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1. Introduction
1.1	Vascular diseases are diseases of the blood vessels (arteries and veins) outside the heart and brain.  These diseases are very common.  Arterial occlusive disease occurs when fatty deposits (atheroma) build up in the inner walls of arteries and affect blood circulation.  This can cause a blockage in the artery.  When the blockage is in the arteries in the neck this causes carotid artery stenosis (which can lead to a stroke).  When it occurs in the lower limbs it can cause peripheral arterial disease.  This causes pain in the legs when walking and can result in infection, gangrene or amputation.  In addition, changes in the connective tissue in the arterial wall can result in a weakening of the wall and the development of an aneurysm (a ballooning of the artery that can cause it to burst, e.g. an abdominal aortic aneurysm).
1.2	The prevalence of arterial disease increases with age.  It is also more common in people with diabetes.  As the population increases and gets older, and as the prevalence of diabetes increases, the prevalence of vascular disease is set to increase too.  In addition, as new techniques develop (e.g. minimally invasive endovascular surgical techniques) more people will be able to benefit from treatment by the vascular service.
1.3	As well as having an increased risk of peripheral vascular disease, people with diabetes can also have nerve damage in the lower limb and a reduced ability to deal with infection.  This combination of poor circulation and poor sensation results in foot trauma and infection leading to foot deformity, abscess development, gangrene and ultimately amputation.  The number of people with diabetic foot problems is predicted to increase significantly.[footnoteRef:1]   [1:  National Institute for Health and Clinical Excellence.  Diabetic Foot Problems.  Inpatient management of diabetic foot problems.  NICE clinical guideline 119.  NICE: London, 2012.  Available at http://www.nice.org.uk/nicemedia/live/13416/53556/53556.pdf] 

1.4	The most common disease of the veins is varicose veins in the legs.  At least a third of the population has visible varicose veins.  The prevalence rises with age and they often develop during pregnancy.[footnoteRef:2]  Varicose veins may require treatment when they cause symptoms such as pain, aching or itching.  More severe varicose veins can cause skin changes, bleeding of leg ulcers [2:  National Institute for Health and Clinical Excellence.  Varicose veins in the legs.  The diagnosis and management of varicose veins.  NICE clinical guideline 168.  NICE: London, 2013.   Available at http://www.nice.org.uk/nicemedia/live/14226/64566/64566.pdf] 

1.5	Most patients with vascular disease are managed in the community, with support from a variety of disciplines and specialities.  Patients who require more specialist care are referred to the vascular service.  In Northern Ireland a local vascular service (arterial and varicose vein service) is currently provided by the:
· Western HSC Trust at Altnagelvin Area Hospital;
· Southern HSC Trust at Craigavon Area Hospital; and
· Belfast HSC Trust at the Royal Victoria Hospital (RVH).  
The RVH also provides a regional vascular service.  In addition a varicose vein service is provided by the Northern Trust and the Belfast Trust provides a varicose vein service within the South Eastern Trust area.
1.5	The aim of this review is to identify a sustainable model for vascular services that will deliver world class outcomes for patients, support other clinical services, and improve equity of access to high quality care.
1.6	The review recommends a future model of care for vascular services in Northern Ireland.
2. Review Process
2.1	The review was carried out at the request of the Health & Social Care Board (HSCB) and the Public Health Agency (PHA).  It began in August 2012 with the establishment of a Project Board and a Reference Group (see Appendix 1 for full membership details of both groups).
2.2	The following initial tasks were completed to help inform the review:
· a table top analysis of vascular service reviews carried out elsewhere;
· a review of the evidence base, including relevant guidance from the Vascular Society of Great Britain and Ireland (VSGBI), National Institute for Health and Care Excellence (NICE) and others; and
· establishment of the current provider landscape.
2.3	The second stage of the review, commencing in January 2013, focused on visits to all Trusts by the project board members: both the 3 Trusts currently providing an arterial vascular service, as well as the 3 Trusts that do not; namely the Northern HSC Trust, the South Eastern Trust and the Northern Ireland Ambulance Service.
2.4	The Project Board then asked the Northern Ireland Vascular Surgeons Group (NIVASC), along with their interventional radiology colleagues, to develop preferred options for change, taking account of the work of the review to date.  This extended NIVASC group met twice during August 2013.
2.5	Based on the outcome of the round of individual Trust meetings and the NIVASC work, the Project Board set out a potential future service model for vascular services in Northern Ireland.  This was presented at a second series of meetings with the Belfast, Southern and Western Trusts in September and October 2013.  The model was also discussed with the Local Commissioning Group (LCG) Chairs in October 2013.  A final meeting of the Reference Group was held in November 2013 and following these meetings, the service model was further refined.  The final outcome of those discussions, and therefore the proposed service model for vascular services in Northern Ireland, is outlined in this paper.
3. Current Service Provision
3.1	The provision of vascular services has changed considerably over the years.  In 1995 there were 8 hospitals in Northern Ireland providing some degree of vascular service.  By 2013 this figure had reduced to 3: the Belfast Trust at the Royal Victoria Hospital (RVH); Craigavon Area Hospital (CAH) and Altnagelvin Area Hospital (AAH).  Most of the workload of the other hospitals was transferred to the Belfast Trust.  These changes in the provision of services reflect both a change in individual surgeon’s interests in vascular diseases, and the increasing subspecialisation within surgery.  As newer endovascular techniques have emerged, vascular surgery has ceased to be part of the general surgery mainstream, requiring the development of highly skilled multidisciplinary teams.
	Within the region the demand for vascular surgery provision currently exceeds funded capacity with pressures identified across both assessments and treatments. Based on 2012/13 data it is estimated that the capacity shortfall equates to approximately 770 assessments, 480 day cases and 130 inpatients (the Southern Trust has recently received additional funding to address their general surgery gap, which includes vascular surgery).
Table 1: Vascular Surgery Gap by Trust – Table to be updated to 13/14 figures by David
	 
	Belfast
	Western
	Causeway
	Gap

	Outpatient 
	
661
	113
	*
	774

	Day Case
	391
	50
	39
	480

	Inpatient
	63
	57
	10
	130

	
	
	
	
	


[DN:  David please include data source]
**Note: Unable to split vascular surgery from general surgery on Causeway site
	Scope
3.2	The 3 hospitals that still provide vascular services provide the following services:
· vascular outpatients;
· diagnostic radiology;
· selected vascular interventional radiology procedures;
· multidisciplinary management of the diabetic foot;
· day case surgery (e.g. varicose vein and renal access work) and
· in-patient venous surgery;
· in-patient arterial surgery, including major limb amputations; and
· rehabilitation following major limb amputation.
3.3	The nature of the surgical services differs in the 3 different units.  A full range of arterial vascular services (both open and endovascular) is provided by the Belfast Trust at the Royal Victoria Hospital, including the more complex regional vascular services.  Craigavon Area Hospital and Altnagelvin Area Hospital provide a more limited range of arterial surgical services e.g. neither provides endovascular repair (EVAR[footnoteRef:3]) for abdominal aortic aneurysms; nor a comprehensive service for peripheral arterial disease, or the management of the ischaemic diabetic foot, which would include a full range of complex lower limb revascularisation (both endovascular and open surgical).  Altnagelvin Area Hospital already transfers virtually all AAA cases to Belfast (a small number of ruptured aneurysms are still operated on at Altnagelvin). [3:  A graft placed under x ray guidance, usually via the groin arteries.] 

3.4	Each of the 3 units provides a significant service for the treatment of varicose veins.  The surgeons at Craigavon and at Altnagelvin also provide arteriovenous fistulas for haemodialysis access.  In the Belfast Trust at the RVH haemodialysis access is primarily provided by the transplant surgeons; rather than the vascular surgeons.  A full breakdown of the different range of surgical services provided in each hospital is shown in Appendix 2.
Volume
3.5	There is a significant difference in the volume of the more common arterial surgical procedures undertaken in each unit as shown in table 2 overleaf.  The volume of the more complex regional work undertaken in the Belfast Trust at the RVH is not shown in these figures.  In 2011/12, 980 arterial procedures were carried out by the Belfast Trust at the RVH, 133 were carried out at Craigavon Area Hospital and 254 were carried out at Altnagelvin Area Hospital.  These figures for arterial surgical procedures include the creation of arteriovenous fistulas for haemodialysis access.  A more detailed breakdown of is shown in Appendix 3.





