients will
utilise existing patient flows into neighbouring
Health Boards and England (e.g. TU at Hereford
General Hospital). The development of Prince
Charles Hospital and Nevill Hall Hospital as TUs
will support Powys patient flows pertaining to
the management of major trauma patients. The
expansion of the EMRTS will also support this
population.

The designation of TUs will be reviewed afterthe first year of being operational and national annual

trauma peerreview.
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Commercial Case

This section of the Programme Business Case (PBC) outlines the proposed procurement requirements
in respect of the preferred way forward, as determined by the South Wales Major Trauma Network
service configuration.

Establishment costs that are not capital are all under £50,000 and will be subject to NHS Standing
Financial Instructions. All expected procurementsin 2019/20 are likely to be based on closed tenders
or three quotations. The procurement route for all equipment identified within the Cardiff and Vale
UHB case will be through existing All-Wales framework agreements.

Capital infrastructure cases for the Major trauma Centre (MTC), Hywel Dda Trauma Unit and any
requirements from Swansea Bay UHB for specialist supporting serviceswillfollow Welsh Govemment
capital investment processes agreed directly between Welsh Government and the relevant health
board.

The capital identified by the health boardsis outlined inthe table below:

Programme Capital Requirements
2019/20 | 2020/21 | 2021/22 | 2022/23 | 2023/24
£000s £000s £000s £000s £000s
MTC Cardiff & Vale (MTC Construction and Equipment) £5,426
Hywel Dda Trauma Unit (West Wales General) £1,252
Capital Total £5,426 £0 £1,252 £0 £0
The Cardiff and Value UHB capital requirementis outlined below:
Cardiff and Vale UHB Capital Requirements 2019/20
Construction Equipment Total
£000s £000s £000s
Emergency unit - Resus bay equipment costs £0 £134 £134
Extension, resus, streaming and triage bay refurbishment £436 £0 £436
Room alterations to provide additional minors capacity £150 £0 £150
Interimrefurbishment of Polytrauma Unit (PTU) 14 beds £1,109 £383 £1,492
Critical Care bed expansion —equipment only f0 £194 £194
Theatres— Capital equipmentincluding plastics f0 £1,100 £1,100
Theatres - image intensifier f0 £120 £120
Replacementscannerforemergency unit £600 £1,200 £1,800
£2,295 £3,131 £5,426

The enabling infrastructure development in Cardiff and Vale UHB will be procured via a separate
contract arrangement through Cardiff and Vale UHBand Welsh Government. The total value of these
worksis approximately £5.4m, with the largest contractelement being £1.2m. These contracts will be
awarded following procurement processes that will be managed by the procurement and capital
estates function of Cardiff and Vale UHB.

The estimated future capital requirement for the MTC theatres at the time of publication is in the

region of £20-25m. Note that thisis an integrated capital scheme whichincludes the vascular hybrid
theatres.
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Hywel Dda UHB has identified £1.25m for the developmentof a 10 bedded landing pad in Year 2
(2021/22) at Glangwili General Hospital, Carmarthen. However, it is envisaged that the Year 1
approach will be in-keeping with all other health boards, with consideration given to a dedicated
landing pad, as appropriate, following a period of evaluation of actual activity.

Risk Transfer

This section provides an assessment of how the associated risks might be apportioned between the
service and contractors. Cardiff and Vale UHB will develop a full risk-transfer matrix throughthe capital
infrastructure business cases that will be required for the final MTC business solution.

Procurement strategy

The approach to procurementis set-out above, with the acquisition of capital assets to be discharged
through existing NHS Supply Chain frameworks.

IFRIC 12/ FRS5 Accountancy Treatment

This business case describes the totality of investment required for the establishment of the South
Wales Major Trauma Network. The purchase and construction of assets within the network will be
held onthe balance sheet of each purchasing organisation.

HM Treasury Guidance.

It is recommended that Cardiff and Vale UHB take guidance from the HM Treasury relating to IFRIC
12, whichis guidance only applyingtoinfrastructure.

Because the programme will not have any ownership of assets deployed across the network there will
be no need to apply Treasury Guidance on treatment of the assets and whole life costs through this
business case. The schedule of capital equipment/schemes identified as requirements by Cardiff and
Vale UHBand Hywel Dda UHB will need to take account of the requirements of the HM Treasury rules.
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Management Case

Introduction

The management case sets out the ‘achievability’ of the programme. Its purpose, therefore, is to build
onthe preceding chapters by setting out, in more detail, the actions requiredto ensure the successful
delivery of the trauma network against the agreed investment objectives and timeline. To achieve
this, it sets out the programme management arrangements and implementation plan. It gives details
of the commissioning arrangements and considers how these will affect the organisational and clinical
governance arrangements once the networkis operational.

This chapter also sets out the current programme management arrangements, handover
arrangements to the Operational Delivery Network (ODN) and post programme assurance and
evaluation. Finally, itdescribes the arrangements for benefits realisations and risk management over
the programme timelinein detail.

Current Programme Management Arrangements
Programme Sponsorship

The NHS Wales Health Collaborative (the Collaborative) has hosted the programme for the
implementation phase, which includes programme planning and preparation for delivery. It has been
agreed that Swansea Bay University Health Board, will host the ODN, in keeping with the
recommendations of the independent panel review. The WHSSC Joint Committee confirmed this
decisionatits meetingon 26 March 2019.

Inorderforthe Collaborativeto enable healthboards to successfully deliver thisservice change, it has
takenthe following approach inthe organisation and management of the programme:

e The programme has adopted the general principles of PRINCE-2 methodology in managing the
programme’s activities and outputs and will meet the requirements of the WHC (2006): 001,
Capital Investment Manual, NHS and Treasury Guidance, and any subsequent guidance that
may be issued during the programme’s lifespan.

e The projecthas used NHS standard documentation and products, where these are available,
and has soughtto benefit from experience and best practice from other NHS programmes.

e Specialist professional and technical advisers were employed for those activities where the
necessary skills and experience were not otherwise available within the programme. The
transfer of skills and knowledge from specialist advisersto the programme teamwas achieved,
wherever possible and appropriate.

The above approach will continue to be utilised as the programme progresses. In managing the
programme, the Collaborative aims to:

e Deliverthe programme ontime.

e Ensure effective and proactive lines of accountability and responsibility for the programme
deliverables.

e Establish stakeholderinvolvement atall stages.
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12.2.2 Programme Structure and Reporting

Trauma Network Board and Overarching Structure

Following approval of the recommendations of the independent panel review by health boards, the
trauma network board was established in May 2019 and meets monthly (see Appendix 19 for terms
of reference and full membership). The Senior Responsible Officer (SRO) forthe programme is Tracy
Myhill, Chief Executive Officer, Swansea Bay University Health Board. The SRO and Dr Mark Ramsey,
Medical Director, Morriston Hospital, jointly chair the network board. The network board is made up
of senior clinical and managerial representation from all participating organisations including health
boards, WAST and EMRTS. It also has representation from WHSSC, EASC, therapies and Welsh
Government.

The network boardis responsible for:
e Establishing and delivering a programme for the development of a high quality, safe and
effectivetraumanetwork forthe population of South Wales, West Wales and South Powys.
e Providingstrategicdirectionand advice tothe programme.
e Deliveringthe programme ontime andto budget.
e Ensuringeffective and proactive lines of accountability and

e Ensuring programme deliverables, including approval of pathways, policies and procedures.

e Ensuring that decisions are taken through correct channels and that wider communication
with senior NHS managementis functional.

e Ensuring continuing commitmentto stakeholder support.
¢ Monitoringand risk management of the programme.
e Establishinguserinvolvementatall stages of the programme.

The network board is accountable to, and reports to, the WHSSC Joint Committee for the activities
outlined above. The figure below illustrates the governance arrangements of the programme:

Trauma Network
Board
|

Network Governance
Sub-committee

Major Trauma Centre
Project Board

Trauma Unit Project
Groups

Programme Business

Cases

WAST & EMRTS

Clinical Lead| Programme Manager

Clinical and non- P FrTone) Education and Quality Improvement Patient Flow and
clinical guidelines Pae.dlamc Reha_blhtatwn training working and research working Experience Work
working group working group working group group group ot
Governance Lead __ Paediatric Lead Rehabilitation Lead Education & Quality Wales Trauma
training Lead Improvement & Network

Research Lead Manager

Internal Programme Governance Structure

Within the internal governance structure, all members of the team are accountable to the Director of
the Collaborative. A programme business case team has been created, consisting of the network
clinical lead, head of planning for the Collaborative, programme manager and administrative support.
In addition, a number of working groups have been created, led by respective network leads. The
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groupsdraw upon the experience of clinicians and managers from across the region. Responsibilities
of these groupsinclude:

e Clinical and non-clinical guideline working group — development of trauma management
guidelines.

e Paediatric working group — development of paediatric specific guidelines, addressing
safeguardingissues and inputinto paediatrictraumaeducation and training.

e Rehabilitation working group —operational planning, key workforce enablers, rehabilitation
plans and advisingonthe ‘landing pad’ configuration.

e Educationandtraining working group —developing astrategy in partnership with HEIW as well
as developmentand quality assurance of products (see chapter5).

e Quality improvement and research working group — supporting improvement in TARN data
collection, as a platform for quality improvement and research initiatives. Developing metrics
for quality assurance and commissioning.

e Patientflow and experience working group — specificfocus on ‘care with treatmentcloserto
home’.

The working groups report to the monthly network governance subcommittee, chaired by the network
clinical lead (see Appendix 20). The governance subcommittee consists of the networkleads, MTC/TU
clinical leads, pre-hospital representatives, senior managers and external peer representation from
North Wales and NHS England. The purpose of the committee during the implementation phase is to
provide review and scrutiny of the work undertaken by working groups. The subcommittee is
accountable and responsible to the network board. It reports to the network board through the
network clinical lead.

MTC Programme Governance Structure

CAPITAL MANAGEMENT GROU?

Vascular and major trauma theatres project
board

UHW Core Service Infrastructure and
Sustainability Project Board

*virtual sub groups to meet as
appropriate to address key elements
of work

The MTC programme structures indicated above are operational and report to the network boardin
respect of programme delivery and, within Cardiff and Vale University Health Board, to the
Management Executive Group. The Executive Director for Planning is the SRO for the MTC
programme. The network clinical lead sits on the MTC project board.
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Health board and Pre-Hospital Programme Governance Structures

Each health board has established a trauma project group to support implementation of trauma
services within its catchment area, which reports to the network board. A member of the health
board’s executiveteam chairs the group in most cases. In order to ensure consistency of the scope of
each group, the network board supplied each health board with generic terms of reference. Each
health board has also established a rehabilitation group, feeding into the network rehabilitation
working group. Finally, a joint rehabilitation group has been established between Swansea Bay
University Health Board and Hywel Dda University Health Board to determine how a collaborative
rehabilitation model could be developed.

In relation to pre-hospital services, the governance arrangements for the Welsh Ambulance Service
NHS trust (WAST) sit within the planning directorate and for EMRTS with its clinical and operational
board. These also report to the network board. WAST has also nominated individuals to all relevant
working groups. Internally, WAST has established a major trauma project group, whichiis constituted
of all personnel who represent the organisation at the above external boards and task and finish
groups. This project group will meet monthly until the network goes live.

The network has asked all participating organisations to provide a structured written report to each
network board meeting. Each report outlines progress towards developing the service specification
and quality indicators, confirms adherence to the network implementation plan and highlights key
areas of local risk. These reports enable the network board to understand the cumulative risk and
support health boards to mitigate specificrisks.

Welsh Government Trauma Policies Group

In November 2018, a trauma policies group was established, bringing together policy leads relevant
to major trauma services and including representation from NHS capital and revenue finance teams.
The policies group meets monthly, chaired by Professor Chris Jones, Deputy Chief Medical Officer,
Welsh Government. The meetings provide a forum in which the Collaborative programme team,
WHSSC and the MTC programme team have an opportunity to present aspects of the development
with policy leads, who provide support, challenge and scrutiny. Allinformation presented at the policy
groupis discussed first at the trauma network board.

