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	Ein cyf / Our ref: 203/23/FOI 


	Dyddiad / Date: 13th September 2023 


Please accept my sincere apologies for the delay. Further to your request for information dated 16th July 2023, I am pleased to provide the following response. 
Your request and our response:
I request copies of:  
1. In January 2020 an internal report was published in draft form addressing the challenges of Urology service delivery in North Wales.

Please find draft business case embedded below. Please note that any information that

is personal has been redacted under Section 40 – Personal Information of the Freedom 

of Information Act.


[image: image1.emf]Urology Business  Case 17.1.20_redacted.pdf


2. The 'final report' on: "The Royal College of Surgeons (RCS) carried out an Invited Review (IR) of the BCUHB Urology service on 14-17 November 2022. The final report is due in March 2023.....A further one-day visit will take place at Ysbyty Gwynedd on 23 January 2023 in order for the IR team to review the entirety of the Urology service".

We are currently still awaiting The Royal College of Surgeons (RCS) urology final report and anticipate that this will be available towards the end of the year. 

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1756014098.pdf
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1 EXECUTIVE SUMMARY 
 
1.1  Introduction 
 


The North Wales Urology service is not sustainable in its current form. Recruitment 


and retention issues have resulted in a service which is heavily reliant on locum and 


agency staff, is borderline in terms of clinical viability and is not cost effective. For 


financial year 18/19 the medical agency expenditure for urology was £914k. That 


represented an average spend per month of £76k.  The current financial year spend 


(to month 7) has increased to £160k per month. 


 


In addition an increasing number of patients are being referred to providers in NHS 


England for treatment as outlined below (figures are for financial year 18/19) given 


the North Wales service can no longer offer a full range of Acute Urology 


procedures.  


 


Provider Procedure Number Cost 


Royal Liverpool Robotic prostatectomies* 
Cystectomies 


Nephrectomies 
 


33 
19 
7 


£501,000 


Arrowe Park (Wirral) Robotic prostatectomies 56 £391,792 
 


 


For comparative purposes internally for calendar year 2018 the Health Board 


undertook 102 major cancer cases with the conclusion that just around half of our 


major urology cancer work is currently outsourced. However it is necessary to note 


that for the Royal Liverpool robotic prostatectomies detailed above these were all 


delivered by a BCU employed Consultant with visiting sessions.   


 


The Health Board’s commitment to the continuation of Acute Urology services in 


North Wales is of strategic significance not only for patients who require care for 


urological conditions but also to safeguard the provision of other interdependent 


specialties. Establishment of Robotic Assisted Surgery (RAS) in North Wales has 


been identified as a priority, necessary to sustain delivery of Acute Urology services 


by supporting the recruitment and retention of key medical personnel. Currently the 


vast majority of UK urology trainees are exclusively trained to carry out RAS 


procedures only and are therefore unable to undertake conventional laparoscopic 


surgery without additional training. This acts as a deterrent to recruitment and poses 


additional risks to patients by reducing access to laparoscopic surgery and 


potentially increasing dependence on English services.  Access to a Robot will 


improve the Health Board’s ability to recruit and retain consultant Urologists and 


support a viable Urology service. There is a risk that if BCUHB is unable to recruit 


and retain permanent medical staff it will not be possible to continue to provide Acute 


Urology services in North Wales. 


 


Whilst safeguarding the provision of Acute Urology services in North Wales is a 







major  driver for the development of a RAS service it would also support plans to 


develop a Pelvic Cancer (colorectal and Gynaecology)  service together with other 


specialties such as Head & Neck. The establishment of RAS in BCU is subject to a 


separate Business Justification Case (BJC). This separation strategy is driven in part 


by the requirement for the Health Board to participate in an all Wales RAS 


procurement which is only just commencing and therefore does not align with 


submission dates for this business case. Taking this factor into consideration the 


implementation of the overall urology redesign will be phased (as set out  later in this 


section)) and any financial information presented in this business case relating to 


RAS is therefore indicative  and will be subject to change upon completion of the All 


Wales procurement. 


 


The Urological redesign will result in significant improvements in a number of areas 


which are detailed in section 3 of this document. In particular and subject to 


recruiting to existing Urological Consultant vacancies, it has been determined that 4 


wte Cancer surgeons (from a current compliment of 13.25wte) would attain delivery 


of the 62 day cancer target. The new model would also sustain 36 week Referral to 


Treatment (RTT) delivery with an additional investment required of x (  to provide) 


which forms part of the separate BCU funding submission to Welsh 


Government.(WG). 


 


This business case is presented in accordance with the latest BCU guidance. A brief 


summary of each of the relevant cases is as follows:  


 


1.2 Strategic Case  
 


This Business Case has been developed as a key part of the BCU Health 


Board’s vision for its Acute Hospital Care programme within the “Living 


Healthier Staying Well” and aligns well to the development of the digitally-


enabled clinical strategy emerging within the health board as it is based on 


clinical pathways of evidence based care. 


 


The following are also key strategic reference points that have underpinned 


the proposed BCU urological redesign/sustainability plan:  


 


 Annual Operating Plan 2018/19 and BCUHB 3 Year Plan 2019/20 - 2021/22 
The Planned Care Annual Operating Plan (AOP) for 2018/19 and BCUHB 3 


Year Plan 2019/20 - 2021/22 makes reference to the development of a 


Business Case for the Reconfiguration of the Urology specialty in order to 


respond to changes in patient needs, demand, workforce and technology 


including Robotically Assisted Surgery (RAS). The AOP notes that the 


intention to utilize RAS to develop a specialist pelvic cancer service for North 


Wales encompassing gynaecology and colorectal cancer surgery. 


 


 Cancer Delivery Plans 
The Welsh Government's Together for Health - Cancer Delivery Plan - A 


Delivery Plan up to 2016 for NHS Wales and Its Partners requires Health 







Boards and Trusts to work together, either through the Cancer Networks or 


Welsh Health Specialised Services Committee (WHSCC), to plan for the 


prompt and equitable introduction of new technologies.  One of the required 


actions to “Delivering Fast and Effective Treatment and Care” is to identify 


mechanisms to plan and deliver equitable access to new diagnostic and 


treatment procedures in line with evidence. The separate Business 


Justification Case (BJC) for RAS addresses this requirement.   


 


 National Cancer Standards 
The Cancer Delivery Plans reference meeting national quality standards 


introduced in 2005 (WHC (2005)051) Cancer Services in Wales – Publication 


of National Cancer Standards and the implication for Commissioner and 


Providers, through the Cancer Networks).  The 2016 – 2020 plan notes: 


 


Referral to treatment times are an important measure of quality, not just 


productivity, as all patients should start treatment within 62 days of being 


aware they are suspected of having cancer to give them the best possible 


outcomes. 


 


Furthermore consultations are concluding in January 2020 in relation to 


national pathways for the delivery of urological cancers. These proposed 


pathways would be supported through the strategic developments contained 


within this business case and align to our digitally-enabled clinical strategy. 


 


 National Urology Implementation Plan 
The purpose of the National Urology Implementation Plan is to improve 


patient experience and deliver sustainable services. The plan builds on a 


series of developments in Wales to provide a balanced service change for 


implementation by Health Boards across Wales.  


 


The plan requires Health Boards to understand and measure demand, 


capacity and activity in Urology and establish a patient experience measure 


for Urology services in Wales.  


 


The investment objectives for the project are as follows –  


 


 To provide safe and sustainable services in response to current and future 
health needs of the population 


 To increase the range of services available locally, thereby reducing reliance 
on referral to England for treatment 


 To improve patient experience by delivering best practice urological services 
for all patients. 


 To improve performance against a range of local and national targets  
 


The case for change within this section describes the anticipated positive impact on 


recruitment and retention, benefits accruing from implementation of a new service 







model and improvements in a range of performance indicators, linked to improved 


cancer survival, patient outcomes and efficiencies. 


 


1.3 Economic Case  
 


The economic case describes the options available and assesses them against the 


investment objectives as outlined above.  In summary, the following options have 


been assessed:  


 


Option 1 


Do Nothing 


This would simply maintain current service arrangements. Whilst it is not deemed 


viable because of clinical risk it is included as a baseline to compare value for money 


of other options. 


 


Option 2 


Single site model (either WRX, YGC, or YG) with core urology services to be 


provided at each site. 


Centralise major urology cancer surgery and complex stone work on one site: 


 


Option 2a: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at YG 


Option 2b: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at YGC 


Option 2c: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at WRX 


 


Option 3 


Two site model (either YG/YGC, YGC/WRX, YG/WRX) with core urology 


services to be provided at each site     


Centralise major Urology cancer surgery and centralise complex stone work to be 


provided on different sites. 


 


 Option 3ai: Centralise major cancer surgery @ YG and stone work @ YGC 


 Option 3aii: Centralise major cancer surgery @ YGC and stone work @ YG 


 Option 3bi: Centralise major cancer surgery @ YGC and stone work @ WRX 


 Option 3bii: Centralise major cancer surgery @ WRX and stone work @ 
YGC 


 Option 3ci: Centralise major cancer surgery @ YG and stone work @ WRX 


 Option 3cii: Centralise major cancer surgery @ WRX and stone work @ YG 


 


Option 4 


Cease open Urology work and/or complex stones in North Wales  


 Option 4a: Cease major cancer surgery in North Wales and outsource to an 
external provider  


 Option 4b: Cease complex stone work in North Wales and outsource to an 
external provider 







 Option 4c: Cease major cancer surgery and complex stone work in North 
Wales and outsource to an external provider 


 


Initial assessment against the investment objectives and critical success factors led 


to a shortlist of options, which went on to further analysis, in terms of qualitative 


benefits appraisal, financial benefits appraisal and risk appraisal.  The preferred 


option was subsequently identified as option 3ci. Given as outlined earlier any 


decision on RAS investment will be subject to a separate BJC the implementation of 


the preferred option will be phased as outlined below: 


 


Phase 1  


 Establish complex stone centre at YMW (by end of quarter 1 20/21 financial 


year). All complex percutaneous nephrolithotomy (PCNL) patients to follow 


agreed pathway referral route to YMW as above and be treated in accordance 


with agreed protocols. 


 


 Establish the YG Urology Cancer Centre – (quarter 3 20/21 financial year) 


subject to consultation requirements.  Albeit RAS will not be available at this 


point.  The following procedures where appropriate would be undertaken on a 


non RAS basis (until that technology became available locally) as follows: 


Nephrectomy, Radical Prostatectomy, Partial Nephrectomy, 


Cystoprostatectomy.   


 


In the context of the above the outsourcing levels as outlined earlier would 


need to continue for major cancer cases which required RAS until any such 


point that BCU acquired that technology.  However it is recognised that 


current levels of outsourcing are insufficient to meet the expected 62 day 


cancer targets and despite exhaustive searches no further such capacity 


seems available. 


 


 Other inpatient work (not included in the above categories) together with any 


urological emergency admissions for Conwy and Denbighshire to remain at 


YGC (until end of quarter 4 20/21 financial year).  These inpatient procedures 


would be as follows: Kidney /Ureter, bladder & urethra, scrotum & testes and 


penile surgery.   


 


Phase 2  


 Achieve transfer (at the beginning of quarter 1 21/22 financial year) of all the 


above inpatient elective and emergency work that remained at YGC to East 


and West in accordance with agreed service model and postcode distribution.   


 


Phase 3 


 Acquire RAS in line with the national procurement plan and date to be 


determined.  As part of this phase all outsourcing work that required RAS 


would be repatriated with such technology being available locally.   







 


1.4 Financial Case  


 


In the strategic and economic cases it is clearly outlined that significant pressures 


prevail within Urology regarding recruitment and retention, medical agency spend 


and productivity and efficiency issues. As outlined earlier integral to the redesign 


process and mitigation of the above risks is investment in RAS. Albeit the benefits of 


such investment would now embrace a number of surgical specialties. Given any 


final decisions on RAS investment will be subject to the outcome of an All Wales 


procurement (and separate BJC) this business case can only present indicative 


financial information based on a RAS capital purchase option developed by BCU last 


year.  This  demonstrated there  would be a considerable additional revenue cost for 


the Health Board estimated at £0.754m (Yr 1) and £0.679m (Yrs 2 onwards), which 


totals £4.8m over the course of the asset life (7 years) for any capital purchase RAS 


investment. Please note however, that the new procurement will also include 


potential non capital options ie Managed Services approach so the affordability 


profile may well change in the context of differing approaches. 


