Royal College of Surgeons of England
Professional Affairs Board in Wales (PAB)
Visit to Cardiff and Vale University Health Board
12th April 2013

RCS Wales PAB Visiting Team
RCS Director of Professional Affairs for Wales
RCS Council Member for Wales
Regional Specialty Professional Advisor for Maxillofacial Surgery
Regional Specialty Professional Advisor for T&O South Wales
Regional Specialty Professional Advisor for Paediatric Surgery
Regional Specialty Professional Advisor for Urology
Regional Specialty Professional Advisor for ENT
Regional Specialty Professional Advisor for Neurosurgery
Regional Specialty Professional Advisor for General Surgery
Regional Specialty Professional Advisor for Cardiothoracic Surgery
RCS Coordinator for Wales

Introduction
This visit was arranged as part of a planned series of visits to the Health Boards in
Wales.
Visits had previously been carried out to Betsi Cadwalladr UHB and Hywel Dda HB
following invitation and concern with reconfiguration issues.
The visit had been discussed with the Chief Executive some six months previously.
The arrangements for the visit were prepared in conjunction with the Director of the
Surgical Division.
The plan for the day was to meet with the Clinical Leads and other interested
consultants from each of the nine surgical specialties based in Cardiff, with the
Regional Specialty Professional Advisers from each specialty. We planned an
introductory session to set the agenda for the discussions, breakout groups as
documented below, and a further session to feedback from the groups and draw
together what had been discussed and produce messages and themes.
We separated the attendees into groups:
1 General, Vascular and Cardiothoracic Surgery.
2 Urology, ENT and OMFS
3 Neurosurgery, T&O and Paediatric Surgery

The Meeting with Clinical Leads
In introduction we discussed the governance issues raised in the Francis report, the
reconfiguration of services in Wales, the recent publication of Risk Adjusted
Mortality Indices and the supervisory and regulatory structures in England and in
Wales.
It was noted that Cardiff and Vale currently has the highest RAMI in Wales but that
the historical data showed a different pattern meaning that no firm conclusions could
be drawn.
We also discussed the various RCS standards documents in particular the Emergency
Surgery Standards.
The regulatory structure in Wales was discussed and we recognized that Wales has a
much lighter framework than in England and that the Health Boards are more
independent with regard to Governance.

Emerging Concerns from the Clinical Leads.
The members of the PAB were very concerned to hear a consistent message from all
the clinical groups of serious service problems.
There was a range of themes across the services and a range of service specific issues.
1. The most prevalent complaint from the clinicians related to the inability to
admit patients for elective surgery. It was reported that there had been more
than 2000 elective procedures not scheduled because of lack of beds or
cancelled in the first three months of 2013.
2. The main reasons for this were the apparent unconstrained admission of
medical emergency patients and the lack of organisational flow with an
inability to effectively discharge patients.

3. This has resulted in increasing waiting lists such that patients are clearly
coming to harm. In cardiac surgery we heard that patients are regularly dying
on the waiting list from their cardiac pathology, mostly valvular disease. In
addition other patient’s hearts are deteriorating while waiting for surgery such
that it is more difficult to treat them when they are submitted to surgery.
4. Prior to our visit the PAB had been concerned that the pressures on the
emergency surgery infrastructure would be the main issue. Perversely the
apparent failure of elective surgery had resulted in increased availability of
theatre capacity such that this issue of access to CEPOD theatre had become a
lesser concern.
5. There was repeated concern expressed that specialist and tertiary work
pressurizes the system in Cardiff at the expense of the core secondary care
surgical services, and that money does not follow the patients from other
Health Boards unlike the English system.
6. Several services expressed the view that there was a perception that elective
surgery was not valued by the organization. Indeed it was clear that the Health
Board were using reduced elective surgery activity as a cost avoidance
strategy to meet year end financial targets.
7. Some services are almost completely failed and some effectively suspended,
such as paediatric tonsillectomy. Children are now regularly being fitted with
hearing aids because there is no ability to treat their otitis media with surgical
grommet insertion. Patients are suffering complications because of delays in
treating ureteric stones by stent insertion.
8. Under normal circumstances the provision for urgent and emergency surgery
is inadequate, particularly the CEPOD (emergency) theatre provision. This is
particularly so due to the national and regional services that use this very
limited facility, such as transplantation, maxillofacial surgery, neurosurgery
hepatobiliary surgery and vascular surgery. It was noted that the CEPOD
theatre provision in UHW is the same as that provided in ordinary General
Hospitals throughout Wales, and that it had not been increased to
accommodate the transfer of emergency general surgery from Llandough
hospital.
9. There was no adequate programme for the maintenance and replacement of
theatre equipment with recent failures in the cleaning and sterilization
processes.
10. There was concern that the A&E department was failing to cope with the
constant influx of patients. This failure is in terms of infrastructure, for
instance there are only three resuscitation bays and patients are often stacked
up in corridors and ambulances, and in terms of staff and the timeliness of
attending to patients. It was recorded that a patient recently died in the A&E
corridor from a ruptured aortic aneurysm. It is also failing because of the
inability to transfer patients who are to be admitted due to the unavailability of
inpatient beds and this gridlocks the system.