Programme Resource

In order to progress the development of the trauma network, resources were secured from Welsh
Government in order to appoint into a number of key enabling posts in December 2018. Welsh
Government has funded these posts and appointments have been made tothemon a non-recurrent
basis until the end of March 2020. Thisisreflectedinthe financial case (Chapter 9). The requirements
for ongoing resources are described within organisational requests (Chapters 5, 6, 7 & 8). The table
below provides an outline of existingappointments and additional posts, with additional posts being
funded from the resources secured through Welsh Government:

Network clinical lead —existing fixed term appointment
Critical care and trauma network manager (CCTN) —existing appointment
Project support officer—existing appointment

Collaborative Programme manager—additional post, appointed

Network lead positions (governance, paediatric, rehabilitation, training
and education, qualityimprovement and research) —additional posts, all
appointed
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Programme director—additional post, appointed
Clinical lead and deputy clinical lead
MTC HR support— additional post
General manager
Administrator
Programme manager and project support officer —SBUHB and HDUHB,
additional posts

Programme manager and project support officer— CTMHB, ABUHB and
All other Health PTHB, additional posts

Boards/WAST
health board clinical leads (2 for CTMUH), additional posts, partially
appointed
WAST planning officer, additional post, appointed
Planninglead —additional post, appointed
WHSSC

Finance lead —additional post

Inaddition tothe above programme, resource was secured for earlydeliverables in relation to training
and education, specifically in relation to surgical skills training. Thisis outlined in Chapter 5.

12.3 Commissioning Arrangements
At the September 2018 meeting of the WHSSC Joint Committee, members agreed the scope of the
commissioning framework for Major Trauma (MT) which can be summarised as:
e An Operational Delivery Network (ODN) to be established to oversee the delivery of trauma

servicestothe population of South Wales, West Wales and South Powys.

e The ODN and Major Trauma Centre at University Hospital of Wales will be commissioned by
the Welsh Health Specialised Services Committee.

e Emergency Ambulance Services Committee (EASC) will commission WAST and the EMRTS.
e Healthboards will be responsibleforlocal commissioning.

e Existingtraumacommissioningarrangements for Betsi Cadwaladr University Health Board will
be retained.

The commissioning responsibilities for the major trauma functions held by NHS organisations within
the networkisillustratedinthe diagram overleaf.
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As illustrated above, the health boards retain the commissioning responsibility for the Trauma Units.

Under this model, the performance management arrangements would mirror those of services
currently commissioned by the two Joint Committees of WHSSC and EASC respectively (see below).

Commissioning Responsibility for Pre-hospital Services

The Emergency Ambulance Services Committee (EASC) commissions WAST and the EMRTS. EASC
includes the National Collaborative Commissioning Unit as one its functions. EASC consists of a joint
committee thatacts on behalf of all health boards in undertakingitsfunction.

Ambulance commissioninginWalesis a collaborative process, underpinned by a national collaborative
commissioning quality and delivery framework. All seven health boards have signed up to the
framework. Emergency ambulance services in Wales are provided by a single national organisation,
WAST.

The framework putsin place astructure thatis clearand directly aligned to the delivery of better care.
The framework introduces clear accountability forthe provision of emergency ambulance services and
seesthe Chief Ambulance Services Commissioner (CASC) and EASC acting on behalf of health boards
and holding WAST to account as the provider of emergency ambulance services.

The Emergency Ambulance Services Committee (“Joint Committee”) is made up of the chief
executives of the seven health boards, Chief Ambulance Service Commissioner (CASC) and an
independent chair, both appointed ministerially.

The seven health boardsin Wales are required underlegislation to work jointly to exercise functions
relating to the planning and securing of emergency ambulance services. The CASC exercises these
duties on behalfof theJoint Committee. EASC supportsthe commissioningintentions and the financial
enveloperequired toimprove and deliverambulance services across Wales.

The National Collaborative Commissioning Unit (NCCU) is responsibleto the CASCforthe delivery of
services to EASC. This entails ensuring that safe, effective and timely services are delivered. It also
includes the creation, development, operation, refresh and evaluation of National Collaborative
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Commissioning: Quality & Delivery Frameworks for ambulance services within NHS Wales covering
Emergency Ambulance Services, Non-Emergency Ambulance Services and Emergency Medical
Retrieval Transport Services.

EASC Governance Framework

Quality, Standards and Patient and Staff Safety

‘ HEALTH BOARDS |
Emergency Ambulance Services
Joint Committee

Planning, Joint Emergency Non Emergency Cwm Taf UHB
Development & Management Medical Retrieval Patient Transport Quality, Safety &
Evaluation Group Assurance Group and Transfer Service Risk Committee

(PDEG) (IMAG) Service Delivery

Delivery Assurance Group
Assurance Group

Juawabeuely 3siy |e1UD pue Nesedio)

N

12.3.2 Local Health Board Commissioning Responsibility

Each health board will retain the commissioning responsibility for its local trauma services.

The following hospitals were approved as adult and paediatric TUs, following a recommendation by
WHSSC Joint Committee and health boards:

UHW, Cardiff—TU function forits own population.
Morriston Hospital, Swansea—TU with specialist services

Royal Gwent Hospital, Newport and Nevill Hall Hospital, Abergavenny (period until the Grange
University Hospital is fully operational from April 2021, at which pointthe Grange University
Hospital willbecome thesite of asingle designated TUfor the AneurinBevan University Health
Board)

Prince Charles Hospital, Merthyr Tydfil and Princess of Wales Hospital, Bridgend.

Glangwili General Hospital

Royal Glamorgan Hospital, Llantrisant, will be a local emergency hospital (LEH) within the network
structure

Bronglais General Hospital, Aberystwyth and Withybush General Hospital, Have rfordwest will be rural
trauma facilities for the purposes of majortrauma.

The commissioning arrangements for the Major Trauma Centre at UHW and the Trauma Unit at
Morriston Hospital are complex, as within both of these hospitals there are specialised services,
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commissioned by WHSSC on behalf of health boards, and non-specialised services, directly
commissioned by the health boards. Thisisillustrated in the tables below.

Commissioning Responsibilities for Acute Phase

Acute phase (continuum into ongoing care and reconstruction)
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12.3.3 Commissioning of the Operational Delivery Network

The ODN team hosted by Swansea Bay UHB will be commissioned by WHSSC through an agreed SLA,
and underpinned by quality and performance indicators. Managerial/executive responsibility is
provided by the chief executive of the host organisation.
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12.34

Each organisation participating in the trauma network will discharge its clinical and managerial
responsibilities within its own organisational structures.

In addition, the ODN will be performance managed and benchmarked through national peer review
and TARN submissions(TARN submission is mandatory for all Health Boards underthe annual national
clinical auditand outcome review annual plan).

WHSSC Organisational Structure

The WHSSC Joint Committee, whose membership is made up of an independent chair, independent
members, the seven Health Board Chief Executives and other officers, has overall responsibility for
the joint planning of specialised services and financial performance of WHSSC on behalf of health
boards. Requests forapproval of decisions at Joint Committee level are often informed by the WHSSC
Management Group, which is made up of commissioners and finance representatives from each
health board and provides a scrutiny and assurance function to items such as performance reports
and business cases requesting funding.

Internally, the WHSSC Corporate Directors Board meets monthly to monitor performance and assess
cases before progressing to Management Group and/or Joint Committee.

Beneath this, the WHSSC planning function is delivered through a speciality-based model of
commissioning teams with representatives from planning, finance, quality and medical
representatives. A major trauma commissioningteam has been established and will work alongside
the other commissioning teams, which include neurosciences, cardiac and the renal network, which
isa commissioning network hosted by WHSSC.

The diagram below illustrates the WHSSC decision making process.

[

Commissioning Framework

Service
Specification

Quality
Framework

Performance
Framework

-

WHSSC Corporate Directors
Group

-

WHSSC Management Group

-

WHSSC Joint Committee
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The Joint Committee is established as a Statutory Sub Committee of each of the healthboard in Wales.
It is led by an Independent Chair, appointed by the Minister for Health and Social Services, and
membership is made up of three Independent Members, one of whom is the Vice Chair, the chief
executives of the Local Health Boards, Associate Members and a number of Officers.

Whilstthe Joint Committee acts on behalf of the seven healthboards in undertakingits functions, the
responsibility of individual health boards for their residents remains and they are therefore
accountable tocitizensand otherstakeholders forthe provision of specialised and tertiary services.

12.3.5

Roles and Responsibilities of Commissioners

The table below sets out the roles for WHSSC, EASC, and the Major Trauma Network in developing
and implementing the core elements of the commissioning framework.

WHSSC

Scrutinising and approving
the business cases forthe
Major Trauma Centre

Commissioning

Scrutinising business cases
for Trauma Units and
rehabilitation services, to
ensure alignment with
MTC and Network —
providing advice tothe
commissioning health
boards

Monitoring the quality and
performance framework
for the MTC, TU, Network

and Rehabilitation Services

Clarifyingand developing
the role of Morriston
Hospital as a large trauma
unitand provider of
national and regional
specialised services

Developing financial
framework

Developing contracting
framework across the
network

Developing commissioning
policies and future service
specifications forthe MTC,
TUs, and the Network

EASC

Scrutinisingand approving
the business cases for
WAST and EMRTSs

Performance
monitoring/management
of WASTand EMRTs

Trauma Network
Supporting the
development of business
cases for the Major
Trauma Centre, WAST and
EMRTs

Supporting the
implementation and
monitoring of the quality
and performance
framework

Ensuring compliance with
the commissioning policies
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and service specifications
across the Network

Operational and Approving the operational Developing the operational

Governance and governance structure and governance structure
for the wider network for the networkand
including the TUs Boards Trauma Unit Boards

Approvingthe designation

criteriaforTUs Designating of TUs
Delivery Scrutinisingand approving = Workingin partnership Developing the pathways
(throughthe WHSSC Joint = with WHSSC to scrutinise for:
Committeein partnership | and approve (as e Pre-hospital
with EASC) the pathways appropriate) the pathways assessment
for: for: e Acute trauma care
e Pre-hospital e Pre-hospital e Acute rehabilitation
assessment assessment e Rehabilitation and re-
e Acute trauma care e Acutetrauma care ablement
e Acute rehabilitation e Acute rehabilitation
e Rehabilitationandre- e Rehabilitationandre-
ablement ablement

12.3.6 Contracting Framework

As part of the commissioning framework, WHSSC will develop a contracting framework forthe MTC,
with health boards retaining the responsibilityfor developing their own contracting arrangements for
the Trauma Units.

WHSSC isresponsible forimplementing the contracting framework for both the MTC and the trauma
ODN. Thisframework will ensure that health boards appropriately contribute to the cost of the MTC
andthe trauma ODN and that there is appropriate ‘risk sharing’ between health board commissioners
and the providers for the operating costs of the MTC which will include adjustment for variation in
performance and cost of delivery.

The WHSSC Finance sub group, made up of representatives from the seven healthboards, considered
options for contracting the MTC and agreed that a block contract with variations would be the
preferred methodinthe formativeyears of the MTC.

This option seesan agreed block fee to coverthe availability of the service, varied by agree d rebates
for under-performanceand/orany service unavailability or cases declined.

Once there is more certainty around staff appointment profiles, which are the most significant
component of MTC costs, and clear outcomes from submission of data including through TARN, the
preference of commissioners is to move to a cost and volume contract that would initially be tested
inshadow form. The fixed componentwould be designed to recognise the importance of availability
of key service inputs. The variable componentwould ensure amethod that adapts the payments by
commissioners to account for actual cost of delivery and performance level variation.

In both phases of implementation of the contracting framework, there will have to be clear

information availableto commissioners detailing actual staffing levels. Failuretorecruit orretain staff
at fundedlevels would trigger an appropriate financial adjustment.
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12.3.7 WHSSC Quality and Performance Monitoring

Commissioning teams are responsible for developing service specifications and policies that guide
individual services and outline the key performance and quality indicators and standards that the
service isexpectedtoadhereto. WHSSCisresponsible for the service specifications for both the MTC
and the ODN.

Service specifications are importantin clearly defining the core requirements that WHSSC expects to
be inplace for providers to offerevidence-based, safe and effective services and importantly ensure
equitable access to services for Welsh patients. They describe the service to be provided, and the
quality of service that WHSSC expects to be delivered. The specification alsosets out the way in which
the quality of the service will be measured, and how it will be monitored by WHSSC.

The consultation on the Major Trauma Network was informed by the NHS England Outcome
Measures, with the assumption that these will be adopted upon implementation. These outcome
measures are based upon the NHS England Service Specification which was developed by the NHS
England Clinical Reference Group for Major Trauma.