 


The Strategic Case (within this Business Case) fully captures the proposed benefits 


of the overall Urology redesign and implementing the 2 site model.  Examples 


include potential cash releasing benefits such as reduced downstream costs, 


improved recruitment and retention (decreased agency cost premium) and also non-


cash releasing benefits such as reduced Average Length of Stay (AvLOS), re-


admissions and improved theatre scheduling (which should facilitate capacity gain) 


given existing levels of escalated beds across services at present.   


 


Based on initial information (by specialty), a total  AvLOS reduction of 693 bed days 


is estimated via RAS, which is the equivalent of just under 2 beds per annum (68% 


of this relates to Colorectal, 17% Gynae and remaining 15% Urology).  This benefit 


would represent capacity gain (with equivalent potential cost avoidance of £0.127m), 


albeit the All Wales RAS procurement would need to validate such key outcomes 


across a range of surgical specialties.   


 


With regards to the financial benefits of investing in RAS upon the Recruitment and 


Retention of Medical Staff here in North Wales.  The current challenges faced 


alongside recent Agency Expenditure pressures incurred for urology are summarised 


in 2.5.2 of the Strategic Case.  Analysis has been undertaken and to put things into 


context and demonstrate the magnitude, as an example only, a minimum additional 


reduction medical agency expenditure of 31% per annum (based on 18/19 total cost 


of £4.3m covering Urology, Colorectal and Gynae) would be required in order to fund 


the on-going revenue costs (-£0.679m) associated with a capital purchase type 


approach for RAS.  However, any such targeted plans would need to be delivered in 


addition to existing site savings for medical agency over and above those already 


reflected with existing Financial Recovery Plans , as requirements to address the 


current financial deficit of the Health Board.  


 







It is suggested that efficiencies would need to be sourced via both the planned 


Urology Services redesign and pursuing full Benefits Realisation of RAS at BCUHB.  


The requirements for example would be a focus upon efficiency with a view to lower 


current unit costs of in-house service delivery, reduce medical agency expenditure 


(cost avoidance on the premium), minimise additional consumable costs, increase 


throughput and deliver reductions in AvLOS, reduced complications, re-admissions 


and other improved outcomes such as reduced incontinence, erectile dysfunction 


and stoma’s for patients, for example. Included as an attachment to this business 


case is the proposed benefits realization plan albeit this is deemed indicative in 


terms of anything dependent on RAS availability (to be provided). 


 


Any new service model must address the current pressures around cancer, referral 


to treatment and follow up backlog.  In terms of the former some analysis has been 


undertaken as part of the separate single cancer pathway business case  approved 


by the Health Board in July 2019.  This has highlighted major capacity gaps in 


outpatients inclusive of Urology.  Furthermore there is a significant treatment 


capacity gap in Urology.  At present there are 14 major cancer cases waiting in 


excess of agreed waiting times targets together with a known annual capacity gap of 


2 cases per week. This gap is currently met via external contracts but this capacity is 


not guaranteed to continue and is insufficient to meet the expected 62 day cancer 


targets. Exhaustive searches for additional capacity across the UK have confirmed 


that capacity is not available to accommodate patients from North Wales. However, 


in circumstances where BCU recruits to 4 wte cancer specialists (given existing 


vacancies) from an existing compliment of 13.25 wte, this will be deemed sufficient 


manpower to sustain the 62 day target.   


 


In terms of Referral to Treatment (RTT) targets the analysis shows that overall there 


is not a sustainable gap at 26 weeks for access to outpatients, however there is a 


sustainable and a backlog gap for surgical procedures at stage 4 of the elective 


pathway to deliver waiting times of 36 weeks. The sustainable stage 4 service gap 


across BCU is 722 patients per annum with a backlog figure of 581 giving a 


combined total of 1303.  


 


The sustainable service gap equates to 267 operating lists per year at the present 


productivity of 2.7 cases per list. This equates to 7.3 job plan sessions per week over 


a 42 week consultant working year and 0.73 of a theatre to be available each week 


(assuming 85% utilisation). 


 


To clear the backlog within one year and deliver the sustainable service gap would 


require 483 additional theatre lists which equates to 13.2 direct clinical care 


consultant job plan sessions per week (42 week consultant job plan year) and circa 1 


additional theatre equivalent operating capacity for urology in one year.  


 


At a more granular level the present service configuration across BCU demonstrates 


that for outpatients ( stage 1) 26 week delivery the service is in balance overall 


(surplus of 20 across all three sites), however there is a sustainable gap of 303 on 







the Wrexham site. All 3 sites show a backlog to delivery of the 26 week outpatient 


milestone which would need to be addressed non-recurrently. 


 


At elective IPDC this level of analysis shows all three sites have a sustainable 


service gap to 36 week delivery with the gaps from West to East being 239, 118 and 


365 respectively. These figures assume continuation of the levels of provision of 


service outside of BCU and therefore the sustainable gap will increase with the 


repatriation of the work currently undertaken at stage 4 in English providers.  


 


The above analysis is derived from the 2020/21 Derived Demand tool v6. The 


resultant costs of sustaining 36 weeks delivery for urology have been calculated at x 


and form part of a separate BCU submission to Welsh Government (WG) for such 


funding. (  to provide) 


 


1.5 Management Case  
 


Mark Wilkinson, Executive Director Planning & Performance, is the Senior 


Responsible Officer (SRO) for the project. The SRO is responsible for ensuring that 


the project management arrangements to deliver the project on time, to budget and 


to the desired quality have been put in place. 


 


There is an over-arching Urology Redesign Delivery Group which is chaired by the 


Project Director, Dr Kate Clark, BCUHB’s Secondary Care Medical Director. The 


Group’s key responsibilities were/are: 


 


 To confirm the scope of the project 


 To develop a project plan and timeline for developing the business case 


 To develop a project risk register 


 To develop a communications plan 


 To undertake analysis of current and projected need 


 To identify staffing and high level estates issues 


 To identify capital and revenue implications 


 To undertake Equality and Health Impact Assessments to support the business 
case 


 To agree actions to address (action log) 


 To ensure the project achieves the expected benefits and is completed within the 
approved costs and timescales 


 To ensure the project remains a viable business proposition 


 To approve the quality criteria and the control mechanisms for the delivery of the 
project 


 To report progress of the project to the Planned Care Group.and BCU Health 
Board as appropriate 


 


Project Plan and Milestones  


Milestones Key Target Dates 


Submission of business case to 
EMG 


February 2020 







Submission of business case to 
Finance and Performance 
Committee 


February 2020 


Submission of business case to 
BCU Health Board  


March 2020 


Implementation phases  To be delivered in Financial year 2020/21 – see 
section 3.5 for proposed quarter phasing detail 
 


 


Arrangements for Benefits Realisation 


The benefits are outlined in the Strategic Case.  Their delivery will be managed and 


monitored by the Delivery Group. It is suggested that the benefits, where relevant 


(CRB/Non-CRB) are captured, monitored and reported using established systems.   


 


Arrangements for Risk Management 


The project Risk Register will be developed by and reviewed at the regular meetings 


of the Delivery Group. 


 


Arrangements for Post Project Evaluation 


Post project evaluation will be carried out as outlined in the BCUHB Procedure 
Manual for Managing Capital Projects.  The post project evaluation covers the 
achievement of benefits, problems, use reaction, supplier review, issues/area for 
improvement and overall project performance. 
 


1.5 Recommendation  
It is recommended that the BCU Finance and Performance Committee and Health 


Board approves this business case.   


 


  







2.0 STRATEGIC CASE 


 


2.1 Introduction 


This section explains how the scope of the proposed Urological redesign fits within 


the Health Board’s Clinical Strategy and provides the case for change, in terms of 


existing and future operational needs. As part of the BCU Health Board’s vision for 


its Acute Hospital Care programme within the “Living Healthier Staying Well “ system 


wide BCUHB Health Strategy, Urology has been designated a fragile/under pressure 


service. Capacity planning work  consistently identifies urology as facing a demand 


and capacity mismatch.  This therefore requires a rapid solution to facilitate 


sustainable service provision. This business case addresses the requirement to 


support the sustainability of a pan BCU Urology service and references other 


specialties connected with Pelvic Cancer, specifically Colorectal and Gynaecology.  


 


The establishment of Robotic Assisted Surgery (RAS) is seen as a key component of 


any preferred sustainable service model and is subject to a separate Business 


Justification Case (BJC).This separation strategy is driven in part by the requirement 


for the Health Board to participate in an all Wales RAS procurement which is only 


just commencing and therefore does not align with submission dates for this 


business case. Taking this factor into consideration the implementation of the overall 


urology redesign will therefore be phased (as set out in section 3.5 of the Economic 


Case) but fully recognising that RAS is viewed as a key enabler to support the 


recruitment and retention of Urology staff given the majority of urology surgical 


training programmes currently teach robotic assisted rather than laparoscopic 


techniques.   This development will also facilitate the establishment of a Specialist 


Centre of Clinical excellence for Urology (cancer inpatients) and allow a further 


reconfiguration of non cancer urological services as part of any overall service 


redesign, creating the opportunity for the development other clinical pathways such 


as the urological stone pathway.  In terms of the Specialist Centre of Clinical 


Excellence this will be achieved by providing dedicated infrastructure, manpower and 


protocols to ensure the highest quality and consistency of service delivery will be 


attained.  


 


Given the profound recruitment and retention difficulties within Urology, any 


preferred service model must likewise address the significant high levels of medical 


agency spend which is an average of circa £76,000 per month for the speciality in 


2018/19.  For the current financial year (MO1-MO7) the figure is an average of circa 


£160,000 per month.  There is no doubt that the current number of sites delivering 


urological services and the associated requirement for rota cover/intensity at all 


grades of medical staff is a major aspect driving such spend. 


 


The case also addresses the sustainable delivery of quality and access related 


measures of performance, recognising that despite the level of non-recurrent 


resource deployed the delivery of access is below expected standards for both 


cancer, diagnostic, outpatient follow up and non-cancer elective care. 


 







There is also recognition that in terms of current performance levels for the speciality 


there are a number of other drivers which any revised service model needs to 


address as follows: 


 


 Enhanced quality of surgery 


The advent of RAS will achieve enhanced surgical precision compared to 


laparoscopic surgery given movements are scaled down to remove tremor 


and enhance accuracy. 


 


 Reduced hospital stay and readmission rates 


 The introduction of RAS and the adoption of any future extended day case 


models for surgery (the latter possible via developments in urology treatments 


and the use of different technologies) has clear advantages with regard to 


hospital stay, recovery and reduced complications. With the former it is 


anticipated that the length of stay for an open radical prostatectomy patient 


will reduce from 4.1 days to 1 day albeit only a very small number of cases 


internally (circa 2) were done on this basis in 18/19 but the numbers of 


laparoscopic cases were higher at circa 35.  


 


 Enhanced quality of care - Referral to Treatment and Cancer targets 


Any new service model must address the current pressures around cancer, 


referral to treatment and follow up backlog.  In terms of the former some 


analysis has been undertaken as part of the separate single cancer pathway 


business case approved in July 2019 by the Health Board.  This has 


highlighted major capacity gaps in outpatients inclusive of Urology.  


Furthermore there is a significant treatment capacity gap in Urology.  At 


present there are 14 major cancer cases waiting in excess of agreed waiting 


times targets together with a known annual capacity gap of 2 cases per week  


This gap is currently met via external contracts but this capacity is not 


guaranteed to continue and is insufficient to meet the expected 62 day cancer 


targets. Exhaustive searches for additional capacity across the UK have 


confirmed that capacity is not available to accommodate patients from North 


Wales.  


 


In terms of Referral to Treatment (RTT) targets the analysis shows that overall 


there is not a sustainable gap at 26 weeks for access to outpatients, however 


there is a sustainable and a backlog gap for surgical procedures at stage 4 of 


the elective pathway to deliver waiting times of 36 weeks. The sustainable 


stage 4 service gap across BCU is 722 patients per annum with a backlog 


figure of 581 giving a combined total of 1303.  