Table 2 - Volume of Vascular Surgical Services Provided by Hospital (2011/12) 
	 
	BHSCT @
R.V.H
	SHSCT @
C.A.H
	WHSCT @
A.A.H
	NHSCT @ Causeway
	TOTALS

	Arterial
(elective)
	705
	95
	204
	1
	1005

	Arterial (emergency)
	252
	38
	55
	 0
	345

	Venous 
(elective)
	99
	279
	319
	187
	884

	Venous (emergency)
	463
	0
	0
	1
	464

	Out-patients
	6010
	1122
	1193
	 0
	8325


Data Source: Trust completed Provider Landscape Documents.  Data are for the year 2011/12

Figure 1 – Vascular surgical services provided by Hospital – 2011/12


3.6	203 operations (open and EVAR) were carried out in the Belfast Trust at the Royal Victoria Hospital on patients with an abdominal aortic aneurysm (AAA) in 2011/12.  
At Craigavon, 17 open AAA operations were carried out in the same year.  Altnagelvin Area Hospital stopped routinely providing AAA surgery in 2010 and transfers virtually all of its cases to the RVH.  A very small number of patients with a ruptured aneurysm are operated on in Altnagelvin.  The Belfast Trust at the RVH therefore currently provides 91% (203/223) of the abdominal aortic aneurysm surgery in Northern Ireland and it provides both open and EVAR surgery.
3.7	The national audit of elective repair of AAAs which covers the 2-year period from 1 October 2008 to 30 September 2010 shows that:[footnoteRef:4] [4:  The Vascular Society of Great Britain and Ireland.  Outcomes after Elective Repair of Infra-renal Abdominal Aortic Aneurysm.  VSGBI:  London, 2012.  Available at http://www.vascularsociety.org.uk/vascular/wp-content/uploads/2012/11/VSGBI-Mortality-Report.pdf] 

· the Belfast Trust at the RVH performed 315 (93%) elective AAA procedures (open and EVAR);
· Craigavon Area Hospital performed 9 (3%) (open procedures); and
· Altnagelvin Area Hospital performed 14 (4%) open procedures (although it was noted that the unit had stopped performing AAA procedures during the period of the audit).
The audit was repeated for the period 1 January 2010 to 31 December 2012.  The only unit in Northern Ireland that submitted data was the Belfast Trust at the RVH.  It carried out 323 elective AAA procedures over the 2 years.[footnoteRef:5] [5:  Waton S, Johal A, Groene O, Cromwell D, Mitchell D, Loftus I. Outcomes after elective repair of infra-renal
abdominal aortic aneurysm. London: The Royal College of Surgeons of England, November 2013.  Available at http://www.vsqip.org.uk/wp/wp-content/uploads/2013/12/Outcomes-after-Elective-Repair-of-Infra-renal-Abdominal-Aortic-Aneurysm.pdf] 

3.8	Carotid endarterectomy (CEA) is a surgical procedure to remove a blockage in the carotid artery in the neck.  Appendix 3 (based on information provided by the Trusts for 2011/12) shows that the Belfast Trust at the RVH performs around 77% of all CEAs.  The UK Carotid Endarterectomy Audit for the year 1 October 2011 to 30 September 2012 shows that:[footnoteRef:6] [6:  Waton S, Johal A, Groene O, Cromwell D, Mitchell D, Loftus I. UK Carotid Endarterectomy Audit. Round 5. London: The Royal College of Surgeons of England, October 2013.  Available at http://www.hqip.org.uk/assets/NCAPOP-Library/NCAPOP-2013-14/UK-Carotid-Endarterectomy-Audit-Round-5-Report.pdf] 

· The Belfast Trust at the RVH performed 143 carotid endarterectomies (87%);
· Craigavon Area Hospital performed 4 (3%); and
· Altnagelvin Area Hospital performed 17 (10%) procedures (it was noted that the unit had stopped performing CEA procedures since the data collection period). 

The corresponding figures for the previous year were 122 (RVH), 10 (CAH) and 19 (AAH).
3.9	The majority of the lower limb bypass surgery is carried out in the Belfast Trust at the RVH.  In 2011/12, 239 (83%) such procedures were performed in Belfast, 32 (11%) were performed in Craigavon and 16 (6%) were carried out in Altnagelvin.
3.10	A large number of major limb amputations are carried out in Craigavon Area Hospital and in Altnagelvin Area Hospital.  Appendix 3 shows that in 2011/12:
· the Belfast Trust at the RVH performed 77 (56%);
· Craigavon Area Hospital performed 23 (17%); and
· Altnagelvin Area Hospital performed 38 (27%) major limb amputations.
3.11	Craigavon Area Hospital and Altnagelvin Area Hospital also provide a significant haemodialysis access service.  Haemodialysis access requires specialist vascular expertise to connect arteries and veins, usually in the forearm.  The resultant arterio-venous fistula provides the mainstay of access for renal dialysis and is life preserving in patients with end stage kidney disease.  The Renal Association has a stated aim of providing this surgery as near to the patient’s home as possible.[footnoteRef:7]  In 2011/12 the vascular surgeons in Belfast Trust at the RVH provided 18 (8%) vascular access procedures.  The figures for Craigavon were 46 (20%) and for Altnagelvin they were 164 (72%).  However it should be noted that most vascular access work in the Belfast Trust is undertaken by the transplant surgeons and these figures are not included. [7:  The Renal Association, the Vascular Society and the British Society of Interventional Radiology.  The Organisation and Delivery of the Vascular Access Service for Maintenance Haemodialysis Patients.  Report of a Joint Working Party.  The Renal Association:  London, 2006.  Available at http://www.renal.org/docs/default-source/clinical-service/clinical-service/Report_of_a_Joint_Working_Party_on_Vascular_Access_September_2006.pdf] 

3.12	Patients who require more complex vascular surgery, including EVAR for AAA, and many patients who require emergency vascular surgery are currently transferred from Altnagelvin Area Hospital and Craigavon Area Hospital to the Royal Victoria Hospital for treatment.  The average emergency transfer time from Altnagelvin to the RVH by ambulance is 1 hour and 14 minutes (1 hour – 2 hours and 48 minutes).   The average emergency transfer time from Craigavon to the RVH is 32 minutes (range 20 minutes – 1 hour and 28 minutes).[footnoteRef:8]  By comparison the emergency transfer time from Antrim Area Hospital, which does not have a vascular service, to the RVH is 24 minutes (range 13 minutes - 1hour and 50 minutes). [8:  Information from NI Ambulance Service Trust.  Period of monitoring: 01/10/2011 - 30/09/2012.] 

3.13	Table 3 overleaf shows the volume of varicose vein procedures carried out in each unit.  It shows that, in addition to the 3 units that provide arterial vascular services, a large amount of varicose vein surgery is provided at Causeway Hospital in the Northern Health & Care Trust.