Joint Committee, followingthe advice of the Major Trauma Network Board, has agreed to developa
service specification and outcome measures that are appropriate for NHS Wales but informed by the
NHS England Outcome Measures.

The development of the service specification and outcome measures will be undertaken through the
established WHSSC processes, using the policy and service specification consultation process, the
WHSSC Management Group scrutiny process, and approval through the Joint Committee.

The WHSSC Major Trauma Commissioning team will work with the ODN to establish regular
performance meetingsand monitoring returns so that the network and MTC performance against
these specifications can be monitored and shared as part of the monthly performance reports to
Management Group and quarterly performance reports to Joint Committee.

175



124
1241

Major Trauma QPS Reporting Process

Joint Committee

WHSSC QPS
Committee

WHSSC Major
Major Trauma Trauma
Network Board Commissioning
Team

Major Trauma
Network

WHSSC will work closelywith Swansea Bay University Health Board (SBUHB) as the host of the trauma
ODN, to ensure that major trauma is a standing item on the regular executive -led meetings that it
holds with SBUHB to discuss quality, finance and performance issues.

Implementationand Mobilisation
Implementation Planning Activity

The independent panelrecommended that a trauma network with a clinical governance infrastructure
should be quickly developed, and thata clearand realistictimetable should be putin place to ensure
it was established. In the Autumn of 2018, the network board developed animplementation plan.

There are multiple component parts to the Trauma Network and as part of the implementation and
preparation for go live, tranches of funding have been released in order that recruitment can take
place for MTC capability to be in place before the triage tool is made live. Itisthe triage tool that will
determine which patients should go to the MTC and so until the system is ready, the tool remains
inactive.

The ambition is for the network to go live on the 1st April 2020. However, final confirmation of this
will be determined through the structure set out belowand then agreed and signed offin conjunction
with the lead commissioner by the implementation board.
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12.4.2

12.4.3

Implementation Structure and Management Arrangements

Asthe network moves fromits planning phasetoimplementationand operational delivery, hosting of
the network will shift from the Collaborative to SBUHB. Draft implementation arrangements are
illustrated below:

A robust and methodological programme arrangement will continue to be applied but the roles and
representation acrossthe programme will need to be amended as the focus moves from planningto
execution.

The organisational structure forimplementation is shown below:

South Wales Trauma Network
Implementation Board

Clinical Reference Group
(Comprising Leads for—Education
& Training; Informatics, South Wales Trauma Network

Governance, Research & Programme Management Team
Innovation, Paediatric Trauma,
Traumainolderpeople)

Workforce Implementation Group Qualityand Governance Service Operations Implementatio

Implementation Group Group

Populating the Structure

The personnel involved in supporting and delivering implementation need to be balanced between
seniority, service operational representation and ensuringall participating organisations are equitably
represented.

Nominated Membership for Implementation

Implementation Board:

Meeting Frequency: 6 weekly
Chair: Tracy Myhill, Chief Executive SBUHB

Membership: One executive memberrepresenting each of the following:

e WHSSC
e EASC
e EMRTS

e AneurinBevan UHB
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12.4.4

Cardiffand Vale UHB

Cwm Taf Morgannwg UHB

Swansea Bay UHB

Powys THB

Hywel Dda UHB

Welsh Ambulance Services NHS Trust
Network Manager

Programme Manager

National Clinical Lead

Programme Team:

Frequency: Monthly

Chair: Network Manager

Programme Manager

5 x sub group managerial leads

5 x clinical leads (incl. Network clinical lead)

Each Subgroup:

Frequency: Monthly

1 x clinical chair

1 x managerial lead (deputy chair)

1 xrep from each of the six health boards and WAST

Programme Manager

Each participating organisation will be asked toidentify up tofive representatives, in orderto ensure

each sub group isappropriately representative of the system.

Critical Path

Followingagreement of the indicative timeline, the network board set out a critical path inrelation to
the development of the programme business case and associated health board business case
information.

The current implementation plan has been further developed and is in keeping with detailed

implementation plans for the different elements.

For trauma units, these will be developed as part of the next phase of implementation, based on the
overarchingprinciples.

The timeline forapproval of the Programme Business Case isoutlined below:
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Final review / scrutiny of draft PBC in readiness Executive Strate
for reporting to Network Board; engage with Grou % 11411012019
HB/WAST reps as required P
Sign-off final PBC and draft IMTP content;
prepare for combined HB/WAST Board Briefing Trauma Network Board|21/10/2019
Progress update and briefing on arrangements | Collaborative Executive 29/10/2019
for HB/WAST Board Briefing Group
Brief on the content of the PBC, service phasing, Combined Health
quality, cost, risks, mitigations, in preparation for | Board / WAST Board (23/10/2019

Approval Timeline

formal receipt at Board Meetings in November.

Briefing

Final review of PBC / preparation for reporting to
Boards / Welsh Government

Executive Strategy
Group

w/c 28/10/2019

Welsh government Scrutiny

Welsh Government

WI/C 21/10/2019 and
WI/C 28/10/2019

Gateway 3 Review

Programme Team

28/10/2019

Briefing for CHC

Programme Team

w/c 04/11/2019

Receive final PBC / preparation for Board
meetings / internal briefings within Health Boards
/ WAST

Health Board/WAST -
Executive / internal
governance meetings

w/c 04/11/2019 and w/c
11/11/2019

Papers issued by Health Boards / WAST for
Board meetings

Health Board/WAST
Board meetings

w/c 18/11/2019

Health Boards / WAST to receive PBC for
approval and draft IMTP sections for approval

Health Board/WAST
Board meetings

w/c 25/11/2019

Special meeting to agree commissioning for pre
hospital component of PBC

EASC (Note - consider
joint meeting for EASC
and WHSSC JC)

wic 02/12/2019 or
09/12/2019

Special meeting to agree commissioning for
MTC, specialised services and ODN

WHSSC Joint
Committee

wic 02/12/2019 or
09/12/2019
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The current implementation plan for the South Wales Major Trauma Network:
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Programme
ODN Governance arrangements finalised

ODN Management Team in place and infrastructure SBUHB
established
ODN operational policy developed Programme

Patient Flow - 'care with treatment closer to home' policy Programme / ODN

approved
. - - Programme / ODN
ODN Clinical and non clinical policies produced and approved
Programme / ODN
Paediatric policies and pathways produced and approved
Programme / ODN
Training and Education for go live
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Rehabilitation including prescription approved and directory
N Programme / ODN
of services ready
Clinical informatics requirements ready Programme / ODN
QI, audit and research - all HBs completed TARN dataset
(backdated 1 year from go live) and all Health Boards Health Boards
completing respective dashboards.
MTC readiness visit
TU readiness visits
Pre-hospital readiness visit
Senior Paramedic - Trauma Desk Begin Employment WAST
Pre-hospital E Learning go live WAST
Al staff trained and E learning training completed WAST

Recruitment of key enabling posts in order to meet Day1

service specification and quality indicators

Identified ‘landing pad’ for repatriating patients within
existing infrastructure

Trauma Units with Agree internal organisational governance structure

specialist services ie Implement network policies and pathways

Morriston Hospital Training and education to reach to Day 1 requirements

Recruitment of additional plastic surgical staff to support
MTC (Consultants and Middle Grades)

Phased implementation of South West Wales spinal service
model in year 1 and 2

Recruitment of key enabling posts in order to meet Dayl
service specification and quality indicators.

Identified ‘landing pad’ for repatriating patients within
existing infrastructure

All other Trauma Units  [Agree internal organisational governance structure

Implement network policies and pathways

Training and education to reach to Day 1 requirements
Operational arrangements in HDUHB with rural trauma
facilities
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12.45 Summary of Critical Enablers for ‘Go Live’

Chapter5 provides details of the minimum requirements that need to be completed and/orin place
before the ODN can become operational. These are summarised ata high level belowand will inform
the assurance process undertaken by the programme team and the collation of a detailed cross-
organisational implementation plan. This will also assist with understanding the cumulative
programme risk.

Transition and handover of ODN to SBUHB
Agree organisational governancestructure and role of ODN
ODN managementteam
ODN Day 1 requirementsforthe following undertaken and/orin place:

e Service specification and quality indicators (see chapter5)
e Clinical informatics requirements (see chapter5)
e Trainingand education products (see chapter5)

WHSSC contracting arrangements
Commissioners
Quality assurance framework

24/7 EMRTS in South Wales (phase 1 development)

Trauma desk capability (covering peak hours of activity)
Pre-hospital Pre-hospitaltriage tool and ‘silver traumatriage’ tool

Online training on triage tool

Resource availability for additionalambulance journeys

Interim additionalinfrastructure requirements (emergency unit, poly-
trauma ward, theatre capacity and critical care)

Recruitment of key enabling postsin orderto meet Day 1 service
specification and quality indicators (see chapter 7)

MTC (UHW) Agree internal organisational governance structure

Implement network policies and pathways

Clinical informatics requirements

Trainingand education toreach to Day 1 requirements
Recruitment of key enabling postsin orderto meet Day 1 service

specification and quality indicators (see chapter 8)

Identified ‘landing pad’ for repatriating patients within existing
TU with specialist = infrastructure
services (Morriston

" Agree internal organisational governance structure
Hospital)

Implement network policies and pathways
Clinical informatics requirements

Trainingand educationtoreach to Day 1 requirements
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125

126
126.1

Recruitment of additional plastic surgical staff to support MTC

(Phased implementation of spinal and orthoplasticmodelinyear1and
2)

Recruitment of key enabling postsin orderto meet Dayl service
specification and quality indicators (see chapter 8)

Identified ‘landing pad’ for repatriating patients within existing
infrastructure

All other TUs Agree internal orgamsatlonalgovernance structure

Implement network policies and pathways
Clinical informatics requirements
Trainingand education toreach to Day 1 requirements

Operational arrangements in HDUHB with rural trauma facilities

MTC/Health Board TUs/Pre-Hospital Readinessfor Go Live

All quality assurance processes should include a mechanismto gather qualitative data from services
to supportidentification of unforeseen issuesas wellas to ensure that all staff from frontline through
tosenior managementfeel supported by the programme team inimplementing the required changes.
The process will also afford TU teams an opportunity to ask questions and seek clarification directly
fromclinical and managerial leads workingin oron behalf of the programme team.

Itis proposedthat unitreadinessvisitsare conducted as a collaborative exercise to enable individual
health boards to receive constructive feedback on their state of readiness. This will enable the
programme teamto betterunderstand eachlocal service and specificissues, aswell as being able to
identify network wideissues that need resolution orescalation.

Consideration of the terms of reference for such visits will be needed. Itis proposed that structuring
visits around the patient pathway will provide a practical way of tangibly assessing local readiness.
There should be enough time and space to enable free discussion of local issues and risks and how
they might be resolved or mitigated.

Post Go Live: Operationsand Governance
Challenges of Designing the Organisational Structure

There are a number of key challenges for the ODN in relation to the above organisational structure
that the network board will need resolve before it transitions into an ODN board, and prior to the
network becoming operational. The network governance subcommittee has explored these. A
number of hypothetical scenarios that could arise help toillustrate the challenges and the role of the
ODN board within the proposed organisational structure. These reflect challenges to the system
raised through the process of peerand programme assurance reviews:

MTC acceptance variation

The ODN isalerted toan issue of significant variation of acceptance of patients from scene to the
MTC, despite the presence of an automaticacceptance policy. The issue has been raised by the
ambulance service. Ondiscussion with MTC colleagues, itis suggested that the quality of the
information conveyed tothe MTC on passinga pre-alertisthe cause of the problem. Despitesome
intervention by the ODN to improve the situation, the issues persist. The ODN escalates the issue
to the respective commissioning bodies, but no single entity can confirm responsibility. The ODN is
left with noinfluenceoverthe problem and the issue remains unresolved.




Urgent transfer to the MTC

A TU contacts the ODN stating that a 45 year old male with an isolated pelvic fracture has been
waiting four days foran urgent transfertothe MTC. The standard states that the patient should have
been transferred within two calendar days. Despite the patient being accepted for transfer, bed
capacityin the MTC appears to be constrained due to significant winter pressures in the unscheduled
care system. The ODN tries to contact the Chief Operating Officer in the MTC on behalf of the TU,
but the issue remains unresolved.