 


The sustainable service gap equates to 267 operating lists per year at the 


present productivity of 2.7 cases per list. This equates to 7.3 job plan sessions 


per week over a 42 week consultant working year and 0.73 of a theatre to be 


available each week (assuming 85% utilisation). 


 







To clear the backlog within one year and deliver the sustainable service gap 


would require 483 additional theatre lists which equates to 13.2 direct clinical 


care consultant job plan sessions per week (42 week consultant job plan year) 


and circa 1 additional theatre equivalent operating capacity for urology in one 


year.  


 


At a more granular level the present service configuration across BCU 


demonstrates that for outpatients ( stage 1) 26 week delivery the service is in 


balance overall (surplus of 20 across all three sites), however there is a 


sustainable gap of 303 on the Wrexham site. All 3 sites show a backlog to 


delivery of the 26 week outpatient milestone which would need to be 


addressed non-recurrently. 


 


At elective IPDC this level of analysis shows all three sites have a sustainable 


service gap to 36 week delivery with the gaps from West to East being 239, 


118 and 365 respectively. These figures assume continuation of the levels of 


provision of service outside of BCU and therefore the sustainable gap will 


increase with the repatriation of the work currently undertaken at stage 4 in 


English providers.  


 


The above analysis is derived from the 2020/21 Derived Demand tool v6. The 


resultant costs of sustaining 36 weeks delivery for urology have been 


calculated at (  to provide). 


 


 New technologies 


There is a requirement to facilitate a faster return to normal life for patients 


and achieve enhanced quality of life outcomes eg reduced post-operative 


complications etc. As stated earlier the introduction of new technologies eg 


RAS and any extended day case model will significantly contribute to this. 


 


 Reduce reliance on other NHS providers  


As outlined above BCUHB currently contracts with some English providers for 


a range of urological services and for financial year 2018/19 the following 


outturn was delivered:  


 


Provider Procedure Number Cost 


Royal Liverpool Robotic prostatectomies* 
Cystectomies 


Nephrectomies 
 


33 
19 
7 


£501,000 


Arrowe Park (Wirral) Robotic prostatectomies 56 £391,792 
 


 


*Robotic prostatectomies all delivered via a BCU employed Consultant with 


visiting sessions. 


 







For comparative purposes internally for calendar year 2018 the Health Board 


undertook 102 major cancer cases with the conclusion that just around half of 


our major urology cancer work is currently outsourced. Albeit as outlined in 


Section 2.5.2- Business Needs we do not seem to benchmark favourably with 


other providers in NHS Wales and NHS England.  


 


This can inevitably lead to an increase in cost to the Health Board and result 


in extended length of stay, ancillary treatment or diagnostics. There is also a 


risk of a material increase in tariff, as has been recently experienced for non 


Urology procedures, which the Health Board will not be able to avoid. 


 


All of the above factors are deemed fundamental to the determination of a preferred 


sustainable service model and formed part of the detailed option appraisal process 


which is outlined later within this document. The above issues are examined in more 


detail within the case for change section of this Strategic Case. 


 


2.2 Organisational and Urological Cancer Incidence Analysis  


 


BCUHB was established on 1st October 2009 and is the largest health organization 
in Wales.  It provides a full range of primary, community, acute and mental health 
services for a population of approximately 700,000 across North Wales and some 
parts of North Powys. BCUHB is responsible for the operation of over 90 health 
centres, clinics, community health team bases and mental health units, 19 
community hospitals and three Acute Hospitals. 
 
BCUHB employs approximately 16,500 staff and has an annual revenue budget of 
approximately £1.4 billion. 
 
Based on information provided by Public Health Wales the incidence of urological 
cancers in BCUHB is generally not statistically significantly different from the Welsh 
average except for bladder cancer which is statistically significantly higher.  
 
Some cancers are more common in certain ethnic groups. BCUHB has a relatively 
small BME population at 2.4% compared with a Wales figure of 4.4%.  
 
BCUHB has a relatively older population than the national average, with the growth 
in the 65+ age group being the greatest (higher than national growth rate), and this 
pattern of growth set to continue to 2036. The predicted growth in BCUHB’s 
population aged 65 years and over is important as more than three out of five new 
cancers are diagnosed in people in this age group, and over a third are diagnosed in 
those aged 75 or over. Therefore, cancer cases are set to rise over the next 20 
years, with prostate cancer set to increase by 66%, bladder cancer by 3-4%, kidney 
cancer by 83% in males and 61% in females, and testicular cancer by 21%.  
 
There are also a number of non-cancerous urological conditions which need to 
treated e.g. benign prostatic hyperplasia, incontinence and kidney stones.  
 
BCUHB’s aging population will likely increase demand for a range of urological 
procedures, with the British Association of Urological Surgeons noting that GP 







referrals for urological problems have increased by one fifth over the last 20 years.  
However, the number of patients who need to undergo urological surgery for their 
condition has fallen to about one in ten, meaning that almost 90% of patients 
referred to a urologist can be managed medically. 


 
This change in supply is reflected in the decline in hospital admissions for 
transurethral prostatectomy over the last 15 years in BCUHB and Wales, due to the 
introduction of pharmacological and other surgical treatment modalities. There has 
also been a slow decline in hospital admissions for transurethral resection of bladder 
tumour in BCUHB; hospital admissions in Wrexham LA appear to be statistically 
significantly lower than Wales. Therefore the capacity and preferred service model 
outlined in section 3 is deemed sustainable based on the above analysis. 
 
However, hospital admissions for ureteroscopic removal of calculus have increased 
in BCUHB (and Wales) over the last 15 years. Hospital admission rates for 
ureteroscopic removal of calculus in BCUHB are statistically significantly higher than 
Wales, which is largely driven by higher rates in Wrexham LA patients. Furthermore, 
modelling shows an increase in demand for ureteroscopic removal of calculus 
procedures, purely based on the growth in the older population in North Wales.  
 
North Wales is characterised by some affluent areas and areas of high deprivation. 
Some cancers (kidney and bladder) are associated with socio-economic deprivation, 
while others show an inverse relationship (prostate and testicular). There is a clear 
social gradient in cancer mortality in general, with more deprived areas experiencing 
higher mortality rates than less deprived areas. 


 
Up to half of cancers could be prevented by changes in lifestyle behaviours such as 
smoking, poor diet, obesity and alcohol misuse. More preventative work needs to be 
taken forward in North Wales, including smoking cessation, which is highly cost 
effective. 
 
In 2015-16, BCUHB spent 7.5% of its total budget on cancer (including urological 
cancers). BCUHB has consistently spent a higher percentage of its budget on cancer 
and tumours than the Welsh average, likely reflecting its older demographic. In 2015-
16, BCUHB spent 6.3% of its total budget on problems of genitourinary systems 
compared to 5.2% across Wales. Overall increases in BCUHB spending have been 
on the renal problems and other problems of the genitourinary system, including 
chronic renal failure. Comparisons between 2014/15 and 2015/16 indicate that 
increases in spending on renal problems and other problems of the GU system 
appear to be centred on outpatients, community, renal dialysis and contracts with 
England, rather than related to admitted hospital care. 
 
North Wales is divided into three Health Economies, which operationally manage 
primary and community services (including community hospitals and dental services) 
and work with local hospital services to ensure the delivery of effective healthcare. 
The Health Economies are established within geographical boundaries across North 
Wales – East, Centre and West. Each Health Economy is serviced by one District 
General Hospital namely Ysbyty Wrexham Maelor in the East; Ysbyty Glan Clwyd in 
the Centre, and Ysbyty Gwynedd in the West.   
 







2.3 Current Service Provision 
 
All three sites currently provide similar comprehensive general adult and paediatric 
urology services, with complex cancer surgery occurring mainly at Ysbyty Glan 
Clwyd (YGC) and Ysbyty Gwynedd (YG) with a significant number of complex 
cancer patients  referred out of North Wales to Wirral, Liverpool and Manchester 
University NHS FT Similarly each department provides a full 24/7 on call service for 
their site with limited cross cover. 
 
In terms of infrastructure no site has a dedicated urology ward. Each has a number 
of beds  allocated in principle for urology use but the actual numbers can fluctuate 
markedly.   
 
During the period  2018/19 the average number of adult beds occupied at midnight 
by the urology service ( i.e. patient under the care of a Consultant Urologist) can be 
summarised as follows: 
 


UROLOGY Average Beds 
Occupied at 
Midnight 


Average 
day cases 
per day 


Ysbyty Gwynedd 9.9 10 


Ysbyty Glan Clwyd 11.3 4 


Ysbyty Maelor   11.8 5 


TOTAL 33.0  


 
It is important to note that midnight occupancy is typically the lowest level of 
occupancy as patients are discharged into the evening to release capacity for 
admissions on the following morning. 
 
Inpatient figures are the total occupied bed days over the period. 
 
YG and YGC have dedicated urology facilities including consulting and procedure 
(including flexible cystoscopy) rooms, office and MDT accommodation. Ysbyty 
Maelor (YM) does not, and the service is provided from a mix of general outpatient 
and day case facilities.  
 
Consultant Urologist staffing establishments are similar for each site, and current 
establishment is outlined below. There is a difference in locum usage with higher 
numbers at YG and YGC both at Consultant and middle grade level. 
 


Consultant Urologist Ysbyty 
Maelor 


Ysbyty 
Glan Clwyd 


Ysbyty 
Gwynedd 


Total 


Substantive Consultant 5 2 2 8 


Locum Consultant (covering vacant 
post) 


0 2 2* 5 


Vacant post with no locum cover 0 0 0 0 


Total 5 4 4 13 


 


Middle Grade Urologist Ysbyty Ysbyty Ysbyty Total 







Maelor Glan 
Clwyd 


Gwynedd 


Associate Specialist  0 0 1* (upgraded  1 


Substantive Middle Grade 3 3 2* (1 
upgraded and 
1 long term 
sickness) 


8 


Trainee Middle Grade (SpR) 1 1 0 2 


Vacant posts 0 0 2 2 


Total funded  4 4 5 13 


Locum Middle Grade (to cover 
vacancies/ upgrading)  


0 0 2 2 


 
*At YG - 1 x permanent Associate Specialist and 1 x permanent Middle Grade 
Urologist are acting as Locum Consultants-one of which has been in post for more 
than 4 years (the Associate Specialist), 2 agency locums currently employed in place 
of 4 middle grade/1 Associate Specialist posts which are vacant/upgraded/sick. 
 
Urology is a high volume elective speciality which also provides emergency care and 
for patients referred from primary care, Emergency Departments and wards on each 
site. Currently urology services are provided from all three of the main acute hospital 
sites in North Wales. Each site operates its own on-call rota with non-resident middle 
grade cover. Cancer treatment is provided at each site and the service has moved to 
a single weekly North Wales Urological Cancer MDT.  
 
The following table details annual activity undertaken within the North Wales Urology 
Service (including patients seen out of BCU). Figures are based on the average 
number of episodes with urological procedures over (the last 4 years).   
 


 West  Central East Out of 


BCU 


Total  


Emergency 


Admissions  


649 928 988 N/A 2565 


Elective 


Inpatients 


481 555 685 119 1840 


Day Cases 


(Excluding 


Diagnostics) 


533 458 700 N/A 1691 


Day Cases 


(Including 


Diagnostics)  


1987 2080 1832 N/A 5899 


Outpatients  7833 8686 14160 2913 33592 


Referrals  3093 4251 6028 1397 14768 


 







Outpatient Review Backlog (snapshot from 04/09/19) 


Area Not 


Overdue  


0 – 25 


Weeks 


25 – 50 


Weeks 


50 – 


100 


Weeks 


>100 


Weeks 


Total 


Overdue 


Total 


Number  


West 762 136 127 180 2108 2551 3313 


Central 1117 160 118 312 3825 4415 5532 


East  243 86 80 173 1096 1435 1678 


 
In terms of the above it is recognised that potential investment in such things as 
prostate sureveilliance and other self care measures will release outpatient capacity 
in order to achieve some miitgation of the outpatient review backlog problem. 
 