11.

It was reported that ITU was frequently gridlocked in the same way as
A&E with the inability to transfer patients to beds on wards when appropriate.
This resulted in major cases not taking place. Recently patients were being
regularly ventilated in Theatre Recovery. Recently cancer patients have been
cancelled on a regular basis due to lack of both ward and ITU capacity. The
groups who may be most at jeopardy are the non-cancer urgent cases such as
vascular surgery and cardiac surgery patients as they get low priority within
the system.
12. There have been moves to centralise a variety of services into Cardiff over the
last few years, and plans to extend this process, but without adequate resources
to facilitate this. This includes neurosurgery, vascular surgery, general
paediatric surgery, trauma and various cancer MDTs are established that
further pressurize the unit.
13. On this background the Divisional Director for Surgery who has indicated that
he will not be seeking to be appointed to the Clinical Board Director for
Surgery in the new management structure and most of the clinical leads are to
be re-appointed. A gap was described between the Health Board’s stated
desire for clinical leadership and the reality of clinical engagement.
14. It was reported that the reductions in Core Trainee numbers had already had
an effect on service and there was great anxiety that the further reductions
planned by the Wales Deanery would have a hugely detrimental effect.
15. There are frequently medical patients outlying on surgical wards. In addition
to the effect on the surgical service these patients are sub-optimally cared for
by the medical teams because they are distant from the medical wards.
16. The relationship between directorate managers and clinicians seemed to be
generally productive and positive however it was reported repeatedly that
there was a disconnect and poor communication with between clinicians and
managers working within directorates and the Executive and Board. A glass
ceiling was described below which there was great anxiety about services and
standards and above which was an executive focused on budgetary concerns.
17. Several services described a sterile debate between clinicians and the
executive with the clinicians pleading that more resource would solve their
problems and managers ascribing improved efficiency as the solution.
18. A direct question was asked to the UHW clinicians as to whether they
believed that the services at UHW were dangerous. The universal consensus
was that that this was the case with the comment that they were also of poor
quality. The RCS Professional Affairs Board was given the authority by the
group to take this message forward to the executive and the Department of
Health and Government.
19. The new Chief Executive was bringing forward a range of plans but the nature
of these was not yet clear.

There was a wide ranging discussion among the group as to the causes of the current
very worrying situation. Generic problems were identified including:
1. The lack of engagement of General Practice in urgent care,
2. Delayed discharges and disengagement of social services
3. Poor internal discharge processes
4. Unconstrained medical emergency admissions
5. Lack of the ability to maintain capacity for surgery
6. Further attempts to save money by closing beds
7. Under provision of surgical services
8. There were several comments that the Welsh Government does not give
leadership and that governance lies entirely within the Health Boards in Wales
with little external scrutiny.
9. There was also agreement that in tertiary services, clinicians are kept at arms
length by WHSSC, and they are not able to directly relate to the
commissioners of their services.
10. The point was made that despite rhetoric about clinical leadership, in practice
time was not given for this and it was de facto not encouraged.