Delay in transfers of care

The MTC manager contacts the ODN stating that over the last two months they have had several
delayed discharges of care to one particular TU. Currently, five patients at the MTC have been
waiting in excess of two weeks for transfer from the time of completion of specialist care. This is
causing considerable pressure on beds for new patients at the MTC. Despite the presence of an
automatic repatriation policy agreed by all health boards, patient flow is becoming an increasing
problem. The ODN discusses the issue with the Chief Operating Officer in the TU and learns that
there are no appropriate bedsavailableand, as such, the hospitalis nolonger able to accept patients
back to their ‘landing pad.’ The ODN discusses the issue with WHSSC, but as commissionin g of beds
in the TU falls outside their remit they are unable to help, despite trying to intervene. The ODN is
unable to resolve the issue and the problem continues, with a detrimental impact on patients and
theirfamilies.

Pre-hospital trauma triage

A lack of adherence to the triage tool in a region has led to a concern from the MTC to the ODN.
Despite several educational interventions, the problem persists. The reasons seem to be
multifactorial, due to the inappropriate triage by ambulance personnel and advice given by the
nearby TU. This is affecting patients, who are subject to delayed transfer to the MTC. The ODN
attemptsto investigate the issue through facilitation, but both the ambulance service and TU deny
that they are the cause. In the proposed structure, whilst the ODN gives a view on the issues and
developsanaction plan, this advice isnot followed. Giventhe commissioning arrangements in place,
no single entity can confirm responsibility. The ODN has no further influence on the matter.
Subsequently there is a serious adverse incident, which could have been prevented had the ODN
been able to ensure practice changed.
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12.6.2

Community rehabilitation and ongoing care

Despite the placement of rehabilitation coordinators and therapists in a TU as part of the network
development, the MTC makes the ODN aware of several patients who have returned from the MTC
to the community with ongoing rehabilitation needs that have received no community
rehabilitation. On further assessment, it appears that the TU’s resources put in place for major
trauma are mostly used for other patients groups (e.g. isolated neck of femur fractures, strokes).
The ODN discusses the issue with the directorate manager in the TU, but does not manage to
convince the manager that the position should change. Furthermore, adherence to TARN
PROMS/PREMS is limited. Despite making suggestions to improve the situation, the ODN has no
influence overthe outcome and the problems continue.

TARN case completeness and quality

Despite resourcing a full time TARN coordinator, case ascertainment and accreditationin a TU
remains poor. TARN informs the ODN that the TU is an outlier for mortality and would like to
understand if thisisanissue of data completeness. Despite several requestsforfurtherinformation
from the TU, TARN has not managed to make progress. WHSSC are concerned that this may be
affecting MTC performance, but are unable to help, as this falls outside their remit of specialist
commissioning. The ODN approachesthe TUto find that the TARN coordinatorisused to undertake
other audits in the clinical audit department and therefore is only available two days a week for
TARN. On suggesting that the TARN coordinator is full time on TARN data collection, the TU state
that this is not possible. The problem continues and the ODN has no way of determining the
performance of the TU.

The above scenarios are hypothetical and not exhaustive but represent a sample of issues that are
likely to arise, with an impact on the effectiveness of the network and on trauma patients. They
provide a compelling case for optimising organisational structure from the outset. From these
scenarios, the following themes have emerged:

e Complex commissioning arrangements with multiple commissioning bodies involved, risking
a lack of accountability across the pathway. There is a disconnect between these and the
ability to visualisethe entire patient pathway.

e The ineffectiveness of the trauma ODN board acting solelyin a facilitative/advisory capacity
in relation to clinical and operational governance issues. An inability to be effective at
maintaining ‘operational delivery’, given the complexity of commissioni ng arrangementsand
multiple providers.

The design mustrecognise the system of incentivisation and internal market forces does not existin
NHS Wales. It has also been confirmed thatincentivisation and internal market forces will not be
utilised as part of the commissioning framework of the trauma network.

Overview of Structure

The organisational governance structure must ensure clear lines of accountability and responsibility
across the pathwayin order to achieve the best possible outcomes and experien ce for patients. This
should align with the network’s mission statement of ‘saving lives, improving outcomes, making a
difference.’

The arrangements must create an environmentin which all components of governance are delivered
openly and transparently. In addition, all providers must contribute equally and positively to the
governance activities of the network.
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Whilst some aspects of the organisational governance arrangements are clear, others presentalevel
of complexity, which will challenge the effectiveness of the network to deliver as a whole and across
the trauma pathway. The following outlines the current position with respect to organisational
governance:

Three commissioning bodies:

e  WHSSC- principal commissioning body, commissioningand performance managementof the
ODN, MTC and otherspecialist services supporting the MTC.

e EASC-commission and performance manage WAST and EMRTS.
e LHB Commissioner—commission and performance manage health boards.

Mechanisms will need to be in place to ensure accountability across the pathway. Following
consideration of the scale of the challenge for operations in a live scenario, the need to embed the
network within a robust structure that is owned at an executive level, the following arrangements
have been derived. Theyreflecttheviewsof the networkboard and service partners. They also reflect
similararrangements for managing traumanetworksinthe UKand beyond.

The network clinical governance structure will consist of the following boards/groups. This structure
has been based on comparable networks in England and Scotland. Full details will be included in the
network operational policy.

e Trauma Network Delivery Assurance Group (DAG) - top level systemoversight and ownership,
meets bimonthly in first year and quarterly thereafter. Chaired by WHSSC or independent
member, accountable through WHSSC Joint Committee.

e Trauma Network Clinical & Operations Board (COB) - operational delivery, and responsible for
ensuring timely escalation, management and resolution of operational issues. Meets
monthly, chaired by a lead Chief Operating Officer. Will have a performance management
function and maintain operationalauthority.

These two key groups will ensure delivery against the commissioning framework, the escalation of
issues, learning and achievements into the seniorleadership structure of the NHS. These groups are
supported by the following core groups, through which the COB and DAG can discharge and
commissiontheirresponsibilities.

e Network Governance Group
e Network Workforce Group
e NetworkInformatics Group

These Groups will oversee, supportand receive outputs from anumber of workstreams.

e Networkworkstreams:
o Clinical and non-clinical policies.
o Paediatrics.
o Educationand training(in partnership with HEIW).
o Rehabilitation.
o Qualityimprovement, innovation and research.
o Traumainolderpeople.

o Injuryprevention.
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e Weeklyteleconference between ODN and MTC clinical and operational management team.

e Monthly network teleconferences with ODN and network clinical and operational
management teams.

Swansea Bay UHB will host the ODN. Swansea Bay will provide all organisational supporting
arrangements and so the ODN will escalate, through Swansea Bay UHB, matters which pertain to
enabling or support functions for the delivery of the network. These include (butare not restricted
to):

e HRand workforce

e Financial and procurement

e Projectand programme management

e Healthand safety

e Statutory and mandatory training for ODN staff

e Riskand incident management

e Planningand managerial support

The ODN is, through the Delivery Assurance Group, accountable to WHSSC Joint Committee and the
DAG will escalate directly to Joint Committee through the WHSSC structure, matters that pertainto
commissioning and service delivery, planning and performance or any wider system related issues
(e.g. patient flow, workforce risks and issues, approval for servicechange).

ODN Operating Structure:

Major Trauma Delivery Assurance Group

Key ODN Workstreams =
o Clinical & non-clinical policies
¢ Paediatrics Trauma DDN Clinical Operations
0 Education & training (in part- Board

nership with HEIW
¢ Rehabilitation
Ql, Innov ation and Research

<

¢ Injury Prevention

~

Governance Group Workforce Group Informatics Group
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12.6.3

12.6.4

12.6.5

Trauma Network Delivery Assurance Group (DAG)

The trauma network DAG will meet bimonthlyinthe first yearand then quarterly thereafter and be
accountable forand oversee the delivery of whole patient pathway on behalfof the relevant
commissioning bodies. The board will be responsiblefor ensuring effective clinical pathways of care
between all providersinthe network. Indoingso, it will receivereports fromthe network Clinical
Operations Board and Governance Group. The board will approve all work undertaken by providers
and network working groups, pertainingto clinical governance.

Furthermore, inaligning with the NHS England service specification and quality indicators, the board
takesits steerfromthe NHS England clinical reference group (CRG), a national forum of experts on
trauma care. Presently, Walesis notrepresented on the national CRGand it isan importantstep for
the programme to seek representation.

Trauma Network Clinical Operations Board

The trauma network COB will meet monthly and oversee operational delivery of the whole pathway.
It will actively manage performanceand operational matters, being responsible forthe development
of the necessary plans and strategiesto ensure ongoing sustainable service delivery. It will ensure
that the schedule of business cases identified in this programme business case are delivered. It will
oversee the closure and post programme evaluation and benefits realisation plan, as wellas being
responsible for developing the workforce and facilitating the development of network wide roles
and ways of working.

Network Governance Group

The network governance group will meet quarterly after the adult and paediatricclinical quality
review meeting. The group will review themes emerging fromall reporting into the network
structure (including risk management). It will generate lessons and recommendations to share
across the network and check thatthese are completed. It will also provide review and challengeto
all work undertaken by providers and network working groups, priorto approval by the COB. Finally,
the group will review governance issues pertaining to the Veterans Trauma Network.

The following list outlines minimum reporting criteriato the network governance group (this listis
not exhaustive and providers will be encouraged to report any issues pertaining to clinical
governance):

e Allcasesdiscussedin provider Morbidity and Mortality (M&M) meetings.

e Allunexpected survivors and unexpected deaths.

e Allcaseswhere acomplaintor concernisraised within aprovider organisation.
o Allcasesdiscussedinadultand paediatricclinical quality reviews.

e All clinical incidents and serious adverse incidents raised by providers (minimum criteria set
through network central incident reporting usingthe DATIX incident reporting system). These
will still be reported through health board governance processes.

e TARN MTC and TU dashboards (incl. TARN PROMS/PREMS).
e Specificoperational dataimpactingon clinical effectiveness and patient safety.

e The number and proportion of patients transferred directly to MTC, including cases of
significantunder-and over-triagein a pre-hospital setting.
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12.6.6

12.6.7

12.6.8

e The number and proportion of patients that have an acute secondary transfer (within 12
hours) froma TU to MTC.

e The proportion of urgenttransfers that occur withintwo calendar days.

e The numberof patients with ISS 215 managed definitively within a TU and details of outliers.
e The numberof patients where repatriation from MTC exceeds 48 hours from referral.

e Feedback of othernetworks relevantto majortrauma (e.g. critical care)

e Peerreview—the ODN has confirmed its intention to participate in the NHS England annual
trauma peerreview outlined below.

The frequency will be defined in the network operational policy, linked with the network informatics
procedures.

The following outlines the outputs of the network governance sub-committee:

e Quarterly network report for network board and commissioning bodies. (Including
performance and quality reviews)

e Annualinternal and externalfacing network report.

e Quarterlylessonslearntbulletin from themed reviews, incidentand serious adverse incident
reporting shared with all providers.

e Urgentclinical and operational alerts (including changes in pathways and polices).
e Annual peerreview report.
e Annual MTN conference.
e Annual performance and quality reviews with commissioners.
Adult and Paediatric Clinical Quality Review Meetings

These quarterly meetings aimto provide an open forumforsharing and discussion of clinical cases
amongst multidisciplinary health care professionals who have been involved or wish to attend and
learn. They willimmediately precedethe network governance group meeting. Specificthemed
criteriawill be developed, butany providerinthe patient’s journey with concerns or questions (from
the point of injury to rehabilitation and/or discharge) will be able to highlight cases for discussion.

These meetings will generate outcomes requiringinput from the MTC and TU governance structures
and network working groups, which will be agreed through the network governance group.

The ODN will also provide representation at the MTC clinical quality review meetings (or equivalent).

MTC Clinical Governance Structure

The MTC trauma board will overseethe activity of the MTCcritical care huddle, TARN assessment
meetings, morbidity and mortality meetings and the clinical governance, audit and quality
committee. These will feed into the network governance group asindicated above.