2.4 Business and Organisational Strategies 
 


 Living Healthier Staying Well 
This Business Case has been developed as a key part of the BCU Health 
Board’s vision for its Acute Hospital Care programme within the “Living 
Healthier Staying Well” and aligns well to the development of the digitally-
enabled clinical strategy emerging within the health board as it is based on 
clinical pathways of evidence based care. 


 


 Annual Operating Plan 2018/19 and BCUHB 3 Year Plan 2019/20 - 2021/22 
The Planned Care Annual Operating Plan (AOP) for 2018/19 and BCUHB 3 
Year Plan 2019/20 - 2021/22 makes reference to the development of a 
Business Case for the Reconfiguration of the Urology specialty in order to 
respond to changes in patient needs, demand, workforce and technology 
including Robotically Assisted Surgery (RAS). The AOP notes that the 
intention to utilize RAS to develop a specialist pelvic cancer service for North 
Wales encompassing gynaecology and colorectal cancer surgery. 


 


 Cancer Delivery Plans 
The Welsh Government's Together for Health - Cancer Delivery Plan - A 
Delivery Plan up to 2016 for NHS Wales and Its Partners requires Health 
Boards and Trusts to work together, either through the Cancer Networks or 
Welsh Health Specialised Services Committee (WHSCC), to plan for the 
prompt and equitable introduction of new technologies.  One of the required 
actions to “Delivering Fast and Effective Treatment and Care” is to identify 
mechanisms to plan and deliver equitable access to new diagnostic and 
treatment procedures in line with evidence. The separate Business 
Justification Case (BJC) for RAS addresses this requirement.   
 


 National Cancer Standards 
The Cancer Delivery Plans reference meeting national quality standards 
introduced in 2005 (WHC (2005)051) Cancer Services in Wales – Publication 
of National Cancer Standards and the implication for Commissioner and 
Providers, through the Cancer Networks).  The 2016 – 2020 plan notes: 
 
Referral to treatment times are an important measure of quality, not just 
productivity, as all patients should start treatment within 62 days of being 







aware they are suspected of having cancer to give them the best possible 
outcomes. 
 
Furthermore consultations are concluding in January 2020 in relation to 
national pathways for the delivery of urological cancers. These proposed 
pathways would be supported through the strategic developments contained 
within this business case and align to our digitally-enabled clinical strategy. 
 


 National Urology Implementation Plan 
The purpose of the National Urology Implementation Plan is to improve 
patient experience and deliver sustainable services. The plan builds on a 
series of developments in Wales to provide a balanced service change for 
implementation by Health Boards across Wales.  
 
The plan requires Health Boards to understand and measure demand, 
capacity and activity in Urology and establish a patient experience measure 
for Urology services in Wales.  


 
The three primary drivers for service change will be:  
 
- Clinical Value Prioritisation - -making sure that only the right patients are 
managed in secondary care.  
 
- Integrated Care - establishing collaborative care groups (between hospital, 
community and primary care) and empowering patients to manage their health.  
 
- Best in Class - measuring value for money and benchmarking against top 
performing organisations.  
 
The plan has been developed by the National Planned Care Programme Board after 
stakeholder consultation with advice and recommendations from the planned care 
reference groups that involves patients and the third sector. It contains thirteen key 
actions for Health Boards to implement.  
 
The plan is issued as a Welsh Health Circular (WHC/2016/017). Health Boards’ 
delivery against the plan is reviewed at each meeting of the Welsh Urology Board.  
 
2.5 Case for Change  
 
2.5.1 Investment Objectives  
 
The investment objectives for the project are as follows:   
 







Investment 
Objective 1 
 
 
 
 
 
 
 


To provide safe and sustainable services in response to current and 


future health needs of the population 


-       Support the sustainability of urology services across BCUHB 


-       Improved recruitment and retention opportunities and rates 


-       Improved patient outcomes through surgical specialisation and 


use of new technologies eg RAS 


-       Reduced complication rates 


-       Establishment of dedicated urology teams 


Investment 
Objective 2 
 
 
 
 
 
 
 


To increase the range of services available locally, thereby reducing 


reliance on referral to England for treatment 


-       Improve access for patients and allow care closer to home 


-       Retain services in North Wales (and reduce referrals to 


external NHS providers) 


-       Provide equity of access to treatment in line with ‘NHS best in 


class’ 


-       Increase patient choice  


-  Support innovation, research and the implementation of new 


clinically proven techniques and treatments 


Investment 


Objective 3 


To improve patient experience by delivering best practice urological 


services for all patients. 


-       Reduced recovery time for patients with less pain and quicker 


return to normal activities 


-       Enable the best practice techniques for patients requiring 


diagnostics and treatment.  


-       Improved cancer staging 


Investment 


Objective 4 


To improve performance against a range of local and national targets  


-       Decrease cancer waiting times (e.g. 62 day target for patients 


requiring surgical management) 


-       Continue to deliver specialist cancer services 


-       Reduced length of stay in an acute setting – patients are home 


quicker following safer surgery 


-       Improve the utilization of operating department facilities and 


theatre efficiencies 


-     Improve the efficiency and productivity of the service across an 


agreed range of KPIs consistent with best in class 


 
 
2.5.2 Business Needs 
 
Current service provision is outlined in section 2.3. As highlighted in the BCUHB’s 
Acute Hospital Care programme, Acute Urology services are considered 
fragile/under extreme pressure and requiring rapid solution to facilitate sustainable 
services for the longer term. In particular the current absence of RAS in North Wales 
is a major factor regarding the sustainability of both acute and elective services for 
the management of common pelvic conditions (including cancers) and this is subject 
to a separate BJC. Furthermore the number of sites delivering urology services 







(diagnostic, acute and elective) is generating significant medical staffing pressures 
with the consequential impact on service sustainability. The above factors 
necessitate the implementation of a new service model in order to deliver high 
quality care for urology patients. The current problems (supporting the case for 
change) are now outlined below: 
 


 Recruitment and retention of consultant and middle grade staff.  
.At present the Urology Department in particular is struggling to recruit to existing 
vacancies and has a number of consultants who are likely to retire in next few years.  
The cost of agency locums for doctors for the department is an average of £76,000 a 
month (further detail of agency expenditure provided below). As there are already 
more than 58 Centres in the UK who have invested in RAS for example, it is highly 
unlikely that newly trained surgeons will want to apply for jobs in an organization 
which is not committed to this as part of an over-arching new service model. Both 
urology and colorectal specialties have also reported difficulties in recruiting junior 
staff.  For example, two mid-grade surgeons were appointed last year but did not 
take up the posts after discovering there was no robotic surgery undertaken across 
the organization. Furthermore there are currently two registrar posts in North Wales 
which form part of the Health Education England North West(HEENW) Mersey/North 
Wales programme albeit part funded by the Health Board. Whilst HEENW are happy 
with the post in Wrexham they have withdrawn early the YGC post as it did not meet 
the standards required for training. Discussions continue with both HEENW and 
Health Education Improvement Wales (HEIW) on what is required to reinstate two 
North Wales based trainees from August 2020. There is no doubt that the quality of 
training to be provided will be greatly determined by the service reconfiguration. It is 
believed that the post currently at Wrexham will fully meet all required 
HEENW/HEIW requirements but more focus will be needed on training programmes 
at YGC and YG with geographical considerations obviously playing a part in this. 
The Health Boards Director of Medical and Dental Education is sighted on all these 
issues including how the two posts would be best configured for on call purposes to 
maximize training opportunities. 
 
In terms of future recruitment it is fully recognized that the provision of robotic 
surgery will significantly mitigate the current recruitment difficulties. Complex pelvic 
surgery in Gynaecology, colorectal surgery and urology are all post – Certificate of 
Completion of Training (CCT) cases, learned by trainees in post - CCT fellowships. 
Fellowships for training in complex laparoscopic procedures are no longer freely 
available and it is likely that in the near future recruitment of newly trained 
laparoscopic surgeons will not be possible. Without the inclusion of RAS as part of 
any new over-arching service model for the specialty there is little prospect of 
recruiting high quality trainees and fresh CCT holders to BCU.  There seems little 
doubt that making North Wales an attractive place to work is vital for succession 
planning and will have to be fully reflected in any new service model. 
 


 Agency spend 
In 2018/19 Secondary Care pay was overspent by £4.168m, pre-dominantly as a 


result of the continued high usage of agency staff.  During the period there were a 


number of medical posts (approximately 44 wte across all specialties), many of 


which were filled by temporary solutions such as agency doctors.  Recruiting to 







these shortages remains one of the largest challenges for Secondary Care.  Despite 


medical staff making up a relatively low proportion of the overall staffing, they 


represent a high proportion of actual expenditure, more so when agency premium 


rates are necessary 


 


The following table summarizes the situation for urology demonstrating that any new 


service model must improve recruitment and retention rates and also reduce reliance 


upon temporary staffing and associated medical agency costs. One major factor 


driving medical agency spend is the need to maintain current rotas (1:4) for 


Consultants which are deemed unattractive in terms of intensity compared to other 


Centres. There is no doubt that such current rota intensity has been a significant 


contributory aspect in terms of lack of success with recent recruitment exercises at 


Consultant level. 


 


 Total Expenditure 2018/19 (£000s)  


Specialty YsbytyGwynedd YsbytyGlanClwyd YsbytyWrexhamMaelor Total Per 
month 


% 


Urology 532 337 45 914 76* 21% 


*the current financial year spend (to month 7) is an average of circa £160k per month 
 


 As shown above medical agency expenditure for urology was £914k in total for the 


financial year 2018/19, with high levels of expenditure continuing to be spent across 


several specialties including general surgery, urology and women’s services across 


all DGH sites. The combined agency spend for these specialties was circa £4.3m   It 


is anticipated that the introduction of RAS (as per separate BJC) may prove 


beneficial to all three specialties in terms of recruitment and retention of medical staff 


and therefore reduce medical agency costs across the sites. Furthermore an 


improvement in the current 1:4 rota intensity at Consultant level for urology (as part 


of any service redesign) will likewise stimulate recruitment levels and reduce agency 


spend. 


 


As the current service is highly reliant on locum cover at consultant and middle grade 


level, core general urology services are potentially at risk in the event of staff leaving.  


If vacancies cannot be filled either substantively or under a locum basis (lack of RAS 


and intensity of existing rotas being the contributory factors), the Health Board has 


been required to outsource core elective procedures in order to sustain urology 


emergency and cancer services.  At present there are 14 major cancer cases waiting 


in excess of agreed waiting times targets together with a known annual capacity gap 


of 2 cases per week.  This gap is currently met via external contracts but this 


capacity is not guaranteed to continue and this is not delivered in accordance with 


the 62 day waiting times requirement from urgent suspected cancer to treatment and 


so poses a clinical risk for the care of patients.  Internally the delivery of urological 


cancer targets is poor with it being the norm for urological cancer breaches to occur 


each month. 


  


 







 Benchmarking  
It has been determined that costs of the BCUHB Urology service do not benchmark 
favourably with other providers in NHS Wales and NHS England. For example see 
below some tabular analysis on prostatectomies.   
 
Average Fully Absorbed Costs 


Row Labels 201314 201415 201516 201617 


ABERTAWE BRO 
MORGANNWG  £        6,157   £    6,670   £    5,780   £    6,230  


ANEURIN BEVAN  £        4,404   £    4,745   £    6,252   £    6,410  


BETSI CADWALADR  £        8,823   £  10,309   £  10,913   £  12,538  


CARDIFF & VALE  £        5,830   £    6,240   £    5,660   £    5,299  


THE CHRISTIE  £      11,139   £    9,929   £  10,527   £  10,646  


WIRRAL TEACHING HOSPITAL  £        6,019   £    6,023   £  10,245   £    8,275  


 


Average Theatre Minutes 


Row Labels 201314 201415 201516 201617 


ABERTAWE BRO 
MORGANNWG 290 298 238 248 


ANEURIN BEVAN 210 213 254 231 


BETSI CADWALADR 283 292 283 287 


CARDIFF & VALE 214 278 263 262 


THE CHRISTIE 335 337 323 313 


WIRRAL TEACHING HOSPITAL 270 370 231 214 


 


Average LOS 


Row Labels 201314 201415 201516 201617 


ABERTAWE BRO 
MORGANNWG 3.1 3.4 3.6 3.4 


ANEURIN BEVAN 2.1 1.8 2.7 1.9 


BETSI CADWALADR 4.4 4.0 3.8 3.0 


CARDIFF & VALE 3.9 2.5 1.7 1.4 


THE CHRISTIE 3.9 3.3 2.9 3.2 


WIRRAL TEACHING HOSPITAL 1.7 1.8 1.7 1.5 


 


 Cancer, RTT and backlog review analysis. 
The lack of robustness of the current Urological service model is illustrated by the 
very high numbers of patients waiting for review outpatient appointment as detailed 
in section 2.3.  
 