Table 3 - Volume of Varicose Vein Procedures provided by hospital
	Procedure
	RVH
	CAH
	AAH
	Causeway


	Open venous surgery
	328
	147
	222

	179

	Endovenous procedure
	234
	132
	104

	9

	Out-patient endovenous procedure
	
	
	400-500

	



3.14	Varicose veins can be treated using open surgery or endovascular techniques such as thermal ablation (using radiofrequency or laser) and foam sclerotherapy.  Endovenous procedures can be carried out as day cases or in the outpatient department.  The majority of open venous surgery can be carried out as a day case procedure.  Recent guidance from NICE recommends that patients should first be offered endothermal ablation (where heat is applied to the inside of the vein, causing it to close).  If this is not suitable, then ultrasound-guided foam sclerotherapy should be offered (the injected foam causes scarring inside the vein, which closes it).  If neither endothermal ablation nor ultrasound-guided foam sclerotherapy is suitable then the patient should be offered surgery.[footnoteRef:9] The data on treatment shows that there is significant scope for increasing endovenous treatment rates. [9:  National Institute for Health & Care Excellence.  Varicose veins in the legs.   The diagnosis and management of varicose veins.  NICE clinical guideline 168.  NICE:  Manchester, 2013.  Available at http://www.nice.org.uk/nicemedia/live/14226/64566/64566.pdf
] 


The Regional Varicose Vein Pathway review group was established in Dec 2012 as a sub-group of the Vascular Review Reference group. The group was informed by the learning from the project in the WHSCT which had developed a primary care pathway for management of varicose veins, which included criteria for referral to vascular services and the development of capacity for minimally-invasive surgery, moving the surgery into an outpatient setting.  NICE has published clinical guidance on management of varicose veins (CG168). In addition, NICE has provided guidance on the use of minimally-invasive techniques in IPG 8 (Radiofrequency ablation of varicose veins) and IPG 37 (Endovenous laser treatment of the long saphenous vein.
3.2	The group reviewed the routinely collected data on Varicose vein procedures to assess the current capacity and the scope to transfer varicose veins from theatres to day services and from day services to out-patient settings. 
	2012/13 Total Elective Activity
	IPs
	DCs

	Combined Operations On Recurrent Saphenous Vein
	113
	234

	Combined Operations On Varicose Vein Of Leg 
	70
	114

	Injection Of Sclerosing Substance Into Varicose Vein Of Leg
	2
	3

	Injection of Sclerotherapy For Varicose Vein Of Le
	0
	64

	Ligation Of Long Saphenous Vein
	7
	10

	Ligation Of Recurrent Varicose Vein Of Leg
	1
	0

	Ligation Of Short Saphenous Vein
	1
	5

	Ligation Of Varicose Vein Of Leg - Other Specified
	1
	12

	Avulsion Of Varicose Vein Of Leg
	25
	92

	 Local Excision Of Varicose Vein Of Leg
	0
	6

	Other Operations On Varicose Vein Of Leg
	5
	5

	Stripping Of Short Saphenous Vein
	1
	0

	Stripping Of Varicose Vein Of Leg Nec
	5
	4

	Transilluminated Powered Phlebectomy Of Varicose Vein Of Leg
	1
	4

	Other Operations On Varicose Vein Of Leg - Unspecified
	2
	4

	Percutaneous Transluminal Laser Ablation Of Varicose Vein Of
	1
	4

	Radiofrequency Ablation Of Varicose Vein Of Leg
	15
	574

	Grand Total
	250
	1135



	In 2012/13 there were 1,385 varicose vein procedures carried out in the HSC.  Of these, 1135 were performed as day cases (82%) and 668 (48%) were done as minimally-invasive procedures
A regional primary and secondary care varicose vein care pathway has been developed and is shown below. This also includes photographs to demonstrate the various grades of varicose veins. 





Varicose Vein pathway – Regional Pathway
(based on the Western LCG pathway)

	      Patient presents with Varicose veins (see following pages for classification)


                                                       
Classification


	
	–Recurrent phlebitis or bleeding
–Symptomatic grade II despite conservative measures  
- Symptomatic Grade 3, Grade 4, Grade 5 varicose veins 

‑Grade 0, Grade 1, asymptomatic Grade 2, asymptomatic Grade 3 varicose veins 


                                                       
No improvement despite conservative measures with on-going significant symptoms then refer onto vascular surgeons
Manage in primary care 

1. Reassurance 
1. Lifestyle advice including weight loss, encouraging exercise and leg elevation on resting. 


Refer for Vascular surgical opinion 









                                                
 



N.B. Patients may be referred if there is evidence of a significant reduction in quality of life resulting from the varicose vein symptoms. 
Bleeding progressing ulcer urgent referral
Varicose Vein Classification

1. Grade 1 thread, reticular and spider veins

[image: ]



1. Grade II: Minor/moderate varicose veins

[image: ]







1. Grade II: Moderate or symptomatic varicose vein
[image: ]

1. Grade III: Extensive with associated oedema

[image: ]










1. Grade IV: Severe signs of venous insufficiency with skin changes

[image: ]

1. Grade V: healed leg ulceration
[image: Description: IMG_0722.jpg]

1. Grade VI Active ulceration

[image: ]





The Varicose Vein Pathway group concluded that the varicose vein services should be reorganised into a dedicated vascular services unit. This would be supported by centralised referral (including use of electronic referral), central triage, pooled lists, application of the referral pathway, a clear commissioning policy on varicose veins and a standardised approach to patient information and patient directed follow-up. 
All Trust-based teams doing varicose vein work will need to ensure they apply the regional thresholds (based on NICE guidance) and b able to provide minimally invasive procedures. It was recommended by the regional group that 80% of procedures should be done using a minimally invasive technique within 3 years of the implementation of the service (provisionally by e end of 2016-17). With 100% of minimally invasive techniques should be done as treatment room procedures and coded as such to allow effective monitoring. . 
It was recognised that there would be a transition into the service and the following need to be considered in the implementation. 
1. Vascular SpRs need to be competent in the range of minimally-invasive techniques to ensure succession planning
1. Training opportunities need to be available for existing consultants to ensure they can develop the skills for minimally-invasive techniques 
1. There need to be training opportunities for nurses to ensure that there are sufficient nurses to support this procedure

A draft commissioning policy for the surgical treatment of varicose veins has been developed. This should be implemented.  
Policy on the commissioning of treatments for varicose veins: Guidance notes for Trusts and Practitioners
	Intervention
	Treatment of Varicose veins

	Policy and Minimum eligibility criteria
	The HSCB does not commission the surgical treatment of varicose veins on purely cosmetic grounds.  

The HSCB does not commission surgical treatment of varicose veins unless one of the following criteria is met:

1. Recurrent phlebitis or 
1. Bleeding varices 
1. Symptomatic Grade 3, Grade 4, or Grade 5 varicose veins and BMI is less than or equal to 30 or 
1. Symptomatic grade 2 varicose veins despite conservative measures and BMI is less than or equal to 30 
(Guidance on classifying varicose veins is appended to this policy)

Where a patient meets the criteria above and surgical treatment is indicated, the HSCB expects that patients will be offered minimally invasive treatment unless they are clinically contra-indicated.


	Rationale
	Varicose veins are common. Many varicose veins do not cause symptoms.  NICE 
CG168 outlines the patients that should be referred for vascular review and informs this policy. In addition NICE IPG 8 and IPG 37 support delivering interventions using minimally invasive techniques.

Studies show that the outcomes are less favourable after surgical treatment of varicose veins in people with a BMI of >29[footnoteRef:10], with an increased risk of recurrence. The American Venous Forum of the American Society for Vascular Surgery concluded that wound outcomes were also worse with higher BMI. It also found that BMI was a risk factor for anatomical failures which are associated with recurrence. [10:  Fischer (2006); NICE (2013)] 



	Responsibility of the GP
	The GP should ensure that the patient has had appropriate management within primary care, as per the Regional Varicose Vein pathway (appended to this policy)

The GP must provide sufficient clinical information to confirm that in the GP’s opinion the patient meets the minimum criteria set out above. 

Referrals that do not provide this information will be returned.