Meeting with Mr Adam Cairns
The Director of Professional Affairs and the Chair of the Welsh Board of the RCS
met with Mr. Adam Cairns, Chief Executive of Cardiff and Vale Health Board.
We would like to thank him for his time and his openness and frankness in discussion.
The issues raised by the clinical group were identified to Mr Cairns, including the fact
that South Wales is the only part of the UK where patients are dying on Cardiac
Surgery waiting lists.
Mr Cairns was candid that he fully understood the gravity of the situation with the
services currently being provided in Cardiff. He commented that unscheduled care in
Cardiff, and indeed in Wales, did not work.
 Mr Cairns confirmed that over the next couple of months a team of newly
appointed Clinical Directors would be put in place, and this team would be
setting standards for medicine, surgery and other specialties.
 He commented that he was surprised at many of the low quality routine
clinical practices of medical teams in place in Cardiff when he arrived. He
hoped that the new team of clinical leaders would help to modernise and
improve on this in terms of planning care for individual patients and
developing pathways of care.
 The offer was made that the work of the RCS Commissioning Advice Centre
might help with pathway development work.
 He agreed that many clinicians had become inured to low quality care and
practices and this would take empowered clinical leadership to address. Time
would be made available in the job plans of clinical leaders, including the
Clinical Board Chairs, to allow them to be more effective.











He commented that although Cardiff provides a range of tertiary services it
also needs to provide core secondary care services for its own population. He
identified the fact that many clinicians believed they were there to provide
specialised services primarily and the core services had suffered as a
consequence. Mr Cairns acknowledged that there are a small number of
clinicians providing tertiary services, but that there are also clinicians
providing secondary care special interests who feel they are providing tertiary
care. He commented that such specialist interests should not divert clinicians
from their responsibility to provide secondary services to the local population.
The duty to provide secondary care, and the need to adequately resource
tertiary care was noted.
Mr Cairns was of the view that the work of the South Wales Plan would be
productive in helping to resolve some of the issues. However he confirmed
that discussions were taking place between the CEOs in South Wales in
relation to the delivery of the services that are not formally considered under
the South Wales Plan.
The discrepancies in the regulatory frameworks between Wales and England
and the implications for the scrutiny of governance were discussed.
There was a wide ranging discussion about a variety of plans being made
locally to help resolve the current situation including tele-health initiatives, a
change in values, a programme of mini-projects, pathway development,
engagement with primary care, engagement with social services and a range of
internal process issues that could be improved. Particular amongst these is to
look at the role of consultant physicians in the emergency medicine processes.
Plans are being developed to increase CEPOD theatre capacity but this has not
been implemented as yet.
It was acknowledged that trying to achieve this at a time of increasing
financial austerity was a huge challenge.
Various senior personnel had been appointed including Professor Marcus
Longley, Mr Brendan Boylan and Mr Chris Ham from the Kings Fund to
advise and lead on a variety of areas.

Conclusion and Next Steps
The RCS PAB in Wales shares the concerns of the clinical leaders in Cardiff and Vale
University Health Board. The current situation represents a severe risk to patients and
urgent action is required.
The new executive are making plans to address some of the underlying long term
malaise within the system and try to address the problems identified. We wish them
well with this project and will offer support and advice where appropriate. The RCS
PAB will be pleased to help in any way we can by for instance by reviewing progress
in relation to RCS standards or through the RCS Independent Review Mechanism.
We do however have an obligation to share our concerns with the wider health
community including with the Welsh Government Department of Health and the
Children’s Commissioner.
It was agreed that the RCS PAB group would revisit Cardiff and Vale health board in
September 2013 to monitor the progress that had been made.
It was also agreed that the notes of this meeting would be agreed and confirmed. The
PAB were planning to notify the concerns that had been expressed to them to the
Cardiff and Vale Board and an invitation would be issued to address the Board
directly.
It was also agreed the concerns of the RCS would be communicated to the Welsh
Government Department of Health. This would be done formally but also by
discussion in forthcoming meetings already planned with the Minister and officials.
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