There has also been some separate analysis undertaken regarding the capacity 
gaps for cancer treatments inclusive of Urology.  This has highlighted significant 
problems primarily in radiology, endoscopy and outpatients (see table below).  These 
capacity gaps are due to existing known shortfalls in core funded capacity in these 
areas together with the need to increase capacity to ensure sufficient capacity is 
available in a more timely manner for suspected cancer patients.   
 
 
 







Estimated annual SCP 


capacity gap 


West Central East Total 


Outpatient*  1981 1773 1147 4901 


CT 1408 1356 1564 4328 


Cystoscopy 104 156 156 417 


Urology TURBT 52 52 104 209 


MRI 104 156 104 365 


Urology TRUS biopsy 52 52 104 209 


Ultrasound  313 261 417 991 


*Primarily general surgery, ENT, respiratory, gastroenterology, gynaecology, 


dermatology, urology 


Table: Anticipated annual outpatient and diagnostic capacity gap  


 


In addition the Health Board has a significant treatment capacity gap in urology. At 


present there are 14 major cancer cases waiting in excess of agreed waiting times 


targets together with a known annual capacity gap of 2 cases per week ; this gap is 


currently met via external contracts but this capacity is not guaranteed to continue 


and as noted above this additional capacity is not enabling achievement of the 


expected access times for urgent suspected cancers with breaches in urology seen 


each month. More recently attempts to secure additional capacity for cystectomy 


cancer treatments have proved unsuccessful despite a wide-geographical search 


including the North West and East and West Midlands leaving this service delivery at 


immediate risk.  


 


In terms of RTT the tables below illustrate the stage 1 and stage 4 positions.  
 
Stage 1 – Urology 


DD v 6         


Stage 1 YG YGC Wxm BCU 


Derived 
demand 1854 1635 3922 7411 


Capacity 2280 2295 2856 7431 


Gap/Surplus 426 660 -1066 20 


Backlog -342 -82 -763 -1187 


Sustainable 
gap surplus surplus -303 balanced 


 
Stage 4 – Urology 


Stage 4 YG YGC Wxm BCU 


Derived 
demand 1671 961 2044 4676 


Capacity 1231 584 1558 3373 


Gap/Surplus -440 -377 -486 -1303 


Backlog -201 -259 -121 -581 







Sustainable 
gap -239 -118 -365 -722 


 


Based on 2020/21 Derived Demand V 6. 


 


 Urological peer review by Welsh Government 2017 
Significant concerns were identified in March 2017 during the above review. In 
particular the lack of a strategy to ensure future provision of urology surgery in North 
Wales and the absence of succession planning especially with 2 “retired and return” 
permanent Consultants currently in post. The lack of surgical specialisation and low 
numbers of complex cases per individual surgeon.  Furthermore the lack of 
continuity and waiting times for patients referred to England.  Finally and as outlined 
above unacceptable waiting times for follow up patients, with potential harm to 
cancer patients waiting too long to be seen and the lack of clear direction and 
decision on acquiring and choosing a site for a Robot in order to facilitate Robotic 
Assisted Surgery 
 
2.6 Potential Scope 
As previously outlined the current service model for Acute Urology services in North 
Wales is not sustainable due to ongoing difficulties in the recruitment and retention of 
key clinical staff. Given the very specific issues related to clinical service delivery and 
current configuration, any revised service model will need to addrees the following: 
 


- Resolve the lack of surgical specilisation and low numbers of complex cases 
per surgeon.  In essence to fundamentally address the number of sites 
currently delivering a range of urological services. 


- As per above produce a clear direction and decision on acquiring and 
choosing a site for RAS (via a separate BJC) 


- Address recruitment and retention issues in the north Wales urology service 
including future training opportunities 


- Develop a model of care that delivers against agreed WG targets on waiting 
times for cancer, referrral to treatment and follow up backlog 


- As per above achieve further development of day case pathways. It is 
recognised that over 75% of urology procedures are being undertaken on a 
day case basis. The changes in urology treatments and use of different 
technologies could improve access to some general Urology procedures and 
enable further utilisation of day case pathways. This would mean greater 
patient satisfaction and experience, reduced length of stay and a reduction in 
waiting times.  


 
The current configuration of Urological services doesn’t allow the delivery of high 
quality care given the major deficiencies outlined earlier. The above scope would 
allow for significant improvements in care via the delivery of a revised service model 
which would remove the current fragility/vunerability identified with the service. 
 
2.7 Main Benefits Criteria   
 







This section describes the main outcomes and benefits associated with the 


implementation of the project.  The benefits derived from the project investment 


objectives can be seen below and are summarized as benefit criteria. 


Benefits are expressed as follows: 


 CRB: Cash releasing Benefits (e.g. avoided costs) 


 Non CRB: Non cash releasing Benefits (e.g. staff time saved) 


 QB: Quantifiable Benefits (e.g. achievement of targets) 


 Non QB: Non Quantifiable or Qualitative Benefits (e.g. improvement in staff 
morale) 


 


The following table summarises the benefits arising from each of the investment 


objectives which were identified in section 2.5.1 


 


 


Investment Objective Stakeholder 
Group 


Benefit Category 


1. To provide safe 
and sustainable 
services in 
response to 
current and 
future health 
needs of the 
population 


Patients 
 
 
 


BCUHB 
 
 


Staff/Patients 
 
 


Patients 
 
 


Patients/BCUHB 
 


Continued delivery of 
urology services across 


BCUHB 
 


Improved recruitment 
and retention rates 


 
Dedicated urological 


specialist  teams 
 


Improved patient 
outcomes 


 
Reduced complication 


rates 
 


QB 
 
 
 


QB 
 
 


QB 
 
 


QB 
 
 


QB 
 


2. To increase the 
range of services 
available locally, 
thereby reducing 
reliance on 
referral to 
England for 
treatment. 


Patients 
 
 


BCUHB 
 
 
 
 


Patients/Staff 
 
 


Patients 
 


BCUHB 
 


Improved access for 
patients 


 
Retain services and 
reduce outsourcing 
(Potential for future 


CRB) 
 


Provide an equitable 
service 


 
Provide increased choice 


 
Potential to attract 


activity and income from 
other health boards 


QB 
 
 


Non QB 
 
 
 
 


Non QB 
 
 


Non QB 
 


Non QB 
 







(Potential for future 
CRB) 


 


3. To improve 
patient 
experience by 
delivering best 
practices 
urological 
services for all 
patients. 


 


Patients 
 
 
 
 


Patients/Staff 
 
 
 
 


Patients/Staff 


Reduced recovery time 
with less pain and 


quicker return to normal 
activities 


 
Provides best practice 
techniques for patients 


requiring diagnostics and 
treatment 


 
Improved cancer staging 


 


CRB/QB 
 
 
 
 


QB 
 
 
 
 


Non QB 
 


4. To improve 
performance 
against a range 
of local and 
national targets 


Patients/BCUHB 
 
 
 


Patients/BCUHB 
 
 
 


Patients/BCUHB 
 
 
 
 
 
 


BCUHB 
 
 
 
 


BCUHB 
 
 
 
 


Decreased cancer 
waiting times (e.g. 62 


day target) 
 


Continued delivery of 
specialist cancer 


services 
 


Reduced length of stay 
in an acute setting – 
patients are home 


quicker following safer 
surgery. Increased 


throughput 
 


Improved utilization of 
operating department 
facilities and theatre 


efficiencies 
 


Improve the efficiency 
and productivity of the 


service across an agreed 
range of KPIs consistent 


with best in class. 
 


QB 
 
 
 


QB 
 
 
 


QB 
 
 
 
 
 
 


QB 
 
 
 
 


QB 
 
 
 
 
 


 
2.8 Main Risks 


 


The main business and service risks associated with this project are shown below: 


 


 Affordability of the case – revenue and capital 


 Workforce availability, training and backfill requirements 







 Recent reduction in job planned direct clinical contact (DCC) sessions following 
changes in UK Taxation Allowances 


 Service change including capacity / demand / theatre scheduling 


 Productivity and efficiency shortfall across service models 


 Engagement and communications 


 Project timescales 


 Lack of current Project Manager 
 


2.9 Constraints 


 


The project is subject to the following constraints: 


 


 Facilities that are fit for purpose (contingent on site decisions) 


 Implementation phased to permit the continuity of service provision (running 
parallel) 


 Technical feasibility of the proposed solutions 


 Other BCU HB developments eg Orthopaedics, Vascular etc outside the scope of 
the Urology review 


 The project must be affordable and managed within existing resources – 
dependent upon the revenue funding sourced, benefits realisation and re-
allocation of resources 
 


2.10 Dependencies 


 


The project is subject to the following dependencies that will be carefully monitored 


and managed throughout the lifespan of the scheme: 


 


 The willingness of staff and patients to put up with a period of disruption during 
training and implementation phases 


 The availability of appropriate facilities/accommodation 


 Health Board funding for any net revenue costs of the development 


 Approval of Welsh Government funding 


 Continued support for proposed service model in terms of RAS 


 Continued support form stakeholders including staff, partners, patients 


 Availability of staff training and backfill (transitional pressure) 


 Model of service delivery to ensure assumed efficiencies can be delivered 
through facilities available 
 


3.0 FORMULATION AND SHORT LISTING OF OPTIONS  


 


3.1 The long list of options  


The long list of options was generated from a workshop held in January 2018,(see 


section 3.2 below) using the options framework, which systematically works through 


the available choices for what (scope), how (service solutions), who (service 


delivery), when (implementation), and funding. 


 
The process results in options either being discounted, carried forward for further 
consideration in the short list or identified as a preferred choice. The options 







framework for this project is as follows. However it needs to be noted that the overall 
redesign framework was based on retaining a three site model for core urological 
services (outpatients, diagnostics and day surgery) but with option differentiation 
depicting the number of acute sites that would undertake or otherwise complex 
elective and emergency inpatient procedures as outlined below 
 


1.0 Scope  


1.1 Business as usual’/Do Minimum- 
continue with current urological 
infrastructure and service 
arrangements across the Health 
Board. Albeit an initiative is being 
undertaken for fragile surgical 
specialties including urology to fill 
posts which are now regarded as very 
problematical in terms of recruitment. 


Discounted –this would not address the 
clinical service issues outlined in the 
strategic case. However this is retained 
as a comparator against which to assess 
whether options offer value for money. 


1.2 Intermediate- seek to deliver a 
two site model and centralise major 
urology cancer and complex stone 
work on different sites (either 
YG/YGC, YGC/YMW, YG/YMW) but 
with core urology services to be 
provided at each site.  


Corresponding investment in RAS 
(via a separate BJC) is also deemed 
integral to this option. 


Possible- this would significantly address 
the service pressures as outlined in 
section 2.5.2 around recruitment and 
retention of medical staff, mitigate existing 
Consultant rota intensity issues and 
achieve a major reduction in medical 
agency spend. It is anticipated that an out 
of hours emergency on call rota would 
equate to a circa 1:13/15 but would need 
to fully reflect both elective and 
emergency provision as per this 2 site 
model.  
 
Furthermore it will resolve the current lack 
of surgical specialisation and low 
numbers of complex cases per surgeon.  
Finally greater sustainability will be 
attained for cancer and RTT targets.  
   


1.3 Maximum (non outsourcing)- seek 
to deliver a single site model (either 
YMW, YGC or YG) for urology cancer 
surgery and complex stone work but 
with core urology services as defined 
above to be provided at each site. 


 


Corresponding investment in RAS 
(via a separate BJC) is also deemed 
intergral to this option.  