Referrals will not be accepted for patients who do not meet the criteria

	Responsibility of the consultant
	The consultant should:
1. Confirm that the varicose veins meet the criteria in this policy before adding a patient to the waiting list
1. Assess the extent of the problems that the patient attributes to the varicose veins. If there are concerns that the symptoms may have an alternative cause then the patient should be investigated appropriately before intervention
1. Assure themselves that there is a functional problem and that problem can reasonably be attributed to the varicose veins
1. Advise the patient of the likely final result 
1. The information should be recorded appropriately for future audit purposes

	Request for Individual funding request on grounds of exceptionality
	The consultant can apply for an Individual Funding Request (IFR) on behalf of the patient if the patient does not meet the criteria under this policy but the consultant believes that the patient is exceptional.  The consultant must:
1. Provide details as to what extent, if at all, the patient meets the criteria
1. Describe why the consultant considers them to be clinically exceptional

The definition of exceptionality on which applications will be judged is:
1. The patient is significantly different to the general population of patients with the condition in question.  Consistent with commissioners in other parts of the UK,  the HSCB will accept as significantly different ‘an individual whose clinical circumstances are outside the range of clinical circumstances presented by at least 95% of patients with the some medical condition at the same stage of progression as the named patient’.  
AND
Is likely to gain significantly more benefit from the intervention than might normally be expected for patients with that condition.

The HSCB will advise separately on the process for this


	Evidence
	NICE CG168; IPG 8; IPG 37; IPG 52

	Equality Impact
	The Equality screening did not reveal any significant equality impacts 

	Procedure code for monitoring
	TBC 

	
	



The Board has recently written to Trusts to seek expressions of interest to establish a dedicated unit for varicose vein surgery in line with the expectations of the details outlined above. This has given the approval for the appointment of an additional vascular surgeon and for it to be operation from October 2014.  Whilst it has proposed the provision of additional ward, theatre and HDU capacity it is envisage this will be required during a transition period and will be kept under review as the minimally invasive surgery is actively progressed. It has also proposed the average procedures per theatre session to be three. It is expected this will be a phased increase to a minimum of four per session within an agreed timescale. 

[bookmark: _GoBack]
4. Current Staffing
4.1	Each of the 3 units providing vascular services is supported by a multidisciplinary vascular team, although the staffing levels differ.
Consultant Vascular Surgeons
4.2	The Royal Victoria Hospital has 8 specialist vascular surgeons.  This equates to 6.85 WTE (whole time equivalents).  These are vascular specialists who only undertake vascular work.  They provide a vascular on-call rota 24 hours a day, 7 days a week and 365 days a year.
4.3	Altnagelvin Area Hospital has 2 general surgeons with an interest in vascular surgery.  These surgeons spend around half of their time doing vascular work and the other half doing general surgical work.  This equates to a total of 1 WTE focused on vascular.
4.4	The position in Craigavon Area Hospital is similar, with 2 general surgeons with an interest in vascular surgery who spend around half of their time doing vascular work (1 WTE vascular).  The surgeons in Altnagelvin and in Craigavon are part of the general surgical on-call rota.  It is not possible to provide a 24/7/365 vascular on-call rota with only 2 surgeons.  Out of hours vascular emergencies are therefore normally transferred to Belfast.
4.5	The total WTE consultant complement for vascular surgery for Northern Ireland is therefore 8.85 WTE.  The VSGBI recommends a minimum of 1 vascular surgeon per 150,000 population.[footnoteRef:11]  With a population of just over 1.8 million, Northern Ireland would need 12 WTE vascular surgeons to comply with this recommendation.  Staffing recommendations, such as this, from professional bodies are a useful guide to staffing requirements.  The actual numbers required depend on local circumstances. [11:  Vascular Sociery of Great Britain & Ireland.  The Provision of Services for Patients with Vascular Disease 2012.  VSGBI, London, 2012.  Available at http://www.vascularsociety.org.uk/vascular/wp-content/uploads/2012/11/Provision-of-Services-for-Patients-with-Vascular-Disease.pdf] 

Consultant Interventional Radiologists
4.6	Interventional radiologists treat diseases using minimally invasive alternatives to open and laparoscopic (keyhole) surgery.  They use radiological image guidance (such as x-ray or MRI) to manipulate needles, fine catheter tubes and wires around the inside of the body.  These techniques are useful in treating vascular disease such as blocked vessels and aneurysms.  They are also useful in treating non-vascular diseases such as diseases of the gut, kidneys and liver; as well as in treating some cancers and draining collections of fluid or pus from the chest or abdomen.  Interventional radiology therefore plays an important part in the management and treatment of elective and emergency cases across a number of specialties.  Vascular cases are a very important, but relatively small, proportion of the total interventional radiology workload.  
4.7	Interventional radiology (IR) became as separate sub-specialty of radiology in 2010.  As the sub-specialty has developed, it has allowed a number of surgical procedures to be replaced or enhanced using interventional radiology techniques.  It has also enabled the treatment of some patients who could not be treated by conventional surgery.  Both the Vascular Society and British Society for Interventional Radiology have stated that a 24/7 IR availability is a vital part of a modern vascular service.  The national commissioning of vascular services in England requires a 24/7 IR service as a key component for commissioning vascular services.
4.8	The Belfast Trust has a funded complement of 8 interventional radiologists.  There are 6 currently in post.  Each of these radiologists has 3 interventional radiology sessions (half days / programmed activities) in their job plans.  They undertake other radiological work during the rest of the working week.  The Trust plans to provide a 24/7/365 interventional radiology service.
4.9	Altnagelvin Area Hospital has a funded complement of 2 interventional radiologists.  There is currently 1 in post.  Recruitment and retention of interventional radiologists at the hospital has been a challenge.
4.10	Craigavon area Hospital has a funded complement of 1 interventional radiologist, with 1 currently in post.
4.11	The total funded complement of interventional radiologists in Northern Ireland is therefore 11, with 8 currently in post.  The British Society of Interventional Radiologists recommends around 1 interventional radiologist per 100,000 – 130,000 population (based on a population of 600,000 – 800,000 requiring a 6 person on-call rota).[footnoteRef:12]  Northern Ireland would require around 14 interventional radiologists to comply with this recommendation.  There is a significant shortage of interventional radiologists in the UK.[footnoteRef:13] [12:  British Association of Interventional Radiology.  Defining and Developing the Interventional Radiology Workforce.  BSIR: Glasgow, 2013.  Available at http://www.bsir.org/static/uploads/resources/Work_Force_Development_1_7210413_proofedv9.pdf]  [13:  British Association of Interventional Radiology.  Provision of Interventional Radiology Services.  Draft v20 (06/11/13).  BSIR: Glasgow, 2013.  Available at http://www.bsir.org/static/uploads/resources/POIRv20061113pdf.pdf] 

Consultant Vascular Anaesthetists
4.12	Vascular anaesthetists are involved in a wide range of operations from short day case procedures to prolonged complex major arterial surgery.  Many patients requiring major arterial surgery are elderly and also have cardiovascular and respiratory disease.  Teamwork between the surgeon and the anaesthetist is essential to ensure optimal management and patient outcome.  Anaesthesia for all patients undergoing such surgery should be provided by a consultant experienced in vascular anaesthesia.  This branch of anaesthetics is developing as a sub-specialty with its own specialist society (The Vascular Anaesthesia Society of Great Britain and Ireland).
4.13	The Belfast Trust has 9 consultant anaesthetists who regularly undertake vascular operating lists.  Other anaesthetists are sometimes required to cover selected vascular theatre sessions.  Craigavon Area Hospital has 4 anaesthetists who undertake vascular work and Altnagelvin has 3.  Any transfer of additional activity to the Belfast Trust at the RVH would require additional capacity in anaesthetics and additional theatre capacity.


Non-Consultant Staff
4.14	Table 4 below shows non-consultant staff who are part of the multidisciplinary vascular teams in the 3 hospitals.  The ward nurses who look after vascular in-patients are also part of these teams.  There is an opportunity to develop skill mix and develop the role and capacity of the vascular nurse specialists.
Table 4 - Non-consultant staff in the 3 units providing vascular services
	Staff group
	Numbers

	
	BHSCT
(RVH)
	SHSCT
(CAH)
	WHSCT
(AAH)

	Specialist vascular nurses
	3
	0
	1

	Vascular technologists
	3
	0
	2

	Staff grades
	0
	3
	0

	Associate specialists
	0
	1
	0

	Personal assistants to vascular surgeons
	8
	2
	2


Data Source: Trust completed Provider Landscape Documents.  Data are for the year 2011/12
4.15	In addition the Southern Trust has a multidisciplinary diabetic foot care team which comprises the general surgeons with an interest in vascular surgery and input from the diabetic service, including physicians, specialist nurses and podiatrists.  The Western Trust does not have a formal multi-disciplinary diabetic foot team.  Neither does the Belfast Trust, however, there is an informal team comprising vascular surgeons, tissue viability nurses, occupational therapists, physiotherapists, podiatrists, ward nurses and out-patient nurses.