TU Clinical Governance Structure

The TU trauma boards will oversee the activity of TARN assessment and morbidity and mortality
meetings. The TU clinical governance structure willbe responsible for overseeing the clinical
governance of LEHs within the health board as appropriate. These willfeed into the network
governance group as indicated above.
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12.6.9

12.6.10

12.6.11

Pre-Hospital Trauma Governance Group

Giventhe numberof providersinvolved in the delivery of pre-hospital trauma care across the region,
a pre-hospital traumagovernance group will be established to oversee clinical governance issues
pertaining to majortrauma. This group will review the effectiveness of the pre-hospital triage tool,
trauma desk and manage any issues raised by providers pertaining to pre -hospital care. WAST is the
main pre-hospital provider forthe network and provides anamed representative to reportintothe
network governance group as well asresponses to the adult and paediatricclinical quality review
meetings held by the network.

Weekly/Monthly Teleconferences

A weekly teleconference will be held between the ODN and MTC clinical leads and respective
managers. Once a month these will occurbetween the ODN and network clinical and operational
managementteams. These will be used an opportunity toidentify immediate clinical governance
issueswhichrequire immediate clinical and operationalalerts or sign post further discussions within
providerorganisations orthe network structure. A structure will alsoinclude monthly conference
calls with the North West Midlands and North Wales Trauma Network and an opportunity to
undertake joint governance meetings atleast six-monthly. This will set the trajectory for
collaborative working and future planning.

Trauma Peer Review Process

Participationinthe annual peerreview process will be animportant component of the quality
assurance process and a key marker for whetheradditional investmentin majortraumaservices
across the region deliversimprovements in clinical effectiveness and governance, and areas for
improvement. The NHS England annual peerreview process, undertaken by the quality surveillance
team, has a record fordelivering successful reviews in England and NorthernIreland. Itis
recommended thatthe NHS England review process be adopted forthe South Wales Trauma
Network forthe following reasons:

e The reviewiscarried out consistently inline with NHS England quality indicators and service
specification for majortrauma, which the network willbe adopting with appropriate variation
for the Welsh system. This provides an opportunity for benchmarking with networks
elsewhere.

e It aligns with North Wales, who participate in peer review as part of their quality assurance
process with the North West Midlands and North Wales Trauma Network.

e |tisadriverforservice developmentand qualityimprovement.

e It provides focus on coordination within and across organisations, following the patient
pathway.

e ltisclinicallyledwith userand carerinvolvementfromthe outset.

The process has three phases—a pre-reviewvisit, review day and post review. Pre-review requires
completion of aself-declaration against quality indicators and an evidence upload. Thisis followed
by a five-hourreviewday. Post peerreview, areportis written with a categorisation of review
findings. Thisissenttothe providerand relevant commissioners. If any serious concerns are raised,
separate notificationis sentdirectly to the chief executive of the providerand copied torelevant
commissioners.

The firstreview of the ODN, MTC, TUs and pre-hospital providersis expected to be undertaken at
the end of year 1, with furtherreviews guided by the results of the first.
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12.6.12 Collaborative Working with North Wales

Thereissignificantlearning fromthe experiences from North Wales, which is part of the North West
Midlands and North Wales Trauma Network.

There are opportunities forimproving governance including shared learning from both good and
sub-optimal practice. This includes improving quality of care and learning from processesin this
network even where processes may vary slightly but where pathways and solutions may be
transferable. The same is true for network pathways and polices. Thisalso includes good practice
and methodologiesinrelationto TARN dataand analysis. Furthermore, North Wales has had
experience of participationin national peer review and the South Wales trauma network to
participate inthis process, butalso learn from the experiencesin North Wales, to explore
challenging areas atthe outset. The training and education working group for the network will also
gainan understanding from North Walesinrelationto key deliverables. North Wales currently runs a
two day trauma team course, which has helped TUs comply with nursing standards fortrauma
training. North Wales has also looked at strategies forimproving patient satisfaction and capturing
feedback fromtrauma patients, especially those who go through the MTC.

Finally, interms of the development of the rehabilitation model in South Wales, learning will be
shared with North Walesinterms of the development of theirlocal model.
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12.7 BusinessCases Supporting Implementationand Achievement of
Standards

12.7.1 Schedule of Business Cases

The PBC provides aframework forall associated majortraumabusiness cases. The following
schedule shows the quantum of anticipated business cases expected:

Timetable of Business Cases - Major Trauma Network

Indicative Capital and Revenue Cases

2019/20 2020/21 2021/22 2022/23 2023/24 2024/25

Q2 Q3 Q4/Q1 02 Q3 Q4/Q1 Q2 Q3 Q4|Q1 Q2 Q3 Q4(Q1 Q2 Q3 Q4|Q1 Q2 Q3 Q4

Cardiff and Vale Health Board
Cardiff Interim Capital Case
MTC Capital Build
MTC Business Case - Adults
MTC Business Case - Paediatrics
TTL
Polytrauma Unit
Orthogeriatrics
Therapies
Trauma Unit Costs

Swansea Bay Health Board
Initial Specialist Services - Swansea Bay
Operational Delivery Network Clinical Informatics
Orthoplastics Support to MTC
Orthoplastics Support for Isolated Open Lower Limb Fracture Model
Acute Spinal Services Model

Wales Ambulance Services Trust
WAST Business Case

Aneurin Bevan, Cwm Taf, Hywel Dda, Swansea Bay and Powys Health Boards
Key enabling TU Posts
Therapy / Neuropsychology and Level 2 training nursing resource requirements
Orthogeriatric Requirements

NHS Wales Health collaborative
Key enabling ODN posts
Operational Delivery Network

Key
Current planned business cases
Business cases to be considerd in the future

The above schedule reflects the position as at September 2019 and will be subject to change. The
future plans for business cases from the health boards are difficult to forecast and articulate at this
stage. The change in patient flows to health boards will impact on demand for cases such as
rehabilitation and the impact can only be fully understood when the network has gone liveand TARN
data has been collected.

128 Evaluation —Postimplementation
12.8.1 Post Programme Assurance and Evaluation

The outline arrangements for post implementation review (PIR) and project evaluation review (PER)
have been establishedin accordance with best practice and are as follows:

Post-project evaluationisamandatory requirement for all NHS bodies who are undertaking a project
of thisscope andscale.
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12.8.2

12.8.3

12.8.4

This section of the PBC sets out the plans, which, the programme team has put in place to undertake
a thorough and robust post-project evaluation.

Framework for Post-Project Evaluation

Following the handover of the network to SBUHB the Collaborative is committed to ensuring that a
thorough and robust post-project evaluation(PPE)is undertaken at key stages in the process to ensure
that positive lessons can be learnt from the programmethat will be of value for wider system learning.
The lessons learnt will be of benefit to:

e The Collaborative —in usingthis knowledgeforfuture projects.

e Healthboards, pre-hospital services and commissioners—to inform theirapproachesto future
major projects.

e The NHS more widely —to test whether the approaches used in this programme have been
effective.

PPE alsosetsin place a framework within which the agreed benefits realisation plan can be tested to
identify which benefits have been achieved and which have not.

NHS guidance on PPE has been published and the key stages, which are applicable for this project, are:

e Evaluation of the various processes putin place duringimplementation.
e Evaluationof the projectin use shortly afterthe developmentis operational.
e Evaluation of the project once the developments are well established.

Once the handoveris completed the ODN will draw up detailed plans for evaluati on at each of these
stagesin consultation with its keystakeholders. This sectionwillalso set out how these arrangements
will be managed, how information will be disseminated and on what timescale.

Evaluation — Implementation

The objective of this stage is to assess how well and effectively the project was managed from the
time of PBC approval through to the commencement of operational commissioning.

Itis considered that this should be undertaken sixmonths following operational commissioning of the
development.

The evaluation at this stage will examine:

e The effectiveness of programme management.
e Communicationsandinvolvement duringimplementation.
e The effectiveness of the working arrangements established by the network board.

e Supportduring thisstage from other stakeholder organisations — Welsh Government, health
boards, WHSSC and EASC.

Evaluation — Project in Use

Itis proposed that this stage of the evaluation be undertaken up to 12 months after the completion
of operational commissioning of the scheme in orderthat as many of the lessons learnt are still fresh
inthe minds of the programme team and other key stakeholders.

The objective of this stage will be to assess how effectively the project was managed during the
operational commissioning phase and into the actual operation of the new development.
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12.8.5

12.8.6

The evaluation at this stage will examine:

e The effectiveness of programme management.
e Communications andinvolvement during commissioning and into operations.
e The effectiveness of the working arrangements established by the programme board.

e Supportduring this stage from other stakeholder organisations — Welsh Government, health
boards, WHSSC and EASC.

e Overall success factorsforthe projectinterms of cost and time.

e Extentto whichitis feltthe development meets users’ needs — from the point of view of
patients and staff.

Itshould be noted thatin orderto providean appropriate comparator to the final pointinthis section,
a similar survey should be undertaken and compared to staff and patient engagement exerdses
undertaken during the course of the programme. This will help the service to gauge the level of
satisfaction with the existing service. In this way, increases in satisfaction can be directly measured,
although it is recognised that a direct comparison will not be possible as the exact respondents will
not be the same.

Evaluation — Project is Well Established

It is proposed that this evaluation is undertaken about two to three years following initiation of
commissioning. The objective of this stage will be to assess the effectiveness of project management
duringthe implementation of the new development. The evaluation at this stage will examine:

e The effectiveness of the working arrangements established by the lead commissioner
(WHSSC) and the ODN.

e Extent to which it is felt the development meets users’ needs, from the point of view of
patients and staff.

It is envisaged that participationin national peerreview of the whole system atthe end of Year 2 will
form part of this evaluation.

Management of the Evaluation Process

The ODN will manage the processin partnership with the lead commissioner (WHSSC).

All evaluation reports will be made available to all participants in each stage of the evaluation once
the ODN and WHSSC management processes have endorsed the report.

The ODN managementteam will undertake the majority of the work.

The costs of the final post-project evaluation, once the new working practices are fully established,
will be borne by the ODN and are not includedinthe costs setoutin this PBC.

The ODN will seekto ensure that they keep abreast of projects that have been fully evaluated when
inuse and which have utilised the latest PPE guidance. The ODN will then take aview of the extent to
which external supportisrequired.
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12.9

1291

Programme Assurance
The South Wales Trauma Network is planned to go live operationally in April 2020. Health board

services are currently finalising the resource requirements that they will need to investin service
change to meetthe phased quality indicators and service specification overthe next five years as set
out by the trauma network board. They are also working through the requirements of their own
designated TUs. Go live carries a high degree of risk. National changes to patient flow will occur
because of the implementation of this service change.

Aspects of Assurance

There are three key elements to providing robust assurance so that the service can launch. These are:

e Programme Business Case —as a blueprint for implementation and a record of the decision
making process and governance (planning diligence).

e MTC/TU/pre-hospital state of readiness for launch.

e Testingof the network’s business continuity plan.

Based onthe outputs of these elements, the networkboard will report to the WHSSC Joint Committee
in February 2020, to seekthe authority togo live in April 2020.
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12.9.2

Ref.
No.

10.

11.

Gateway Review of Programme Business Case (PBC)

The OGC Gateway Review 0: Strategic Assessmenttook place in July 2019. There were 11 clearly
outlined actions were identified by the Gateway Team that had to be taken-forward to address an
overall delivery confidence assessment of Red / Amber. The recommendations are outlined below:

Recommendation

The Programme Board and Programme Team should assess
whetherthe current phasingand go-live date is affordable
and achievable.

Close outthe gap between the programme team
specification of minimum day 1 requirements and current
Health Board Business Cases and further develop planning
assumptions foreach phase to progressively meet Trauma
Standards.

Undertake a critical scrutiny of all current Health Board and
WAST Business Cases and design the process forthe
preparation and scrutiny of revised submissions.

Ensure the PBC sets out all capital requirements, including all
proposed new MTC investment.

Confirm with Health Boards their commitment to funding of
this programme via WHSSC (forthe MTC and ODN) and their
owndirectinvestment (in TUs and rehabilitation).

Clearly set out the composite approval process forthe PBC
and associated revenue and capital fundingincluding the
roles of WG, WHSSC, EASC and Health Boards and document
this as part of an integrated approval and assurance plan for
the programme.

Secure additional leadership capacity inthe Programme
Team to drive even more whole system collaborative
workingandthe delivery and integration of the Major
Trauma Network.