 


Possible- this would deliver against some 
of the service pressures set out in 2.5.2. 
Likewise the Consultant out of hours rota 
intensity issues would be resolved given 
the adoption of a 1:13/15 model. Albeit 
there would be the need to introduce 
pathways to deal with any unforeseen 
emergencies at the non centralised sites.  
The lack of surgical specialisation and low 
numbers of complex cases per surgeon is 
addressed with a single site option. The 
corresponding financial benefits around 
major reductions in agency spend will 







 


 


 


 


 


also be forthcoming. There is a potential 
with this option on a population and 
numbers basis for more patients to 
experience extended travel time beyond a 
30 minute tolerance. Furthermore it would 
generate the greatest additional capacity 
requirement eg beds and theatres for any 
selected current single site. This would 
not be achievable outwith a major   
reorganisation of other surgical 
specialties both on the designated site 
and across BCU. 


1.4 Maximum- non service redesign: 
this would cease open urology work 
and/or complex stones in North 
Wales and outsource. 


 


Possible-Albeit this would remove from 
North Wales services which are regarded 
as core in terms of specialty delivery with 
the associated existing staffing and other 
resource consequences.. Furthermore on 
a population and numbers basis this 
option would maximise the amount of 
patients sustaining extended travel times 
beyond a 30 minutes limit. 


2.0 Service solutions 


2.1 The project will be delivered 
within the confines of existing site 
based capacity. 


 


3.0 Service delivery  


As above  


4.0 Implementation 


The delivery of the redesign project 
will be overseen by the Urology 
Implementation Group.  


 


5.0 Funding  


5.1 Private Funding n/a 


5.2 Public Funding Yes via existing allocations. 


 


 


3.2  Shortlisted Options 


 


The “possible” options identified in the table were carried forward into the shortlist for 


further appraisal and evaluation. All the options that were discounted have been 


excluded at this stage. It is necessary to explain that in arriving at the above, 


following the retirement of the Acting Medical Director- Secondary Care in March 


2018, some amendments were made to the original set of options which had 


emerged from a workshop held on the 3rd January, 2018.  


 







These original options were as outlined below and as presented in a March 2018 


Executive Management Group (EMG) paper: 


 


Preferred Site for Major Cancer Surgery (cystectomy, prostatectomy and 


complex nephrectomy) 


Option 1 - Do Nothing 


Options 2, 3 and 4 - Centralise major cancer surgery at: 


Wrexham Maelor Hospital (WRX), Ysbyty Glan Clwyd (YGC) or Ysbyty Gwynedd 


(YG) 


Option 5 - Not to provide Urology Major Cancer Surgery in North Wales 


 


NB: Robot to be co-located with major urology cancer surgery service.     


 


Complex Renal Stone Surgery - Percutaneous Nephrolithotomy (PCNL) 


Option 1 - Do nothing 


Options 2, 3 and 4 - Centralise complex stone work with Interventional Radiology 


support at WRX or YGC or YG 


 


NB: No view on whether co-location with major cancer surgery service is necessary.  


 


 3.2.1 Amendments to the options  


 


The successor Interim Secondary Care Medical Director considered the earlier 


options with particular regards to – the allocation of resources across North Wales, 


clinical risk and patient safety, compliance with recognised standards and guidelines 


and comparison with urology service models elsewhere in the NHS. Following this 


review the Interim Secondary Care Medical Director recommended to the June, 


2018, Executive Management Group (EMG) amending the options to be discussed 


with colleagues. These were subsequently agreed by EMG and formed part of the 


formal evaluation workshop held on the 8th June, 2018 as follows: 


 


Option 1 


Do Nothing 


This would simply maintain current service arrangements. Whilst it is not deemed 


viable because of clinical risk it is included as a baseline to compare value for money 


of other options. 


 


Option 2 


Single site model (either WRX, YGC, or YG) with core urology services to be 


provided at each site. 


Centralise major urology cancer surgery and complex stone work on one site: 


 


Option 2a: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at YG 


Option 2b: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at YGC 







Option 2c: Centralise all inpatient urology (including major cancer surgery and 


complex stone work) at WRX 


 


Under all variations of option 2 urology day cases and outpatients along with 


associated therapies and diagnostics would continue to be provided locally.  


 


The main benefits/dis-benefits of this option are summated in the tabular analysis 


shown in 3.1. under the title Maximum (non outsourcing) option. The major draw back 


with this option is the impact on infrastructure ie inpatient beds and theatres that a 


single site option would generate. Based on the analytical work undertaken this would 


equate to circa 47 inpatient beds and circa 34 theatre sessions (including day case and 


inpatient sessions). This assessment assumes smoothing of activity across a 7 day 


working week, as it is considered that 7 day operating will not be achievable the volume 


of inpatient beds will need to be increased to a level above 47 to accommodate the 


peaks and troughs in elective activity across the week.  Without a corresponding major 


reorganisation of other surgical services on any such single site and across BCU 


(which is outside the scope of this project) it would simply not be possible to implement 


at this stage such a do maximum option. In addition it needs to be established whether 


a proposed centralised 1:13/1:15 Consultant, Emergency out of hours rota, supporting 


a single site would be viable. There may be a requirement to introduce a “2nd on” or 


reserve consultant to deal with any unforeseen emergencies at the non-centralised 


sites albeit defined pathways may mitigate this. In job planning terms the time 


associated with the reserve Consultant approach would have to be included and thus 


theoretically resulting in a 1:6 which does not compare much more favourably to the 


existing 1:4 intensity faced by the Consultants. 


 


Option 3 


Two site model (either YG/YGC, YGC/WRX, YG/WRX) with core urology 


services to be provided at each site     


Centralise major Urology cancer surgery and centralise complex stone work to be 


provided on different sites. 


 


 Option 3ai: Centralise major cancer surgery @ YG and stone work @ YGC 


 Option 3aii: Centralise major cancer surgery @ YGC and stone work @ YG 


 Option 3bi: Centralise major cancer surgery @ YGC and stone work @ WRX 


 Option 3bii: Centralise major cancer surgery @ WRX and stone work @ 
YGC 


 Option 3ci: Centralise major cancer surgery @ YG and stone work @ WRX 


 Option 3cii: Centralise major cancer surgery @ WRX and stone work @ YG 


 


The main benefits/dis-benefits of this option are summated in the tabular analysis 


shown in 3.1 under the title intermediate option. The key aspect with this option is 


that it better balances the infrastructure requirements given such demands are 


spread across 2 sites whilst still addressing the lack of surgical specialisation and 


low numbers of complex cases per surgeon. Furthermore it better addresses the 


recruitment and retention issues that currently prevail given much improved 


Consultant Out of hours, Emergency rota intensity, from a current 1:4 to a proposed 







1:13/15 arrangement. Albeit any such on call arrangement will have to fully reflect 


the emergency and elective provision integral to this option . Finally it provides a 


more sustainable position in terms of delivering cancer, RTT and follow up backlog 


targets as follows: 


 


Option 4 


Cease open Urology work and/or complex stones in North Wales  


 Option 4a: Cease major cancer surgery in North Wales and outsource to an 
external provider  


 Option 4b: Cease complex stone work in North Wales and outsource to an 
external provider 


 Option 4c: Cease major cancer surgery and complex stone work in North 
Wales and outsource to an external provider 


 
 This option is summated in terms of issues in the tabular analysis in 3.1 under the 
heading:  Maximum Non Service Redesign. The major drawback with this option is 
the removal of a service considered to be core in terms of local/North Wales delivery 
and the inevitable financial implications of any such approach.  Furthermore on both 
a population and number basis this option would maximise the numbers of patients 
who would sustain extended travel beyond a 30 minute window. 
 
3.3 Option Appraisal outcome 


 


At a meeting held on the 3rd January, 2018, agreement was reached on the benefits 


criteria, weighting and ranking to be adopted at any subsequent evaluation 


workshop. Despite the prolongation (the options scoring workshop did  not actually  


take place until the 8th June, 2018) none of the above outputs from the 3rd January, 


2018, were altered albeit only 9 individuals participated in the process although all 


sites were equally represented. Given such a low direct participation in this stage the 


Corporate Planning Lead initiated a post meeting note to all who had been invited to 


the benefits criteria, weighting and ranking meeting. Regrettably no responses were 


received and therefore the original results simply moved forward to the next stage.  


 


Attached are the results of the Urology option appraisal convened on the 8th June 


2018 detailing those who participated. From the attached scoring sheet it is obvious 


that the scale of differentiation between the options is very narrow and the numbers 


of colleagues who actually directly participated in the scoring exercise for a service 


review of this magnitude was considered small and totalling only 19. Therefore whilst 


option 3c1 as outlined above ( 2 site option with major cancer work at YG and 


complex stone work at YMW) emerged as the preferred option it is was considered 


very narrow in terms of differentiation from the other options. 


 


However in August 2018 the Health Board successfully recruited a substantive 


Secondary Care Medical Director who immediately assumed clinical leadership for 


this review. Under the auspices of the Urology Implementation Group (UiG) option 


3c1 has been reaffirmed. It was fully recognised that multi-criteria analysis is 


complex and should be used to inform decision making, but the range of other 







analyses (financial, workforce, EqIA etc) also need to inform any final outcome. On 


this basis the following points represent why option 3c1 is recommended to move 


forward for implementation: 


 


- It better balances the capacity requirements for elective and emergencies 


across 2 sites 


- Resolves the lack of surgical specialisation and low numbers of complex 


cases per surgeon 


- Via much improved Out of Hours, Emergency rotas addresses the existing 


significant recruitment and retention issues and provides much better 


future training opportunities. 


- Provides sustainability regarding cancer, RTT and follow up backlog 


delivery  


- Delivers greater financial sustainability and in particular allows the 


significant amount of major cancer work that is outsourced (circa 95) to the 


North West of England and elsewhere to be repatriated subject to the 


availability of establishing RAS in North Wales. Given the overall resilience 


this model will attain further reductions in medical agency spend will be 


achieved.. Particularly given a predicated much improved recruitment and 


retention picture that will emerge should a clear direction and decision be 


made on acquiring RAS for the proposed Urological Cancer Centre (via a 


separate BJC).  


 


3.4 Infrastructure required for preferred option  


 


In terms of the activity and other modelling various scenarios have been developed. 


The starting point was to consider elective theatre provision based on a 100% 


utilisation albeit no delivery model would be based on this and its purpose was 


simply to establish a baseline. The following table reflects such requirements as 


expressed as whole/part theatres and aligned to an elective operational workforce 


plan of 48 weeks per year 


 


Theatres  


 


Hospital  Proposed 


Inpatient  


theatres 


Proposed 


Day Case  


theatres 


Total  Current  


Theatre 


equivalents 


Difference 


per Site 


Ysbyty 


Maelor  


       0.89 


 


0.4 1.29 1.03 +0.26 


Ysbyty 


Glan Clwyd 


0 0.3 0.3 0.9 -0.6 


Ysbyty 1.73 0.38 2.11 1.05 +1.06 







Gwynedd   


TOTAL 2.62 1.08 3.7 2.98  


 


However from an operational perspective in  order to take account of patient 


determined cancellations at short-notice, unavoidable hospital cancellations and the 


need to be able to flex capacity to meet the peaks of demand for cancer work it is not 


recommended to plan on the basis of 100% utilisation. Whilst some consideration 


was given to modelling elective theatres based on 85% of utilisation for non-cancer 


work and 60% of utilisation for cancer work this was likewise dismissed as being 


impractical 


Based on final discussions with the Director of Secondary Care and Clinical Lead for 


Urology it was agreed for modelling purposes that  any such redesign will be based 


on 85% elective theatre utilisation as being the most pragmatic approach in terms of 


delivery.  This results in the theatre requirement at 85% occupancy over a 42 week 


surgical operating year being as below and again expressed as whole/part theatres 


 


The Hospital Management Team (HMT) have considered urology theatre capacity 


required at Ysbyty Gwynedd (YG) to support the proposed 2 site model. 