5. The Need for Change
Abdominal Aortic Aneurysm (AAA) - Post-Operative Mortality
5.1	The aorta is the main artery that supplies blood to the body. It runs from the heart, down through the chest and abdomen (belly) and then divides into the arteries that go to the legs.  As some people get older, the wall of the aorta in the abdomen can become weak and balloon out to form an aneurysm (a swelling).  This is called an abdominal aortic aneurysm (AAA).  It usually has no symptoms until it bursts, which often results in death.  However, it can be easily detected by an ultrasound scan.  The treatment for large aneurysms is surgery: either open surgery or EVAR.
5.2	A report by the European Society for Vascular Surgery, published in 2008, showed that the UK had the highest post-operative death rate for elective (i.e. non-emergency) open AAA surgery when compared with 9 other countries.[footnoteRef:14]  At that time 7.9% of people who underwent elective surgery for an AAA in the UK died, compared with a European average of 3.5% (range from 1.9% in Italy to 4.5% in Denmark).  In response, the VSGBI developed a quality improvement programme and published a framework for improving the results of elective AAA surgery, with the aim of reducing the overall mortality rate to 3.5% by 2014. [footnoteRef:15]  [14:  European Society for Vascular Surgery.  Second Vascular Database Report.  ESVS: Copenhagen, 2008.  Available at http://www.esvs.org/sites/default/files/file/Vascunet/Vascunet%20report%202008.pdf]  [15:  Framework for Improving the Results of Elective AAA repairs 2011.  Available at http://www.vascularsociety.org.uk/library/aaa-screening.html] 

5.3	The framework makes a number of recommendations which require a change to the way vascular services are currently delivered.  It recommends that elective AAA repair (open and EVAR) should only be undertaken in hospitals where:
· There is a 24/7 on-site vascular on-call rota for vascular emergencies of 1 in 6 or greater, covered by consultant vascular surgeons and interventional radiologists, to ensure adequate post-operative care; and
· A minimum number of AAA procedures is undertaken - hospitals undertaking fewer than 33 elective AAA interventions per year (100 over three years) should not continue to offer these procedures.
A 1 in 6 on-call vascular surgical rota requires a team of at least 6 consultant vascular surgeons.  Similarly a 1 in 6 interventional radiology on-rota requires a team of at least 6 consultant interventional radiologists.
5.4	Implementation of the quality improvement programme and framework are having a significant beneficial effect on the overall mortality rate for elective AAA surgery in the UK which has fallen to 1.8% (2010-2012); well below the target of 3.5%.5
Volumes & Outcomes
5.5	The reason the VSGBI recommend a minimum number of AAA procedures per hospital is because there is good evidence to show that hospitals undertaking more AAA surgery have better outcomes in terms of mortality and postoperative complication rates, than hospitals with lower volumes.[footnoteRef:16],[footnoteRef:17] The Society states that: [16:  Holt PJ et al. Meta-analysis and systematic review of the relationship between volume and outcome in abdominal aortic aneurysm surgery. Br J Surg 2007; 94: 395–403.]  [17:  The Vascular Society of Great Britain & Ireland.  Outcomes after Elective Repair of Infra-renal Abdominal Aortic Aneurysm A report from The Vascular Society.  VSGBI:  London, March 2012.  Available at http://www.vascularsociety.org.uk/vascular/wp-content/uploads/2012/11/VSGBI-Mortality-Report.pdf] 

“Hospitals that undertook fewer than 100 procedures in 2008-2011 inclusive should move their elective aortic interventions to the nearest major vascular centre.  This is because it will never be possible to prove ‘evidence of safety’ for their aortic procedures.” 7
In addition to the volume/outcome effect, the numbers carried out in each hospital need to be large enough to be able to provide an accurate, and timely, assessment of inpatient death rates.[footnoteRef:18] [18: Holt PJ et al.  Demonstrating safety through in-hospital mortality analysis.  British Journal of surgery 2008: 95: 64-71.] 

5.6	The figure of 33 elective AAA interventions per hospital, per year is supported by a number of studies.[footnoteRef:19], [footnoteRef:20]  Evidence from North America suggests that hospitals should perform a minimum of 50 elective AAA repairs a year.[footnoteRef:21] Some vascular service reviews in England have used this higher figure.  A national audit of outcomes after elective AAA surgery reinforces the findings that the highest volume units have the best outcomes.[footnoteRef:22]  Larger units also have a lower turn down rate (the proportion of AAA referrals not offered surgery because they are considered too risky to operate on).[footnoteRef:23]  Larger units therefore tend to operate on sicker patients and have better outcomes for AAA surgery. [19:  Holt PJ et al. Epidemiological study of the relationship between volume and outcome after abdominal aortic aneurysm surgery in the UK from 2000 to 2005. Br J Surg 2007; 94: 441–448.]  [20:  Dr Foster.  Inside Your Hospital.  Dr Foster Hospital Guide 2001 – 2011.  Dr Foster.  London, 2011.  Available at http://drfosterintelligence.co.uk/wp-content/uploads/2011/11/Hospital_Guide_2011.pdf]  [21:  Birkmeyer JD et al. Hospital volume and surgical mortality in the United States. N Eng J Med, 2002;346:1137-1144. ]  [22:  The Vascular Society of Great Britain & Ireland.  Outcomes after Elective Repair of Infra-renal Abdominal Aortic Aneurysm A report from The Vascular Society.  VSGBI:  London, March 2012.  Available at http://www.vascularsociety.org.uk/vascular/wp-content/uploads/2012/11/VSGBI-Mortality-Report.pdf]  [23:  Gray AJG et al.  Abdominal Aortic Aneurysm: A service in need of surgery?  National Confidential Enquiry into Patient Outcome and Death:  London, 2005.  Available at http://www.ncepod.org.uk/2005report2/index.html] 

5.7	The impact of volume on outcomes also applies to surgery carried out on blocked arteries in the neck (carotid endarterectomy).   Patients treated in high volume units are less likely to suffer from postoperative strokes or to die, and are more likely to have a shorter hospital stay.[footnoteRef:24],[footnoteRef:25]  A minimum volume criteria of 35 elective carotid endarterectomies per hospital, per year has been suggested for England.[footnoteRef:26] [24:  Feasby TE et al. Hospital and surgeon determinants of carotid endarterectomy outcomes. Archives of Neurology, 2002; 59: 1877-1881.]  [25:  Holt, PJ et al.(2007). Meta-analysis and systematic review of the relationship between hospital volume and outcome following carotid endarterectomy. European Journal of Vascular and Endovascular Surgery, 2007; 33: 645-651.]  [26:  Holt PJ et al. The relationship between hospital case volume and outcome from carotid endartectomy in England from 2000 to 2005. Eur J Vasc Endovasc Surg. 2007;34(6):646-54.] 

5.8	Blockage of the arteries in the lower limbs causes peripheral arterial disease.  The reduced blood flow can result in leg pain when walking and can lead to amputation.  People with diabetes are at particular risk.  Amputation for vascular disease and diabetes should only be undertaken after formal investigation of the arterial system (except when the leg is clearly beyond salvage).  Successfully restoring the blood supply (revascularization) reduces the need for major amputation.  This can be achieved either by an open bypass operation or by an endovascular procedure.  Hospitals doing more revascularisations also perform significantly fewer amputations.[footnoteRef:27]  In addition, when amputation is required, they perform a higher proportion of below knee compared to above knee amputations; this is beneficial because around 50% of below knee amputees become independently mobile with an artificial leg, compared to only 25% of above knee amputees. [27:  Michaels JA et al for the Oxford Regional Vascular Audit Group. Relation between rates of leg amputation and distal arterial reconstructive surgery. Br Med J 1994; 309: 1479-1480.] 