Develop on a collaborative basis adetailed plan forthe full
implementation of the programme and its constituent
projects, including dependencies milestones and critical path
up to the pointwhen majortrauma standards are being met.
Review the Programme Board structure which will be
neededtodrive forward the implementation phase,
following approval of the PBC

The Programme should develop a co-ordinated and
collaborative approach to developing a skilled network
workforce, including recruitment, trainingand development,
rotations, shared appointments and shortterm
requirements.

Develop the governance structure and operational authority
for the Operational Delivery Network (ODN) and clearlines
of accountability between the MTCand the ODN, and
betweenthemandthe HBs.
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Urgency
(C/E/R)

C- Critical

E- Essential

E- Essential

E- Essential

C- Critical

E- Essential

C- Critical

E- Essential

E- Essential

C- Critical

E- Essential

Target date
for
completion

Do now

Do by end
10/19

Do by end
10/19

Do by end
10/19
Do by end
10/19

Do by end
09/19

Do now

Do by end
10/19

Do by end
10/19

Do now

Do by end
10/19

Status/Comment

Closed/Complete

Closed/Complete

Closed/Complete

Closed/Complete

Closed/Complete

Closed/Complete

Closed/Complete

Closed/Complete
(programme
phasing)

Complete

Complete —
Principles agreed
and published

Governance and
accountability
arrangements

describedin ODN

chapter



Ref.
No.

To support this, the Executive Strategy Group was formed, with executive planning, finance and
workforce input, in support of the programme team and to provide assurance to the SRO. An action
plan was drafted and, where appropriate), working groups were formed to directly address the 11
actions. A professional peer review was arranged to review the MTC, Specialist Services, Trauma
Units, Pre-hospital care and Operational Delivery Network planned to considerappropriate phasing.

The Gateway Assurance of Action Plan (AAP) took place in September 2019. Whilst significant
progress had been made and acknowledged against the actions outlined in the Strategic Assessment
thattook place inJuly adeliveryconfidence assessment of Red/ Amberwas concluded by the Gateway
Team. Since this review the outstanding critical recommendations below have been addressed in the
context of this business case. The full recommendations are outlined below:

Urgenc Target date
Recommendation gency for Status
(C/E/R) completi
pletion
Establish whetherall the relevant C- Critical Do now Complete

recommendations derived fromthe

Professional Peerreviewhave been accurately

reflectedinthe latest Major Trauma Centre and

SBUHB Specialist Services Business Cases.

Seekanapproach to close any gap in the initial C- Critical Do now Complete
service specification and affordability

expectations between WHSSG and the Major

Trauma Centre and SBUHB Specialist Services.

Model the timing of recruitment to assess the E- Essential Do by Key enabling posts
service specification to which the network can 15/10/19 identified, funded and
operate from 1st April 2020 andinclude in the out to recruitment
PBC.

Determine the operating, accountability and E- Essential Do by Proposals drafted and
governance structure forthe ODN. 15/10/19 out for

consultation/agreement
between Chief
Operating Officers, Chief
Executivesand Trauma
Programme Board.

Following the AAP review, outstanding critical actions were completed and remaining actions were
noted to be progressing well as outlined above. The Gateway 3 Review: Investment Decision took
place between the 28 - 30 October 2019. This Gateway review has provided a delivery confidence
assessment of amber green. This indicates that ‘successful delivery appears probable. However
constant attention will be needed to ensure risks do not materialise into major issues threatening
delivery.’ The review recognised that two major activities were happeningin parallel: the completion
and approval processfor the PBC and mobilisation forgo live. It reported that, since the AAP review,
substantial progress had been made with both the PBCand implementation plans.

The review team made the following recommendations:
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Ref No.
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Recommendation

Establishthe timeline and planfor
achieving the standards for TARN data
recordingon a timely basis across the
network.

Setout inthe PBCthe likely scale of
future capital investment needed inthe
new MTC traumatheatre.

Provide guidelines foreach HB on the
specificcommitments being entered into
by theminapprovingthe PBC.

Confirm the processes for Swansea Bay
SS, TU and ODN, and otherHB TUs to
self-assess theirreadiness to proceed
with operational mobilisation and go-live
of the MTN.

Identify, map outand regularly
communicate those elements of the new
MTN which will be in place at initial go-
live and those which will be addedinthe
periodfollowing go-live.

Publish atimetable and arrangements for
implementation, including the standing
down of the existing programme
structure and the standing up of new
mobilisation and implementation
structure.

Establish the detailed clinical decision
making process to confirmthatthe MTN
issafe to take live, togetherwith the final
MTN Board decision making process.

Expand the approach to the management
and reporting of recruitmenttoinclude
the PlasticSurgeons and other postsin
the Trauma Network.

Develop more clarity about how the MTC
and each TU, working with the ODN, will
practically operationalise the policy to
repatriate patients fromthe MTC.

Urgency
(C/E/R)

Recommended

E- Essential

E- Essential

E- Essential

E- Essential

E- Essential

E- Essential

E- Essential

C- Critical

Target date
for
completion

Do by 01/20

Do now

Do now

Do by 12/19

Do by 12/19

Do by 12/19

Do now

Do by 12/19

Do now

Status

Working plan
developed andsigned
off by network board

(see Chapter5) and
risk assessment.
Significant progress
being made
Complete. Estimated
capital range included
inupdated PBC.
To be confirmedvia
core board report

Detailed requirements
of evidencefor
readiness have been
drafted and visits to
Health Boards are
being planned.
Thisis highlightedin
the PBC and will be
part of the
implementation
arrangementsand
communication plan
IncludedinPBCand to
be adoptedin Health
Board plans

Meeting held with
MDs to give steer, and
will be agreedvialoint

Committee

Confirmedatthe
Executive Strategy
Group and led by the
Workforce Group
Draft document
developed,
consultation
underway with
network board, COOs
and MDs. Following
which will be



Target date

Ref No. Recommendation Urgency for Status
(C/E/R) .
completion

discussed with Welsh
Government, witha
planto testin Jan/Feb

2020

12.9.3 MTC/Health Board TUs/Pre-Hospital Readiness for Go Live

1294

All quality assurance processes should include a mechanismto gather qualitative data from services
to supportidentificationof unforeseenissuesas wellasto ensure that all staff from frontline through
tosenior managementfeel supported by the programmeteam inimplementing the required changes.
The process will also afford TU teams an opportunity to ask questions and seek clarification directly
fromclinical and managerial leads workingin or on behalf of the programme team.

Itis proposedthat unitreadinessvisitsare conducted as a collaborative exercise to enable individual
health boards to receive constructive feedback on their state of readiness. This will enable the
programme teamto betterunderstand eachlocal service and specificissues, aswell as being able to
identify network wideissues that need resolution orescalation.

Consideration willbe needed on the terms of referencefor such visits. Itis proposed that structuring
visits around the patient pathway would provide a practical way of tangibly assessinglocal readiness.
This would require support by both a structured set of service aspects to cover, in order that the
approach of the visits is consistent. There should also be enough time and space to enable free
discussion to afford sufficienttime and focus on local issues and how they might be resolved, or risks
appropriately mitigated.

Testing of Business Continuity Arrangements

One of the critical tasks for the programme team will be to coordinate the development of
comprehensive contingency arrangements for the network board to deploy if necessary on day 1. This
will be informed by the visits and documented contingencies as well as with wider national strategic
considerations (e.g. fit with Civil Contingencies Act and Welsh Government national Emergency
Planning functionality).

A timetable forthe programme assurance process is provided below:

Aspect Activity Lead Due date for completion

Planning of review
scope and terms of
reference with Welsh
Government
Investment and
Infrastructure
planning colleagues

Rhys Blake, NHS
Health Collaborative
End of May 2019

lan Gunney, Welsh
Government
PBC gateway review
MT Network Board
agree Terms of
Reference and Scope

Tracy Myhill, SRO,
programme

June 2019
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Execution of review

Planning of visit
scope, required
documentationand
process

Approval of scope of
and process for visits

Undertake visit- MTC
State of readiness
visits (subjectto ODN
readiness)

Undertake visits —
TUs/pre-hospital

Produce visitreport
alsoto inform
business continuity
testexercise

Planning of test
exercise
Business continuity

. Approval of ToR
plantesting

Undertake exercise

Define principles of
contingency planning
for the networkand
trigger pointsfor

activation
Contingency

Planningfor Go Live Activation of

contingency plan
dependingon
feedback from
organisations as
appropriate

12.10 Benefits Realisation Plan

Gateway team

Dindi Gill, Network
Clinical Lead
JenniferThomas,

Network
Rehabilitation Lead

Jeremy Surcombe

Network Board

Programme Team
and any specialist
advisors
recommended
through the board

Programme Team
and any specialist
advisors
recommended
through the board

Programme Team

Programme Team &
external facilitator

Network Board

Network

Programme Team &
Network Board

Network Board

July 2019

End of October 2019

November 2019

Mid December 2019

January - February 2020

End of February 2020

End of December 2019

December2019

January 2020

November 2019

January — March 2020

In the case for change chapter, a list of benefits was described against key investment objectives.
These investmentobjectivesincluded health gain, equity, clinicaland skills sustainabilityand value for
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money. In May 2019 a benefits realisation workshop was held, involving a broad group of
stakeholders. These includedrepresentation frompre-hospital services, health boards, commissioners
and Welsh Government. Using information gathered from the workshop, a comprehensive benefits
realisation plan has been developed. The plan is divided into the four overarching strategic themes,
based on the investment objectives. These are broken down to identify key supporting actions,
timeframes for delivery and responsibility/accountability for delivery and review of benefits. Each
measurable benefit has been assigned a unique number for recognitionand monitoring purposes. The
timeframe givenindicates the earliest that data will be available to determine whethera benefit has
beenrealised or not. The benefits realisation plan willbe used in anumber of ways:

e Formal evaluation of the network.
e Subsequentquality assurance and/or peerreview processes.

e Commissioning framework.

200



Strategic Benefit — Health Gain

collectiontoensure
baseline data
available

rehabilitation
model operational

. . . T f .
Strategic Benefits Actions Necessary arget date . or Responsible for
. A . . Measurement demonstrating . . Accountable
Benefit Number/Description to Realise Benefits benefit delivering benefits
Introduction of
inclusivetrauma | TARN probability of
network survival
(quarterly/annual
Improve TARN data | reportsfor network
collectiontoensure wide and all
accurate survival providers)
WH EASC/health
001/Improvingsurvival scoring March 2023 ODN providers 55C/ SC./ ‘ea.t
- . board commissioning
Additional survival
Ensure at least1 rate
year of baseline
data collection TARN case
before ODN ascertainmentand
operational accreditation
Health Gain _ Developan TARN PROMS
inclusive trauma (quarterly/annual
networkwitha d ¥
reports network
focuson all aspects .
e wide and all
of the rehabilitation . .
athwa providers) ODN providers
002/Improving functional P ¥ (specifically WHSSC/health board
. March 2025 e .
outcomes PROMS baseline rehabilitation commissioning
Improve TARN data (1 years) roviders)
PROMS data Y P
before
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Health Gain

Example provided
inAppendix 21 &
Appendix 22

TARN MTC and TU
dashboards/
guarterlyand

annual reports.

Quarterlyand
Establish network annual network
003/Improving timeliness poI|C|esa.nd TARNreports
. . pathways (incl. . WHSSC/EASC/health
and qua:;\r/:f clinical automatic Focused TARN March 2021 ODN providers board commissioning
' acceptance policy quarterly and
to MTC) annual reports (e.g.
orthoplastics,
paediatrics)
Benchmarking
against national
average
Multiple levels of TARN
intervention PROMS/PREMS
throughintroducing | (patientexperience
theinclusive component)
trauma network Example provided
004/Improving patients | (basedonlearning in Appendix 23. March 2023 ODN providers WHSSC/EASC/health

experience

from patient
experience
workshop)

Frequency on usage
of patientcentred
communication tool
(e.g.application)

board commissioning
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Patientsurveys
(themed annually)

Development of

Numberof injury

injury prever\tion psri;/srr:;zn
strategyin
005/Enhancing injury conjunction with undertaken .
prevention Public Health Wales ' March 2023 ODN providers Welsh Government
Quantify
prevention of
injury/death/
disability
. Record of debriefs
/M dinated I:atseugarﬁcsgraifsnatss and learning from
006/More coor .
response atincidentsor network table top/hve March 2022 ODN providers WHSSC/EAS;/heaIFh
mass casualty events operational eXercises board commissioning
structure undertaken with
network
Network wide
improvement of
TARN case
ascertainmentto
80% and
accreditationto
OO7/Impr0\{ed data ImpIementTARN 95% (incl. all March 2021 ODN providers WHSSC/EAS(;/heanch
collection. working plan oroviders) board commissioning

Contribution of all
providersto TARN
PROMS/PREMS
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Strategic Benefits - Equity

Strategic

Benefit

Description

Actions Necessary
to Realise Benefits

Measurement

Target/ Date

Responsible for

Accountable

Equity

008/Equity of access to
specialist care

Implementation of
pre-hospital triage
tool and automatic
acceptance policy
to MTC (incl. rapid
secondary transfer)

TARN data:

The number and
proportion of
patients
transferred directly
to MTC/TU with
specialistservices.