The HMT (YG) have concluded that it is achievable to accommodate the additional 


Urology theatres per week needed in theatres at YG. This would be managed 


through a combination of re-allocating lists between YG and Llandudno Hospital 


(LLGH) and for 1 or 2 sessions of urology day case work and LLGH Gynaecology 


sessions to be transferred from YG to Ysbyty Glan Clwyd (YGC).  It has been 


assumed this could be accommodated within the YGC vacated sessions, as there 


will be 5.2 sessions available.  Note the modelling of the YG theatre requirement 


does not presume this transfer of sessions from YG/Llandudno to YGC. 


In addition the HMT for the YG site are submitting a separate capital bid to 


modernise the current theatre infrastructure which will of course include Urology 


theatres and future requirements based on capacity modelling. 


The Wrexham HMT have confirmed that they can accommodate the additional 


theatres sessions required following the transfer of in-patients to Wrexham from 


YGC.  


Consultant Urologist Job Plans across North Wales will need to be amended in order 
to reflect the revised working arrangements. 
 
All urology lists at YGC will become day case only lists.  Both YG and Wrexham  
Maelor (YMW) Consultant Urologists will require access to the day case lists at YGC.  
 


YG YGC WXM total


IP 1.89 0 0.98 2.87


DC 0.42 0.36 0.46 1.24


Total 2.31 0.36 1.44 4.11Elective Theatres







Note the theatre requirements relate to elective theatre activity. It is assumed that 
the present level of emergency inpatient surgery is split between YG and Wrexham 
and based on 2 patients per list on both sites would require an equivalency of 2 extra 
sessions per week at YG and Wrexham with a compensating reduction of 4 sessions 
at YGC. Operational management of weekly sessional timetables and overall 
emergency theatre management will be important to accommodate this within the 
physical theatre capacity planned for YG and Wrexham. It is important to note that 
the elective theatre physical capacity is only scheduled based on a 42 week job plan 
and therefore physical capacity equivalent to 10 weeks per annum is available to 
accommodate the emergency theatre cases. The total emergency theatre demand 
for YG is expected to be 476 per annum an increase of 171 over the current 
workload, the total demand in Wrexham is expected to be 675, an increase of 213 
over the current workload. The demand reduction at YGC is expected to be 384. 
 
In terms of inpatient bed capacity the following was the initial modelling undertaken: 
 
Beds  


Bangor  25 


Wrexham  22 


Total  47 


 


This was   based on the following key assumptions and simplifications.   


 


A. The model is based on the average Urology inpatient activity over the past 4 
years at YMW, YGC and YG and in England. 


 
B. It makes the simplifying assumption that projected increases in demand for 


the service can be accommodated through service efficiencies such as length 
of stay reductions. 


 


C. The work currently undertaken in England and YGC has been distributed 
between YG  and YMW based on the postcode of the patients. 


 


D. The model proposes sufficient beds to achieve an average of 85% 
occupancy at midnight.  This is regarded as sufficient to accommodate most 
normal variation in activity levels.  It assumes that the Urology beds are not 
ring-fenced, but will be part of a flexible surgical bed pool.  If Urology beds 
are ring-fenced, additional beds will be required to meet current peaks in 
demand. 


 


E. The model assumes that RAS is in place to enable the repatriation of out of 
area activity 


 
During 2016/17 there were 987 emergency admissions that required surgical 
intervention.  Assuming all interventions were undertaken in the NCEPOD Theatre it 
is estimated that at YG and YMW an average of 1.4 cases will be undertaken daily.     
 


It is noted that the above modelling assumed even distribution of elective activity 


across the week. As the service model is based on 5 day operating and reduction in 







AVLoS it is highly likely that the bed base will need to be greater during the working 


week than at the weekend with expected peak demand being towards the middle of 


the week when patients admitted for procedures early in the week remain inpatient 


and new admissions are expected. Modelling the beds on a 5.5 day 85% occupancy 


basis demonstrates the increase in beds required if smoothing of demand is not 


possible: 


 


  YG YGC WXM Total 


Beds - full 7 


day utilisation 


for Elective 


and 


Emergency  


Elective (7 day 


utilisation) 10.1 0 5.7 15.8 


Emergency 15 0 16 31 


Total 25.1 0 21.7 46.8 


Beds - 


emergency 7 


day utilisation , 


elective 


5.5day 


utilisation 85% 


occupancy 


Elective 5.5. days 


utilisation 


85%occupancy 13 0 7.2 20.2 


Emergency 15 0 16 31 


Total 28 0 23.2 51.2 


 


This shows an increase in 4.4 elective beds (46.8 to 51.2) would be required across 


YG and Wrexham to avoid cancellation due to bed constraints. 


The Hospital Management Team have considered urology bed capacity required at 


YG to support the proposed 2 site model.  The team has modelled the inpatient 


requirements for all specialities on the site and are confident that 28 Urology beds 


will be accommodated although the actual final location is to be determined. The 


position at YMW is that the additional 1.2 bed requirement could be accommodated.  


The day case trolley requirements for the three sites assuming 1.4patients per trolley 


per day would be: 


  YG YGC WXM total 


Trolleys DC 2.38 1.56 2.5 6.44 


 


The daycase trolley capacity excludes the requirement for recovery facilities for 


patients undergoing diagnostic tests. These cases would need to be accommodated 


and therefore the total demand for urological trolley capacity across the three sites is 


expected to be higher than in the table above.  It is also noted that a switch in 


complexity of daycase patients may not permit 1.4 patients per trolley each day and 


should the service move to provide procedures on a 1 patient per trolley per day 


basis due to extended range of daycase procedures the total number of trolleys 







required for the same volume of patients would increase by 2.3 trolleys per day 


across BCU. It is noted that trolley capacity is already provided for day case and 


diagnostic procedures on the three sites and the preferred option is not intending to 


change daycase or diagnostic flows and therefore assumes these demands can be 


absorbed within the present capacity on the three sites.  Note no modelling has been 


undertaken on any switch of daycase activity towards YGC. 


Consultant Manpower  


The following table illustrates the current consultant urologist BCU funding position 


and the implications of all sites moving to full establishment as at 2018/19 position. 


 


BUD WTE Funded 
Sessions 


Actual 
Sessions  


Variance Full 
Establishment 
Sessions  


Variance at 
Full 
Establishment 
Sessions  


13.25 164..50 147.00 -17.50 160.00 -4.50 


 
 


     


 


3.5 Phasing of the Preferred Option. 


 


The above analysis represents the infrastructure requirements in terms of maximum 


implementation including the assumption of a clear direction and decision on 


acquiring and choosing a site for RAS which is anticipated to be YG (via a separate 


BJC). This is viewed as a key enabler to support the recruitment and retention of 


urology staff given the majority of urology surgical training programmes currently 


teach robotic assisted rather than laparoscopic techniques. This is also fundamental 


to the establishment of a Specialist Centre of Clinical excellence for urology (cancer 


inpatients). However the timeline for any decision on RAS remains unclear and now 


forms part of an All Wales RAS procurement which is only just commencing. Taking 


this factor into consideration the implementation of the preferred option would be 


phased as outlined below:  


 


Phase 1  


 Establish complex stone centre at YMW (by end of quarter 1 20/21 financial 


year). All PCNL patients to follow agreed pathway referral route to YMW as 


above and be treated in accordance with agreed protocols. 


 


 Establish the YG Urology Cancer Centre – (quarter 3 20/21 financial year) 


subject to consultation requirements.  Albeit RAS will not be available at this 


point.  The following procedures where appropriate would be undertaken on a 


non RAS basis (until that technology became available locally) as follows: 


Nephrectomy, Radical Prostatectomy, Partial Nephrectomy, 


Cystoprostatectomy.   


 







In the context of the above the outsourcing levels as outlined in 2.1 of the 


Strategic Case would need to continue for major cancer cases which required 


RAS until any such point that BCU acquired such technology.  However it is 


recognised that current levels of outsourcing are insufficient to meet the 


expected 62 day cancer targets and despite exhaustive searches no further 


such capacity seems available. 


 


 Other inpatient work (not included in the above categories) together with any 


urological emergency admissions for Conwy and Denbighshire to remain at 


YGC (until end of quarter 4 20/21 financial year).  These inpatient procedures 


would be as follows: Kidney /Ureter, bladder & urethra, scrotum & testes and 


penile surgery.   


 


Phase 2  


 Achieve transfer (at the beginning of quarter 1 21/22 financial year) of all the 


above inpatient elective and emergency work that remained at YGC to East 


and West in accordance with agreed service model and postcode distribution.   


 


Phase 3 


 Acquire RAS in line with the national procurement plan and date to be 


determined.  As part of this phase all outsourcing work that required RAS 


would be repatriated with such technology being available locally.   


 


4.0 FINANCIAL CASE  


 


4.1 Introduction 


 


The purpose of this section is to set out the projected financial implications of the 


preferred service model/option (as reflected in the Economic Case).  


 


In summary, the delivery of the preferred option seeks investment as described in 


the separate RAS BJC. The existing urological manpower and capacity is deemed 


sufficient to underpin the proposed 2 site model, albeit some job planning changes 


may be required for any consultants above 10 sessions. This would be in 


circumstances whereby consultant numbers needed to expand to 15 wte from the 


existing 13.25wte (see section 3.4 Consultant Manpower), to support any revised 


emergency out of hours on call arrangements. 


 


In terms of the Cancer 62 day target and RTT delivery the demand and capacity 


exercise undertaken supports that additional consultant investment will be needed to 


achieve RTT sustainability at 36 weeks and this will be set out later in this section.  It 


has also been determined that 4 wte of the total consultant establishment of 13.25 


wte would need to be cancer specialists able to undertake RAS in order to deliver 


the cancer targets.  


 







It terms of this financial case it should be read in conjunction with the RAS BJC 


regarding reallocation of resources. As described in the Strategic Case a significant 


level of major cancer cases (circa 115 patients as per 18/19) were outsourced albeit 


financial modelling outlined later was based on 95 cases and relevant PBR tariff.  In 


the Economic Case the plan is described to centralise complex cancer work but 


integral to that proposal is the development of robotic assisted surgery (RAS) to 


ensure value for money and further opportunities for improved efficiencies and 


productivity. The following analysis illustrates the interdependency between the 


service redesign and the provision of RAS. However, as per section 3.5 it is 


proposed that the implementation of the preferred option is phased.  This is in 


circumstances where the Health Board will now participate in an All Wales RAS 


procurement which is only just commencing and therefore does not align with 


submission dates for this business case.  Given this factor the information below is 


provided on an indicative basis and reflects the potential impact on the income and 


expenditure account of a capital purchase option based on costs provided last year.  


It is necessary to note that further analysis has been undertaken on these figures 


suggesting certain of the costing headings are inflated based on comparison with a 


previous Cardiff & Vale RAS procurement. However the final definitive costings will 


only be derived at the conclusion of the proposed All Wales procurement  and the 


following information  simply illustrates for the moment the  levels of investment  that 


may be needed.   


 


4.2 Impact on the BCUHB’s Income and Expenditure Account  


 


The existing financial position is outlined below  


 


 Activity  BCUHB In-
House 


Outsourcing Total Cost  


 Full Year 
Effect (FYE): 
per CANISC 


Average cost 
per Finished 
Consultant 
Episode (FCE) 


Average cost 
per PbR Tariff 
(per contract 
value) 


Existing 
Service 
provision 
(estimate)  


 No. of Cases £s £s £s 


Urology  135 13,869 6,986 1,237,136 


Colorectal 
(General 
Surgery) 


81 14,721 - 1,192,399 


Gynaecology  56 7,165 - 401,216 


TOTAL 272   2,830,751 


 


The total cost of existing service provision albeit that includes colorectal and 


gynaecology services is estimated at £2,830m is based on 17/18 activity and 


includes internal and externally delivered cases.  


 


A cost of £0.670m is included in the above Urology costs for outsourcing 


commitments based on 18/19 activity (95 cases) and relevant PbR tariff.  


 







Within the separate draft RAS BJC detailed analysis is put forward on the cost 


consequences of making such an investment.  For the purposes of this business 


case the following table sets out a summary analysis assuming capital purchase for 


RAS which as stated earlier may now change given the All Wales procurement 


programme.   