Abdominal Aortic Aneurysm (AAA) – Screening
5.9	The Northern Ireland AAA Screening Programme commenced in June 2012.  Men are invited to attend for an ultrasound scan of their abdomen in the year they turn 65.  Men older than this can self-refer.  The programme is aimed at men because AAAs are about six times more common in men than in women.  Research has shown that screening men for AAA reduces mortality from the disease by around 50%.[footnoteRef:28]   [28:  Cosford PA et al.  Screening for abdominal aortic aneurysm.  Cochrane Database of Systematic Reviews 2007, Issue 2. Art. No.: CD002945. DOI: 10.1002/14651858.CD002945.pub2.  Available at http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD002945.pub2/full] 

5.10	All screening programmes are closely monitored and must comply with a set of national standards (in order to maximise the benefits and minimise the harms of screening).  Nationally agreed standards for the AAA Screening Programme include the following requirements:[footnoteRef:29] [29:  NHS Abdominal Aortic Aneurysm Screening Programme.  Essential Elements in Developing an Abdominal Aortic Aneurysm (AAA) Screening and Surveillance Programme.  Version 3.0.  NHS AAASP:  Gloucester, 2011.  Available at http://aaa.screening.nhs.uk/sops] 

· Men with large aneurysms, identified through the screening programme, should be referred to vascular assessment and treatment services that comply with guidance from the VSGBI and can prove they have an acceptably low post-operative mortality rate ; and
· Vascular units should offer both open AAA repair and EVAR (endovascular repair) to men with screen detected aneurysms.
NICE guidance on endovascular stent-grafts for the treatment of AAA states that it should only be performed in specialist centres by clinical teams experienced in the management of abdominal aortic aneurysms.[footnoteRef:30]  The vascular service in the Belfast HSC Trust is the only one that meets the required standards.  All AAAs identified as part of the screening programme are therefore required to be referred to Belfast for further investigation and treatment. [30:  National Institute for Health and Clinical Excellence.  Endovascular stent-grafts for the treatment of abdominal aortic aneurysms. Technology appraisal guidance 167. .NICE:  London, 2009.  Available at http://www.nice.org.uk/nicemedia/live/12129/43289/43289.pdf] 

5.11	The AAA screening programme will result in an increase in the number of AAAs detected and referred for elective surgery (figure 2).  Over time it will also result in a decrease in the number of patients requiring emergency AAA surgery.  Around 80 emergency procedures were carried out in 2011-12; before the start of the programme.  This figure might be expected to fall to around 60 by 2022 and to around 36 by 2032.
Figure 2 - Annual numbers of large AAAs detected by the Northern Ireland Screening Programme and referred to the vascular service


Specialty Status
5.12	Vascular surgery has recently become a separate surgical specialty: separate from general surgery.  The application for speciality status was approved by Parliament in March 2012.  This means that it is no longer possible to train general surgeons with an interest in vascular surgery.  Anyone wanting to undertake vascular procedures must train as a specialist vascular surgeon.  Specialist vascular surgeons will no longer undertake general surgery; as is the case for neurosurgeons and cardiac surgeons.
5.13	Vascular units can therefore only be staffed by teams of specialist vascular surgeons who need to be able to provide a separate, out of hours, vascular on-call rota.  The Vascular Society for Great Britain and Ireland makes the following recommendation:[footnoteRef:31] [31:  The Provision of Services for Patients with Vascular Disease 2012.  Available at http://www.vascularsociety.org.uk/ ] 

“General surgeons with a significant interest and expertise in vascular intervention should aim to either commit their clinical practice to the sole care of vascular patients or drop their vascular commitments and continue as general surgeons.  This decision will depend on local arrangements for the provision of both general and vascular services and will be aligned to the service provision changes required to deliver safe and effective vascular and general surgery to their population”.
Any general surgeon with an interest in vascular surgery who commits to becoming a vascular specialist can no longer participate in a general surgery on-call rota.
5.14	There will only be 20 training posts in vascular surgery each year in the UK.  Training will only be carried out in designated training centres.  The RVH is a designated training centre and is eligible to receive 1 trainee per year.  However, it may not attract a trainee into its training programme every year.  As the training programme lasts for 6 years, there will be up to 6 trainees in post locally at any one time.  One individual will therefore complete training and be eligible to apply for a consultant post most years.
5.15	The change to specialty status therefore has significant implications for service delivery, the provision of on-call cover and recruitment.  Consultant vascular surgeons will be a relatively scarce resource.  The vascular service in Northern Ireland will need to be able to attract and retain a spectrum of professionals capable and motivated to develop the local service.

Clinical Practice
5.16	Clinical practice is changing with more vascular procedures being undertaken using endovascular techniques and more complex endovascular procedures continue to be introduced.  These require a greater degree of integration and collaboration between vascular surgeons and interventional radiologists.  This is recognised in the training programmes for these specialties.
5.17	There is a much greater focus than ever before on clinical quality, patient safety and the measurement of outcomes.  Job descriptions for consultant vascular surgeons are being scrutinised by the VSGBI to ensure that they comply with national guidance on the delivery of vascular services.  In addition The National Vascular Register is recording the outcomes of all index vascular surgical procedures (AAA, lower limb bypass, carotid surgery and amputations) and publishing the outcomes by unit; as well as by individual surgeon.[footnoteRef:32]  This will help to continually improve the quality of care. [32:  Waton S, Johal A, Groene O, Cromwell D, Mitchell D, Loftus I.  National Vascular Registry.  2013 Report on Surgical Outcomes Consultant-level statistics.  London: The Royal College of Surgeons of England, June 2013.. Available at http://www.rcseng.ac.uk/surgeons/research/surgical-research/docs/national-vascular-registry-report-on-surgical-outcomes] 



6. New Service Model
6.1	The review process resulted in the development of a model for the future provision of vascular services in Northern Ireland that has been agreed by each of the HSC Trusts, by NIVASC and by the Vascular Service Review Reference Group.  The model responds to the challenges set out above in section 5 and provides the opportunity to provide a sustainable, high quality service, which will deliver excellent patient outcomes.
6.2	The new service model will see the remaining arterial vascular surgery (elective and emergency) at Altnagelvin Area Hospital and Craigavon Area Hospital transferring to the Belfast HSC Trust at the Royal Victoria Hospital.  However, haemodialysis access surgery will continue to be provided at all three sites.  It is our intention to continue to commission the broad sweep of services at both Craigavon and Altnagelvin sites, as follows:
· vascular outpatients;
· diagnostic radiology (including CT angiography, magnetic resonance angiography and Doppler ultrasound);
· selected vascular interventional radiology procedures;
· multidisciplinary management of the diabetic foot;
· day case surgery (e.g. varicose vein and renal access work);
· in-patient venous surgery; and
· rehabilitation following major limb amputation.
A vascular surgical network arrangement will provide a vascular outreach service to Altnagelvin, with a significant vascular presence during normal working hours.  An interventional radiology network will support the interventional radiology service at Altnagelvin.  The details are described below.  
6.3	Table 5 overleaf shows the expected surgical activity in each unit with the new service model.  All AAA, carotid endarterectomy, and lower limb arterial surgery currently carried out in CAH and AAH will transfer to the Belfast Trust at the RVH.  An assumption has been made that 80% of the major amputation work will transfer as well.  In total approximately 170 additional arterial procedures per year will transfer to the RVH (82 from CAH and 88 from AAH).  Haemodialysis access and varicose vein work will not change.  As some vascular activity has already transferred to the Belfast Trust from CAH and AAH (as well as other Trusts) there will already be additional capacity in these Trusts.  The opposite is the case for the Belfast Trust which has sought to absorb this additional workload within existing resources, albeit with a knock on negative impact on waiting times for venous surgery. 
Table 5 - Volume of Vascular Surgical Services Provided by Hospital – new service model 
	