The number and
proportion of
patients that have
an acute secondary
transfer (within 12
hour) from aTU to

MTC/TU with
specialistservices.

The proportion of
urgent transfers

that occur within
two calendar days.

The number of
patients with ISS

215 managed

March 2021

delivering benefits

ODN providers

WHSSC/EASC/healt
h board
commissioning
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definitively withina

TU.
Allwales
e e
treatmentcloserto '
. home’ policy WHSSC/EASC/healt
009/Mor_e appropriate Numperof March 2021 ODN providers h board
patient flow . repatriations B
Landing pad . commissioning
. . exceeding 48hrs
configurationin
fromwhenready
health boards .
by origin health
board.
Number of patients
Traumainolder 65yr and overwho
people pathways have a clinical
. . WHSSC/health
010/qu|ty of care for developeFj ar'1d frailty score March 2023 ODN providers board
traumainolderpeople early geriatric documentedbya L
L o commissioning
assessment geriatrician within
72 hours of
admission.
11/Equity of f N f
veterantreturmingty | Implementthe | MRS AN WHSSC/health
& veteranstrauma March 2021 ODN management board

Walesinline with
England

networkin Wales

reviewed by the
network

commissioners
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Strategic Benefit: Clinical Skills and Sustainability

Responsible for

Strategic .. Actions Necessary
D D
Benefit escription to Realise Benefits Measurement VI [ delivering benefits ACETELG
Number of training
and education
events held split by
type
Numberof online
modules completed
'012/Imp.)roved N Implementation of by providers
muIt|professmnalltramlng network training Number of users of WHSSC/EASC/healt
and education and education ur ! March 2021 ODN providers h board
rogramme triage tool and commissioners
prog trauma APP
Number of calls
made to trauma
desk (where
decision making
supported)
Clinical Skills
&
. 13/Enh
Sustainability 013/En ar;c:d Strategy for Number of
erTgageme.nto the MTC supportingwider engagement March 2021 MTC WHSSC
withthe widernetwork network sessionsled by MTC
014/Enhance new . Identified staffing March 2020
i h Implementation of recruited onwards ODN providers
recruitmentacrossthe an inclusive P WHSSC/EASC/healt
region
neterk Numberofjoint comr:nt;(s):irodners
Workforce strategy appointments March 2020 ODN management
made onwards
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Number of
rotational
appointments
made

Publication of
strategy

015/Improved staff
retention

Workforce strategy

Turnoverrates

March 2021

ODN providers

WHSSC/EASC/healt
h board
commissioners
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Strategic Benefit: Value for Money

Cost savings from

above

S;;a::ﬁltc Description :)c:::ﬁ;:;?::;z Measurement Target/ Date d:l?\jz::::'l:;fe(;:ts Accountable
TARN PROMS
(quarterly/annual
reports network
wide andall
Developan providers)
016/Economic benefitsof | inclusive trauma
enhanced survival, network with a Economicoutput WHSSC/EASC/healt
functional outcome and | focuson all aspects (e.g. quality March 2025 ODN providers h board
returnto work of the rehabilitation | adjustedlife years— commissioners
pathway usingthe secure
online datalinkage
bank
Secondary transfer
ambulance
conveyance rates
Value for
Money Implementation of Number of
017/Reducedsecondary | pre-hospitaltriage | secondarytrauma
transfers (observed over | tooland automatic transfers March 2023 WAST/EMRTS/healt EASC/hgaIFh board
. - . h boards commissioners
time, but not initially) acceptance policy undertaken by
to MTC EMRTS/hospital
transferteam
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Reduced length of

WHSSC/EASC/healt

018/Reducedlengthof | Implementationof | ./ raARN/ICNARC March 2023 ODN h board
stay incritical care MTC .
datasets) commissioners
Agree HR protocols
to enable cross- Number of new
019/Flexible working health boards posts created WHSSC/EASC/healt
across health boards working workingacross March 2021 ODN providers h board
boundaries organisationsand commissioners
jointpolicies
I?evlelo.pmen;c ofakn Number of other
020/Benefitsto other ihc uislve .ne W(.)trh services directly WHSSC/EASC/healt
overlapping wi benefittingfrom March 2021 ODN providers h board

part of the healthcare
system

otherareas of
strategic

development

investmentin major
trauma services

commissioners
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12111

1212

Risk Management Plan

Programme risks are managed through each network board where an updated risk register is
presented at each meeting. Asthe programme transitions towards go live and services begin to
mobilise, risk management will continue to be an important governance element of the new
implementation structure.

Future Risk Profile and Plan

There are a number of sources of risk identification as a consequencesof the activities of programme
planning forimplementation. A number of key activities will follow the submission of this case to
WHSSC Joint Committee. These are:

e Risk plan to manage non delivery or overachievement of benefits realisation plan

NHS Wales is making a substantial investment in this service, so it is imperative that the
benefits undergo a full risk assessment. That risk assessment will then be signed off by the
network board and shared with commissioners and will be formally logged as a handover
documenttothe ODN.

e Risks emerging from Trauma Unitsite visits

TU readiness is essential to the maintenance of effective patient flow and achievement of
benefits and improved outcomes. Each TU will receive a tailored report and an assessment
on the escalation of additional risks identified through site visits will be made in advance of
the final business continuity test (which may serve to mitigate or remove some of those risks).

e Risks identified through business continuity exercise

Staff working in EDs are managing services under an acute degree of strain. Winter will
invariably bring significant pressures on the teams expected to deal with repatriation and
management of their own cases not determined as MTC referrals by WAST. The business
continuity exercise will test a number of scenarios already set out as case vignettes in this
chapter. A full report of the business continuity exercise will include risk assessments from
site visits, benefits plan analysis and business continuity testing.

Communication/Stakeholder Engagement Plan

A comprehensive communication/ stakeholder engagement plan was developed in 2018, indicating
key stakeholder groups and how communication would be managed, both duringthe implementation
and operational phases of the programme. The schedule of stakeholders was developed from the
work undertaken to identify stakeholders as part of the public consultation process. Feedback in
relation to this document has been received from health board engagement leads. Integral to the
strategyis the responsibility for health boards to regularly update theirrespective local stakeholders
in relation to this development. Currently an action plan is being developed to support the broader
strategy. This includes a division of key stakeholder groups e.g. patients, families and carers, health
boards, pre-hospital services, commissioning bodies, Welsh Government, academic institutes and
colleges and third sector organisations. Within the context of each stakeholder, adescription will be
provided of key activities and messages, the modality through which these will be communicated,
sequencing of the plan and identification of the lead organisation.
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12.13 Listof SpecialistAdvisors

Given the specialist nature of this strategic development, the programme has made extensive use
special advisors throughout its work programme. The special advisors listed below have been
fundamental to assurance of the programme and in addition to network board membership.
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Pre network board establishment

Clinical Reference Group Membership

Independent Panel Membership

Postnetwork board establishment

National

o Professor Chris Moran— National Clinical Director, Major Trauma NHS England

o Professor David Lockey — Clinical Director, Severn Trauma Network and Interim Clinical
Lead, South Wales Trauma Network (2017-2018)

o Dr Martin McKechnie —National Clinical Director, Scottish Trauma Network
o Kate Burley—Associate Director, Scottish Trauma Network

o DrSally Lewis—National Clinical Lead for Value-Based and Prudent Healthcare
OrthoplasticTrauma

o Professorlan Pallister—T&O consultant, Morriston Hospital

o Mr DeanBoyce, Consultant PlasticSurgeon, Morriston Hospital

o Mr Hywel Dafydd - Consultant Plastic Surgeon, Morriston Hospital

o Mr JamesLewis—Trauma & Orthopaedic Consultant, UHW

Spinal Trauma

o Mr NavinVerghese, Spinal Consultant, Morriston Hospital

o Mr Sashin Ahuja, Spinal Consultant, UHW

o Mr James Cordell-Smith, Spinal Consultant, Royal Gwent Hospital

Spinal Rehabilitation

o Mr SreedharKolli—Spinal Rehabilitation Consultant, Rookwood Hospital
Thoracic Trauma

o Mr Douglas West, Thoracic surgery consultant, University Hospitals of Bristol
TARN

o Antoinette Edwards—Executive Director, TARN

o Laura White — Operations Director, TARN

o ProfessorFionalLecky—Research Director, TARN

Evidence based review

o Dr RowennaMorris-Clarke —Anaesthetist, Swansea Bay UHB



August 2019 PeerReview

The August 2019 Professional Peer Review had input from the following:
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Major Trauma Centre Case

o Mr Rob Faulconer, Consultant Vascular Surgeon, Plymouth Hospitals NHS Foundation
Trust

o DrBen Walton, ConsultantICMand Anesthetics, North Bristol NHS Trust

o DrRichardHall, Consultantin Emergency Medicine, University Hospital of North Midlands
NHS Trust

o DrSteve Novak, Consultantin Rehabilitation Medicine, North Bristol NHS Trust

o DrlJudith Allanson, Consultantin Neurorehabilitation, Cambridge University Hospitals NHS
Trust

o DrGilesHaythornthwaite, Consultantin PaediatricEmergency Medicine, Clinical Lead for
the Paediatric Major Trauma Centre, Named Doctor For Child Safe-Guarding

Specialist Services

o Mr Shehan Hettiaratchy - Plastic and Reconstructive Surgeon, Imperial College, Trust
trauma lead and lead surgeon; consultant plastic, hand and reconstructive surgeon,
Imperial College Healthcare NHS Trust

o Miss Loz Harry, Consultant PlasticSurgeon, Queen Victoria Hospital

o Mr Mark Wilson, Consultant in Neurosurgery and Pre-Hospital Care Specialist, Imperial
College Hospital

Trauma Units
o DrAsh Basu, Consultant Emergency Physician, Betsi Cadwaladr University Health Board

o Dr Adam Wolverson, Consultant in Intensive Care Medicine and Anaesthesia, United
Lincolnshire Hospitals NHS Trust

o DrSteve Novak, Consultantin Rehabilitation Medicine, North Bristol NHS Trust
Pre-Hospital

o Dr Phil Cowburn, Acute Care Medical Director, South West Ambulance Services NHS
Foundation Trust

Operational Delivery Network
o Mr Steve Cooke, Network Manager, West Midlands Trauma Network

o Dr Louisa Stacey, Major Trauma Centre Manager and Thames Valley Trauma, Vascular,
and Spinal Networks Manager, Oxford University Hospitals

Therapies

o Donna Pike, Therapies Service Line Cluster Manager, University Hospitals Plymouth NHS
Trust

o Jenny Coe, Major Trauma Rehabilitation Coordinator, Brighton and Sussex University
Hospitals NHS Trust

o Justine Theaker, Consultant AHP, Manchester Hospitals NHS Foundation Trust

o Dr Lisa Robinson, Consultant Allied Health Professional — Major Trauma Rehabilitation,
The Newcastle upon Tyne Hospitals NHS Foundation Trust
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Conclusions and Recommendations

This Programme Business Case (PBC) describes the totality of the requirements for NHS Wales to
establish the South Wales Trauma Network, serving the population of South Wales, West Wales and
South Powys. The PBC outlines the trajectory of the programme over a five year period of phased
implementation. It represents the culmination of significant work overseven years.

The vision forthe establishmentof the network is to e nhance patient outcomes and experience, across
the entire patient pathway from the point of wounding to recovery, and also includes injury
prevention. The trauma network will improve patient outcomes by saving lives and preventing
avoidable disability, returning patients to theirfamilies, work and education. The aimisto develop an
inclusive, collaborative, world leading trauma network, with quality improvement informed through
evidence-based medicine and lessons learnt from others.