 


  Year 0 


Year 


1 


Years 


2 - 7 Total 


Preferred Option (4a. Capital Purchase): £000s £000s £000s £000s 


  


   


  


Capital Costs 


 


2,495 


 


2,495 


Revenue Costs / (Savings): 2,831 3,942 3,866 29,969 


Existing activity costs 2,831 2,831 2,831 22,646 


Estimated cost / (saving) of repatriation of 


outsourced Urology cases 


 


(154) (154) (1,075) 


Annual Maintenance Costs 


  


174 1,044 


Annual Decontamination Costs 


 


113 113 788 


Additional cost of Robotic consumables 


 


418 418 2,927 


2 x 8a Nurse Practitioners 


 


128 128 895 


Capital charges 


 


356 356 2,495 


Transitional Cost (contingency @10% capital 


cost) 


 


249 


 


249 


  


   


  


Total Capital and Revenue 2,831 6,436 3,866 32,464 


Increase in BCUHB Revenue Costs (less 


Capital Charges)   754 679 4,828 


  


   


  


Funded By: 


   


  


WG Capital 


 


2,495 


 


2,495 


Revenue streams: 


   


  


Existing internal (BCUHB) 2,831 2,831 2,831 22,646 


Internal funding to be sourced via Benefits 


Realisation (BCUHB) 


 


754 679 4,828 


WG funding (capital charge strategic 


assistance) 


 


356 356 2,495 


Income generation 


 


0 0 0 


Total Funding 2,831 6,436 3,866 32,464 


 


4.3 Overall affordability   


 


It has been set out earlier in the strategic and economic cases that significant 


pressures prevail within Urology regarding recruitment and retention, medical agency 


spend and productivity and efficiency issues.  The above financial analysis clearly 


demonstrates that even on an indicative  basis there would be a considerable 


additional revenue cost for the Health Board estimated at £0.754m (Yr 1) and 







£0.679m (Yrs 2 onwards), which totals £4.8m over the course of the asset life (7 


years) for any capital purchase RAS investment. Please note however, certain 


aspects of this cost model are being revisited and in particular the requirement to 


appoint 2 additional band 8a nurse practitioners. 


 


The Strategic Case (within this Business Case) captures the proposed benefits of 


the overall Urology redesign and implementing the 2 site model.  Examples include 


potential cash releasing benefits such as reduced downstream costs, improved 


recruitment and retention (decreased agency cost premium) and also non-cash 


releasing benefits such as reduced AvLOS, re-admissions and improved theatre 


scheduling (which should facilitate capacity gain) given existing levels of escalated 


beds across services at present.   


 


Based on initial information (by specialty), a total AvLOS reduction of 693 bed days 


is estimated via RAS, which is the equivalent of just under 2 beds per annum (68% 


of this relates to Colorectal, 17% Gynae and remaining 15% Urology).  This benefit 


would represent capacity gain (with equivalent potential cost avoidance of £0.127m), 


albeit how such release capacity is subsequently utilised requires further analysis.   


 


With regards to the financial benefits of investing in RAS upon the Recruitment and 


Retention of Medical Staff here in North Wales.  The current challenges faced 


alongside recent Agency Expenditure pressures incurred for urology are summarised 


in 2.5.2 of the Strategic Case.  Analysis has been undertaken and to put things into 


context and demonstrate the magnitude, as an example only, a minimum additional 


reduction medical agency expenditure of 31% per annum (based on 18/19 total cost 


of £4.3m covering Urology, Colorectal and Gynae) would be required in order to fund 


the on-going revenue costs (-£0.679m) associated with a capital purchase type 


approach for RAS.  However, any such targeted plans would need to be delivered in 


addition to existing site savings for medical agency over and above those already 


reflected with existing Financial Recovery Plans , as requirements to address the 


current financial deficit of the Health Board.  


 


It is suggested that efficiencies would need to be sourced via both the planned 


Urology Services Review and pursuing full Benefits Realisation of RAS at BCUHB.  


The requirements for example would be a focus upon efficiency with a view to lower 


current unit costs of in-house service delivery, reduce medical agency expenditure 


(cost avoidance on the premium), minimise additional consumable costs, increase 


throughput and deliver reductions in AvLOS, reduced complications, re-admissions 


and other improved outcomes such as reduced incontinence, erectile dysfunction 


and stoma’s for patients, for example.  


 


Attached is the proposed benefits realisation plan which has been produced in 


conjunction with the senior clinical leads from Urology together with the operational 


teams (to be provided).   


Enhanced quality of care - Referral to Treatment and Cancer targets 







Any new service model must address the current pressures around cancer, referral 


to treatment and follow up backlog.  In terms of the former some analysis has been 


undertaken as part of the separate single cancer pathway business case which was 


approved by the Health Board in July 2019.  This has highlighted major capacity 


gaps in outpatients inclusive of Urology.  Furthermore there is a significant treatment 


capacity gap in Urology.  At present there are 14 major cancer cases waiting in 


excess of agreed waiting times targets together with a known annual capacity gap of 


2 cases per week. This gap is currently met via external contracts but this capacity is 


not guaranteed to continue and is insufficient to meet the expected 62 day cancer 


targets. Exhaustive searches for additional capacity across the UK have confirmed 


that capacity is not available to accommodate patients from North Wales. However, 


in circumstances where BCU recruits 4 cancer specialists this will be deemed 


sufficient manpower to sustain the 62 day target.   


 


In terms of Referral to Treatment (RTT) targets the analysis shows that overall there 


is not a sustainable gap at 26weeks for access to outpatients, however there is a 


sustainable and a backlog gap for surgical procedures at stage 4 of the elective 


pathway to deliver waiting times of 36 weeks. The sustainable service gap across 


BCU is 722 patients per annum (1303 including backlog).  


 


The sustainable service gap equates to 267 operating lists per year at the present 


productivity of 2.7 cases per list. This equates to 7.3 job plan sessions per week over 


a 42 week consultant working year and 0.73 of a theatre to be available each of the 


42 weeks. 


To clear the backlog within one year and deliver the sustainable service gap would 


require 483 additional theatre lists which equates to 13.2 direct clinical care 


consultant job plan sessions per week (42 week consultant job plan year) and just 


under 1 additional theatre equivalent operating capacity for urology in one year.  


 


At a more granular level the present service configuration across BCU demonstrates 


that for outpatients (stage 1) 26 week delivery there is a surplus at YGC  and YG 


with a capacity gap of 303 in Wrexham. All three sites have a non-recurrent backlog 


and a follow up backlog which would need to be addressed non-recurrently outside 


of this business case  


 


At elective IPDC this level of analysis shows all three sites have a sustainable 


service gap to 36 week delivery with the gaps from West to East being 239,118 and 


365 respectively. These figures assume continuation of the levels of provision of 


service outside of BCU and therefore the sustainable gap will increase with the 


repatriation of the work currently undertaken at stage 4 in English providers.  


 


The above analysis is derived from the 2020/21 Derived Demand tool v6. The 


resultant costs of sustaining 36 weeks delivery for urology have been calculated at 


( to provide) as outlined below. 


 







The overall service redesign has a compelling argument from a clinical and strategic 


perspective. However, the Health Board needs to ensure that it is able to manage 


the projected additional revenue commitments and realise the required savings and 


benefits in order to ensure that optimal Value for Money is obtained from the plan to 


invest in this technology.  The ultimate aim in the longer term would be for the 


generation of a Return on investment in future years, accepting the challenges 


currently faced by the Health Board.    


 


5.0 THE MANAGEMENT CASE 


 


5.1  Project Management Arrangements 


 


Executive Director Planning & Performance, is the Senior 


Responsible Officer (SRO) for the project. The SRO is responsible for ensuring that 


the project management arrangements to deliver the project on time, to budget and 


to the desired quality have been put in place. 


 


There is an over-arching Urology Redesign Delivery Group which is chaired by the 


Project Director, BCUHB’s Secondary Care Medical Director. The 


Group’s key responsibilities were: 


 


 To confirm the scope of the project 


 To develop a project plan and timeline for developing the business case 


 To develop a project risk register 


 To develop a communications plan 


 To undertake analysis of current and projected need 


 To identify staffing and high level estates issues 


 To identify capital and revenue implications 


 To undertake Equality and Health Impact Assessments to support the business 
case 


 To agree actions to address (action log) 


 To ensure the project achieves the expected benefits and is completed within the 
approved costs and timescales 


 To ensure the project remains a viable business proposition 


 To approve the quality criteria and the control mechanisms for the delivery of the 
project 


 To report progress of the project to the Planned Care Group.and BCU Health 
Board as appropriate 


 


The membership of the Delivery Group is as follows: 


 


Name Title 


TBC Project Manager  


Secondary Care Medical Director / Project Director 


Programme  Support 


Head of Nursing, Surgery, YWM  







Surgical Lead Manager YGC 


Area Medical Director, West 


Clinical Director for Cancer Services 


Theatre Manager, YG  


Area Director, West 


Area Medical Director, East  


General Manager Cancer Services 


Consultant Urologist, YWM 


Head Of Nursing, Surgery, YGC  


Consultant Radiologist 


Consultant Urological and Robotic Surgeon 


Consultant Urologist 


Head Of Nursing -scheduled Care, YG  


Area Medical Director, Central  


Senior Information Analyst 


DGM SACC YGC 


DGM SACC YWM 


Deputy General Manager, SACC YG  


Area Director, East  


Consultant Ophthalmologist 


MacMillan Project Manager 


Performance Lead, Cancer Services 


Theatre Manager, YGC  


DGM SACC YG 


Consultant Urologist  


Interim Managing Director YG 


Interim Managing Director YGC 


Interim Managing Director YWM 


Head of Nursing, cancer  


Information Analysis Manager  


Consultant Gynaecological Oncologist 


Site Specialty Manager, SACC, YG  


 


5.2 Project plan and milestones 


 


Milestones Key Target Dates 


Submission of business case to 
EMG 


February 2020 


Submission of business case to 
Finance and Performance 
Committee 


February 2020 


Submission of business case to March 2020 







BCU Health Board  


Implementation phases  To be delivered in Financial year 2020/21 – see 
section 3.5 for proposed quarter phasing detail 
 


 


5.3 Arrangements for Benefits Realisation 


 


The benefits are outlined in the Strategic Case.  Their delivery will be managed and 


monitored by the Delivery Group. It is suggested that the benefits, where relevant 


(CRB/Non-CRB) are captured, monitored and reported using established systems.   


5.4 Arrangements for Risk Management 


 


The project Risk Register will be developed by and reviewed at the regular meetings 


of the Delivery Group. 


5.5 Arrangements for Post Project Evaluation 


 


Post project evaluation will be carried out as outlined in the BCUHB Procedure 
Manual for Managing Capital Projects.  The post project evaluation covers the 
achievement of benefits, problems, use reaction, supplier review, issues/area for 
improvement and overall project performance. 
 


5.6 Conclusion 


 


This Business Case highlights the requirement (based on a phased implementation 


see section 3.5) for additional funding to implement robotic surgery in BCU Health 


Board. However the figures estimated at £0.754m (Yr 1) and £0.679m (Years 2 


onwards), totalling £4.8 million over the course of the asset life (7 years), are 


presented on an indicative basis. This is in circumstances where the Health Board is 


now required to participate in an All Wales RAS procurement the timeline for which 


does not align to the submission date for this business case.  The separate RAS 


BJC will outline the final costs upon completion of the All Wales RAS procurement. 


 


Recruitment and retention issues have had a significant impact on the current 


service model for urology resulting in a costly and inefficient service. Although 


additional revenue is required to support the development of RAS in North Wales the 


Health Board is unlikely to be able to address the efficiency and productivity issues 


without the introduction of a Robot. In addition there is also a significant risk to the 


future provision of acute urology and its’ interdependent specialties in North Wales if 


RAS is not offered. It should also be noted that the Health Board currently 


outsources RAS activity to providers in the North West of England, this capacity is 


not secure and consequently there is a possibility that this service may not be 


available to North Wales’ patients in the future. 


In addition this Business Case sets out the RTT costs required to sustain 36 week 


delivery at stage 4 (treatment stage). This will form part of a BCU wide submission to 


WG seeking such funding for financial year. 2021 







5.7 Recommendation 


 


It is recommended that this Business Case is approved albeit noting the 


implementation of the preferred option is done on a phased basis.  


 
 
 
 
 