	BHSCT @
R.V.H
	SHSCT @
C.A.H
	WHSCT @
A.A.H
	

NHSCT @ Causeway
	TOTALS

	Arterial I.Ps (elective)
	805
(prev. 705)
	51
(prev. 95)
	171
(prev. 204)
	
1

	1028

	Arterial I.Ps (emergency)
	341
(prev. 252)
	0
(prev. 38)
	0
(prev. 55)
	0

	341

	Venous I.Ps (elective)
	99

	279

	319

	187

	884

	Venous I.Ps (emergency)
	463

	 
	 
	1

	464

	Out-patients
	6010

	1122

	1193

	1

	8325


Data Source: Trust completed Provider Landscape Documents.  Data are for the year 2011/12


Figure 3 – Vascular surgical services provided by Hospital - New model

Royal Victoria Hospital:  Belfast HSC Trust
6.4	It is proposed that the Royal Victoria Hospital will become the major arterial centre for Northern Ireland.  All major arterial surgery will be undertaken in this hospital, including all AAA surgery, carotid endarterectomies and lower limb by-pass procedures.  The majority of major vascular cases will be discharged directly home and not to any referring hospital.  This will ensure such patients have access to 24 hour specialist vascular care in the event of post-operative complications.  These procedures will no longer be provided by either Altnagelvin Area Hospital or Craigavon Area Hospital.  The capacity at the RVH will need to be enhanced to manage this additional demand, as well as the additional workload generated by the AAA Screening Programme.  This will include additional vascular outpatient capacity; as well as additional in-patient capacity and theatre capacity to manage the increased demand.  Access to a hybrid surgical operating theatre (an operating theatre that has a full range of imaging support to facilitate open and endovascular surgery) will be required for vascular patients.
6.5	As noted in paragraph 4.5, there is a current shortfall of 3.15 WTE in the number of vascular surgeons working in Northern Ireland.  At least one of the general surgeons with an interest in vascular surgery does not wish to commit to specialist vascular care.  This increases the shortfall to 3.65 WTE; a figure that could increase further if any of the other general surgeons with an interest in vascular surgery also decides to not commit to specialist vascular care.
6.6	A vascular network will be developed involving the full complement of vascular surgeons in Northern Ireland, supplemented by additional staff.  The network will provide a vascular outreach service to Altnagelvin, with a significant vascular presence during normal working hours.  Outreach, both vascular and interventional radiology, will be focused on Altnagelvin in the first instance due to its distance from Belfast.  In order to facilitate vascular outreach there will need to be an additional 0.85 WTE consultant vascular surgeon (bringing the total additional WTE vascular surgeons required to 4.5) and 2 WTE staff grade surgeons.  
6.7	The development of a vascular outreach service to Craigavon, and possibly other Area Hospitals, will depend on the availability of resources.
6.8	An interventional radiology network will also be developed.  This will involve the full complement of interventional radiologists in Northern Ireland, supplemented by additional staff.  It will offer the potential for both outreach interventional radiology services from Belfast to Altnagelvin and in-reach from Altnagelvin to Belfast.  In-reach means that interventional radiologists working in Altnagelvin will have the opportunity to travel to Belfast in order to retain and develop their skills in vascular work.  The network will help to sustain the service in Altnagelvin which has had significant recruitment and retention issues.  In order to support the network there will need to be an additional 1 WTE interventional radiologist and 2 WTE band 6 radiographers.
6.9	In addition to providing a 24/7/365 consultant vascular on-call rota for the region, the Belfast Trust will provide a 24/7/365 consultant vascular interventional radiology rota for the region.
6.10	More formal relationships with diabetic services will be developed.  The majority of patients referred to secondary care services with diabetic foot disease will be triaged and managed by the local multidisciplinary foot care teams in keeping with national guidance.[footnoteRef:33]  The regional vascular service will provide advice and support to local foot care teams. When necessary, they will be referred to the arterial centre in the RVH according to agreed pathways. [33:  National Institute for Clinical Excellence. Type 2 diabetes; prevention and management of foot problems.  Clinical Guideline 10.  NICE:  London, 2004.  Available at  www.nice.org.uk/CG10 
] 

6.11	Most procedures on varicose veins will be performed outside the major arterial centre in the RVH.
Altnagelvin Area Hospital – Western HSC Trust
6.12	The following vascular services will continue to be provided locally:
· vascular outpatients;
· diagnostic vascular radiology (including CT angiography, magnetic resonance angiography and Doppler ultrasound);
· selected vascular interventional radiology procedures;
· multidisciplinary management of the diabetic foot;
· day case surgery (e.g. varicose vein and renal access work);
· in-patient venous surgery; and
· rehabilitation following major limb amputation.
6.13	The vascular network will provide an outreach service with a significant vascular presence in Altnagelvin Area Hospital during normal working hours.  This will support the local vascular expertise.  The local general surgeons with an interest in vascular surgery may commit to becoming vascular specialists with in-reach arterial surgery in Belfast.  The level of vascular presence required at Altnagelvin will be monitored.
6.14	The hospital will be a varicose vein centre offering the 3 treatment modalities in accordance with NICE guidance.
6.15	It will continue to be a major provider of haemodialysis access for renal patients.
6.16	More formal relationships with diabetic services will be developed.  The majority of patients referred to secondary care will be triaged and managed by the local multidisciplinary foot care team in keeping with national guidance.  When necessary, they will be referred to the arterial centre in the RVH according to an agreed pathway.
6.17	Most patients who require a minor amputation do not need to be admitted to a vascular unit.  These procedures will continue to be performed at Altnagelvin.  However, most patients requiring a major amputation should be considered for admission to a vascular unit and may be transferred to the RVH.
6.18	An interventional radiology network will support the interventional radiology service in Altnagelvin Area Hospital.  This will involve the full complement of interventional radiologists in Northern Ireland, supplemented by additional staff.  It will offer the potential for both outreach interventional radiology services from Belfast to Altnagelvin and in-reach from Altnagelvin to Belfast.  In-reach means that interventional radiologists working in Altnagelvin will have the opportunity to travel to Belfast in order to retain and develop their skills in vascular work.  Interventional radiologists are currently a scarce resource (see paragraph 5.10).  The network will help to sustain the service in Altnagelvin which has had significant recruitment and retention issues.
6.19	The future development of Altnagelvin Area Hospital as an arterial centre will be considered in the context of on-going cross-border discussions. 

Craigavon Area Hospital – Southern HSC Trust
6.20	The following vascular services will continue to be provided locally:
· vascular outpatients;
· diagnostic vascular radiology (including CT angiography, magnetic resonance angiography and Doppler ultrasound);
· selected vascular interventional radiology procedures;
· multidisciplinary management of the diabetic foot;
· day case surgery (e.g. varicose vein and renal access work);
· in-patient venous surgery; and
· rehabilitation following major limb amputation.
6.21	In addition, the ability to provide a vascular outreach service to Craigavon Area Hospital will be considered once the outreach service to Altnagelvin has been established.  This will be dependent upon the availability of resources and consultant vascular specialists.  The local general surgeons with an interest in vascular surgery may commit to becoming vascular specialists with in-reach arterial surgery in Belfast.
6.22	The hospital will be a varicose vein centre offering the 3 treatment modalities in accordance with NICE guidance.
6.23	It will continue to be a major provider of haemodialysis access for renal patients.
6.24	More formal relationships with diabetic services will be developed.  The majority of patients referred to secondary care will be triaged and managed by the local multidisciplinary foot care team in keeping with national guidance.  The regional vascular service will provide advice and support to local foot care teams. When necessary, they will be referred to the arterial centre in the RVH according to an agreed pathway.
6.25	Most patients who require a minor amputation do not need to be admitted to a vascular unit.  These procedures will continue to be performed at Craigavon.  However, most patients requiring a major amputation do need to be admitted to a vascular unit and will therefore be transferred to the RVH.
6.26	The level of support that an interventional radiology network could provide to Craigavon Area Hospital will be dependent upon the available resources.  The provision of such a service to Altnagelvin will be the first priority.