The programme was established, following fullendorsement by all six health boardsinthe region, of
the following recommendations made by an independent expert panel, following a period public
consultation:

e A major trauma network for South Wales, West Wales and South Powys with a clinical
governance infrastructure should be quickly developed

e Theadults’ and children’s Major Trauma Centres (MTC) should be on the same site

e The MTC should be at University Hospital of Wales (UHW), Cardiff

e Morriston Hospital should become a large Trauma Unit (TU) and should have a lead role for
the major trauma network

e Aclearand realistictimetable for puttingthe traumanetworkin place should be set

The network board was establishedin May 2018 and setouta robust case, aligning with both national
and international strategicdrivers for change. The case for change is compelling, with the prospect of
benefits realisation aligned closely with key investment objectives of health gain, equity, clinical and
skills sustainability,and value for money, including economic benefits. Thus, where indicated, a value-
based healthcare approach has been applied.

The network board has overseen the development of the structure of the network, comprised of the
following elements:
e An Operational Delivery Network (ODN) hosted by Swansea Bay University Health Board
e An adult’sandchildren’s MTC at UHW, Cardiff
e Anadultand paediatricTU with specialist services at Morriston Hospital, Swansea
e Sixadultand paediatricTUs at the followinglocations:
o UHW, Cardiff

o Royal Gwent Hospital, Newport and Nevill Hall Hospital, Abergavenny (period until the
Grange University Hospital is fully operational from April 2021, at which point the Grange
University Hospital will become the site of a single designated TU for the Aneurin Bevan
University Health Board)

o Prince Charles Hospital, Merthyr Tydfil and Prince ss of Wales Hospital, Bridgend

o Glangwili General Hospital, Carmarthen
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e Rural trauma facilities at Bronglais General Hospital, Aberystwyth, and Withybush General
Hospital, Haverfordwest

e A local Emergency Hospital at Royal Glamorgan Hospital, Llantrisant

The network board has also developed a phased clinical and operational model, based on the NHS
England quality indicators and service specification for major trauma services. All providers and
relevant commissioning bodies have agreed this model andrequisite resource requirements, following
several tiers of internal and external reviews, as outlined below:

e AnODN and managementteam hosted by Swansea Bay University Health Board. This includes
requirements set out for network clinical informatics and training and education.

e Pre-hospital requirements for the Welsh Ambulance Service NHS Trust (WAST), including
additional ambulance conveyances, the development of a national trauma desk function and
an educational programme. The agreed first phase of the Emergency Medical Retrieval and
Transfer Service Cymru (EMRTS) expansion to 24/7, from April 2020, is described within this
case forcompleteness.

e Requirements for the combined adult and paediatric MTC at UHW, including the 24/7
presence of a consultant trauma team leader, the establishment of a polytrauma ward,
additional theatre/critical care capacity, a plasticsurgical service and a model of hyper-acute
rehabilitation.

e Key enabling resources for TUs and an approach to the ‘landing pad’ for patients returning
from the MTC for care with treatment closerto home.

The case describes the delivery of absoluterequirements for Day 1, but also the schedule of business
cases that will follow as part of the phased introduction of the network. In doing so, the case also sets
outatimelineforimplementation of the network (and composite parts) on 1 April 2020, with the ODN
management team being put into place in January 2020. Whilst this presents an ambitious timeline,
the programme in committed to achieving this.

In order to manage implementation, the case describes a revised implementation structure,
commissioning and organisational governance arrangements and workforce principles to maximise
positive benefits of recruitment for the wider healthcare system. Finally, a focus is placed on giving
the ODN operational authority, particularly in relation to the repatriation of patients from the MTC
and maintaining patient flow across the network.

The network board recommends that health boards, commissioners and the Welsh Government
endorse this Programme Business Case, the agreed structure and the requisite phased resource
requirements for the establishment of the South Wales Trauma Network, serving the population of
South Wales, West Wales and South Powys, sothatit can proceed with implementation.

The programme team would like to thank all contributors fortheirtime and advice in developing this
complex and challenging Programme Business Case.
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ATLS Advanced Trauma Life Support

BCUHB Betsi Cadwaladr University Health Board
BOAST British Orthopaedic Association Standards for Trauma and Orthopaedics
CAG Clinical Advisory Group

CCcC Clinical Contact Centre

ccp Critical Care Practitioner

CHC Community Health Council

CRG Clinical Reference Group

CcT Computerised Tomography

CTMUHB Cwm Taf Morgannwg University Health Board
C&VUHB Cardiff and Vale University Health Board
CWTCH Care with Treatment Closerto Home

DGH District General Hospital

DSTS Definitive Surgical Trauma Skills

EASC Emergency Ambulance Service Committee
ED Emergency Department

EMRTS Emergency Medical Retrievaland Transfer Service Cymru
EMT Emergency Medical Technician

EPALS European PaediatricAdvanced Life Support
ETC European Trauma Course

HDUHB Hywel Dda University Health Board

HEIW Health Education and Improvement Wales
ICD-10 International Classification of Diseases, Tenth Revision
IMTP Integrated Medium Term Plan

ITS Inclusive Trauma System

ISS Injury Severity Score

219



LEH
MRI
MTC
NEPTS
NHSWHC
NMTNG
NWMNWTN
NWIS
ODN
PACU
PBC
PEDW
PER

PIR

PPE
PTHB
PREMS
PROMS
Ql
SBUHB
SCIC
SRO
SWP
SWTN
TARN
TNCC
TTL
™

TU
UHW
VTN
WAACT
WAST
WATcH
WCP
WCRS

220

Local Emergency Hospital

MagneticResonance Imaging

Major Trauma Centre
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Post-Anaesthetic Care Unit

Programme Business Case

Patient Episode Database for Wales

Project Evaluation Review
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Trauma Auditand Research Network
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Glossary of Terms

Case Ascertainment

Proportion of patients submitted to Trauma Audit and Research Network (TARN) compared to
expected number based on Patient Episode Database for Wales (PEDW) dataset. Marker of data
completeness.

Case Accreditation

Proportion of key fields completed foreach patient and submitted to TARN. Marker of quality of data
submitted.

Computerised Tomography (CT)
A scanningtechniquethat uses x-rays to take highly detailed images of the body.
Critical Care

Referstotwo related processes. Firstly, ‘critical’ refers to discernment or recognition of acrucialand a
decisive turning point, the deterioration of the patient’s condition, followed, secondly, by ‘care’ (i.e.
intervention including resuscitation and transport to a critical care service). Critical care resuscitation
and treatment interventions include a complex range of general and specialty procedures, supports
and diagnosticprocedures. Thus, the critically ill patient benefits from appropriate and timely critical
care inthe health system with agreatly increased probability of survival.

Definitive Care

The care thatisrendered to conclusivelymanage a patient’s condition, such as full range of preventive,
curative acute, convalescent, restorative, and rehabilitative medical care.

Injury Severity Score

An anatomical scoring system that provides an overall score for patients with multiple injuries. Each
injury is assigned an Abbreviated Injury Scale (AIS) score and is allocated to one of six body regions
(head, face, chest, abdomen and extremities including pelvis, external). Only the highest AlS score in
each bodyregionisused. The three mostseverelyinjured body regions have theirscore squared and
added togetherto produce the ISD score. An ISS of 9-15 implies moderate trauma and an 1SS>15
implies major trauma. An I1SS>9implies ‘candidate’ major trauma.

The ISS is calculated retrospectively once the patient’s injuries are fully known.
Inter-Hospital Transfer

Primary Transfer

A transferwhere a patientis retrieved from a pre-hospital environment.
Secondary Transfer

A planned transfer of a patient to a local facility as a result of capacity issues or for the ongoing
repatriation of the patient.

Hyper- Acute Secondary Transfer

A transfer where a patient is retrieved from a hospital environment. This is for a time critical, life
threatening condition. This may occur when a patient has acutely deteriorated or following a patient
self-presenting or being transported to the hospital due to the paramedic crew making the decision
that further ongoingtransport would have endangered the life of the patient. Thisisalsoknownas a
delayed primary transfer.

222



Landing Pad

The environment to whichmajor trauma patients will returnonce their specialist care is complete (e.g.
at the MTC). It includes the structuresin place to supportand enhance the confidence of medicaland
nursing staff in managing patients in the recovery, rehabilitation and re -enablement phases of their
journey.

Level 1 and 2 Trauma Nursing Competency

The levels of competency required for nursesengagingin the care of adultand paediatricmajortrauma
patients. These have been developed by the National Major Trauma Nursing Group.

Local Emergency Hospital

A hospitalinaTrauma Network that does not routinely receive acute trauma patients. It has processes
in place to ensure that, should this occur, patients are appropriately transferred to a Major Trauma
Centre or Trauma Unit.

Major Incident

A significant event, which demands a response beyond the routine, resulting from uncontrolled
developmentsinthe course of the operation of any establishment or transient work activity. The event
may cause, or have the potential to cause either:

e Multiple seriousinjuries, cases of ill health (eitherimmediate or delayed), orloss of life.
e Seriousdisruption orextensive damage to property, inside or outside the establishment.
Major Trauma
Serious, and often multiple, injuries wherethere is astrong possibility of death or disability.
Major Trauma Centre

A multi-specialty hospital, on asingle site, optimised for the provision of trauma care, integrated with
the rest of the Trauma Network.

Mass Casualty Incident (MCI)/

Any incident in which emergency medical services resources, such as personnel and equipment, are
overwhelmedby the numberand severity of casualties. Sometimes calleda multiple-casualty incident
or multiple-casualty situation.

Pre-hospital Care

Covers a wide range of medical conditions, medical interventions, clinical providers and physical
locations. Medical conditions range from minorillness and injury to life threatening emergencies. Pre-
hospital interventions, therefore, also range from simple firstaid to advancedemergency care and pre-
hospital emergency anaesthesia. Care providers may be lay first responders,ambulance professionals,
nurses or physicians of varying backgrounds. All of thisactivitycan take place in urban, rural or remote
settings andis generally mixed with wider out-of-hospitaland unscheduled care.

Probability of Survival

Thisis calculated foreach injured patient and retainedon the TARN database. This allows comparative
outcome analyses for hospitals and for other groups of patients to be performed.

Reablement

A short and intensive service, usually delivered in the home, which is offered to people recovering
froman injury to promote and maximise independence.
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Rehabilitation

A process of assessment, treatment and management with ongoing evaluation by whichthe individual
(and their family/carers) are supported to achieve their maximum potential for physical, cognitive,
social and psychological function, participationin society and quality of living.

Rehabilitation Plan

A plan used to document the rehabilitation needs of severely injured patients (ISS score 29) and
identify how they will be addressed.

Retrieval

The use of expert medical teams to assess, stabilise, package and subsequently transport a patient
fromone site toanother. The aimis the delivery of critical care equivalent to that provided ata major
hospital facility.

Rural Trauma Facility

Usedto describe the role of Bronglais General Hospital and Withybush General Hospital as part of the
Trauma Network. These hospitals do not meet the quality indicators and service specification of a
Trauma Unit, however, given their relatively rural location, will receive disproportionally more major
trauma compared to a Local Emergency Hospital. These hospitals will need to maintain the ability to
assess and treat majortrauma patients, before onward transfer to the Major Trauma Centre or nearest
Trauma Unit, as appropriate.

Specialist Rehabilitation

The total active care of patients with complex disabilities by a multiprofessional team who have
undergone recognised specialist trainingin rehabilitation, led/ supported by a consultant trained and
accredited in rehabilitation medicine.

Trauma
Physical injuries of sudden onset and severity, which require immediate medical attention.
Trauma Care Pathway

The process through which care is providedfor patients who have suffered Major Trauma. Specifically,
it describesthe location and capability of each facility within the inclusive trauma system and outlines
the ambulance bypass protocols and thresholds for transferring patients to more specialist units. The
pathway has several stages, including pre-hospital care, acute care and surgery, ongoing care and
reconstruction and specialised and local rehabilitation. Within the pathway, hyper-acute rehabilitation
starts early. Two additional components have been added: injury prevention and social care.

Trauma Network

The collaboration between the providers commissioned to deliver trauma care services in a
geographical area. The termisinterchangeable with the terms ‘Trauma Operational Delivery Network’
and ‘Inclusive Trauma System’.

Trauma Unit

A hospitalinaTrauma Network that provides care for mostinjured patients.
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