Northern HSC Trust
6.27	The Northern Trust will continue to provide its varicose vein service (based in Causeway Hospital), offering treatment in accordance with NICE guidance.  It will also continue to provide a local diabetic foot care service.  The regional vascular service will provide advice and support to local foot care teams.  When necessary, patients will be referred to the arterial centre in the Belfast Trust at the RVH according to an agreed pathway.
6.28 The Trust should also provide diagnostic vascular radiology services (including CT angiography, magnetic resonance angiography and Doppler ultrasound).

South Eastern HSC Trust
6.29	The South Eastern Trust will continue to provide a local diabetic foot care service in accordance with national standards.  The regional vascular service will provide advice and support to local foot care teams.  When necessary, patients will be referred to the arterial centre in the RVH according to an agreed pathway.
6.30 The Trust should also provide diagnostic vascular radiology services (including CT angiography, magnetic resonance angiography and Doppler ultrasound).

Beth to insert Varicose vein section here
Skill Mix
6.31	There will be the development of skill mix across the vascular network with the development of the role of vascular nurses in providing varicose vein assessment clinics and leg pain (intermittent claudication) services. It is estimated that there will need to be 2 additional specialist nurses. 
7. Next Stage
7.1	The next stage of the process will focus on:
· the detailed design of the new service model and operational arrangements, including refinement of the scope of services provided at each site, network arrangements, a model of care for the management of the diabetic foot, formal patient transfer agreements & monitoring processes; and 
· workforce arrangements, including training requirements, job plans, on-call arrangements, in-reach/out-reach sessions and recruitment.

8. Finance
The table below summarises: 
· Net additional costs for transferring complex activity to BHSCT. This has been estimated at £1.056m. The cost is based on average HRG costs for these complex procedures including ICU costs. Note the movement of the activity provides additional capacity valued at £559k in SHSCT and £497k in WHSCT. Investments in the vascular gap or other investments in surgical services should be netted off this capacity.

· Costs of £87k for providing the year 1 costs of a growth of 8 AAAs.

· Costs of providing additional elective activity to close the current elective gap, £427k in BHSCT, £103k in WHSCT (Note this will be netted off the reduction of £497k). £43k in NHSCT.

· Costs of providing additional staff In BHSCT for a range of purposes listed in the document, 3 consultant vascular surgeons, £366k, a consultant interventional radiologist £122k, and a band 6 Radiographer £40k to be based in WHSCT.

· The activity based investments for transfer of activity and for the elective gap will provide 1.00wte additional consultant, a further 3.00wte are being provided. With baseline of c 7.35wte consultants, total numbers will now be c 11.35wte.

· Total additional required revenue cash investment is £2.1m, but this requires to be offset by reduced elective investment in both SHSCT and WHSCT of £0.9m, giving a net cost of £1.2m. 

· Capital costs of £1m are required for theatre space in BHSCT to deliver the additional activity.
DN is there further information on this?
Table 6 – Indicative Resource Implications
[image: ]



9. Equality Considerations
9.1	The proposed change to the provision of vascular services in Northern Ireland will mean that all patients requiring elective and emergency arterial surgery will come to the Belfast Trust at the RVH for treatment; as will most patients who require major limb amputation.  This will affect approximately 170 people per year who might otherwise have been treated at Craigavon Area Hospital (n=82) or at Altnagelvin Area Hospital (n=88).  
9.2	By having this service provided in Belfast, patients will benefit by having access to a specialised service that is sustainable and meets the national standards for a modern vascular service.  Although some patients will have longer travelling times (with a potential negative impact on outcomes) this will be mitigated by robust transfer protocols; treatment at a high volume, specialist unit with specialist on call arrangements; and a network arrangement providing a significant vascular presence at Altnagelvin Area Hospital during normal working hours.  High volume units have been shown to have better outcomes for patients.  It should be noted that many patients are already transferred from these hospitals to Belfast for elective (e.g. EVAR for AAA) and emergency (e.g. ruptured AAAs) arterial surgery.
9.3	The outcome of the equality screening exercise was that the change to the new service model, described in this paper, does not require a full equality impact assessment.

10. Implementation Arrangements
It is important that the implementation and allocation is completed on an incremental basis. 
As part of the Boards elective recurrent investment programme the Board has provided funding to the Southern Trust to deal with all their general surgery outpatients and treatment gaps. This will include the elective gap in venous work included within the demand funded by the Board. 
The Board has also approved a three year proleptic appointment of a vascular surgeon in Belfast to deal with the current waiting list backlog in Varicose Veins and introduce the minimally invasive procedure. The current backlog in Belfast will be the focus of the new appointment in the first year.
The appointment of the 3 additional vascular surgeons should be funded on a phased basis as the new posts are recruited. In the interim the Belfast Trust will need to identify the proposed solution to ensure the delivery of a significant vascular services presence on Altnagelvin site. 
The additional consultant posts will be funded in Belfast Trust on the basis of a submitted IPT, which should include the steps the current service has taken to demonstrate how key elements of best practice are already applied or will be introduced, these include: 
· Maximising the potential of all clinical job plans, to include an appropriate mix of clinics, use of virtual clinics/referral for advice technology, diagnostics services and theatre sessions; 

· and ensuring the allocation of appropriate supporting resource in this regard; 

· Maximising the potential for skill mix between clinical groups, with a particular focus on the role of specialist nurses; 

· Introducing more effective and streamlined service delivery arrangements through the application of process mapping and service improvement opportunities 

· Ensuring that all other aspects of best practice are appropriately reflected, including one-stop clinics, improved arrangements for targeting review appointments, introduction of one-stop clinics, admission on day of surgery, minimising LoS, introduction of minimally invasive surgery and maximising theatre capacity; 
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	Project Board membership
	

	No.
	Name
	Role
	Organisation

	1
	Dr Carolyn Harper (co-chair)
	Director of Publc Health
	Public Health Agency

	2
	Dean Sullivan (co-chair)
	Director of Commisioning
	Health & Social Care Board

	3
	Nigel Campbell
	Chairperson, LCG
	South Eastern LCG

	4
	Paul Cummings
	Director of Finance
	Health & Social Care Board

	5
	Beth Malloy
	Ass. Director Scheduled services
	Health & Social Care Board

	6
	Adrian Mairs
	Public Health Consultant
	Public Health Agency



	
	Reference Group membership
	

	No. 
	Name
	Role
	Organisation

	1
	Dr Adrian Mairs (joint chair)
	Public Health Consultant
	Public Health Agency

	2
	Mrs Beth Malloy (joint chair)
	Assistant Director Scheduled Services
	Health & Social Care Board

	3
	Ms. Wendy Thornton
	Project Manager, Vascular Services
	Public Health Agency

	4
	Mr David McCormick
	Programme Manager
	Health & Social Care Board

	5
	Mr David C Mitchell
	Chair, Audit & QA Committee
	Vascular Society GB & Ireland

	6
	Dr Brid Farrell
	Public Health Consultant
	Public Health Agency

	7
	Dr Caroline Mason
	Public Health Consultant
	Public Health Agency

	8
	Teresa Magirr
	Assistant Director Commissioning
	Health & Social Care Board

	9
	Ian Deboys / Alan Marsdan
	Commissioning lead
	Belfast LCG

	10
	Paul Cavanagh
	Commissioning lead
	Western LCG

	11
	Bride Harkin / Roger Kennedy
	Commissioning lead
	Northern LCG

	12
	Lyn Donnelly
	Commissioning lead
	Southern LCG

	13
	Paul Turley
	Commissioning lead
	South Eastern LCG

	14
	Brian Baker
	Finance representation
	Health & Social Care Board

	15
	Dr Brian Armstrong
	Co-Director, Acute Services
	Belfast Trust

	16
	Mrs Karen McClenaghan
	Service Manager, Specialist Surgery
	Belfast Trust

	17
	Mr Paul Blair
	Consultant Vascular Surgeon
	Belfast Trust

	18
	Mr Ray Hannon
	Consultant Vascular Surgeon
	Belfast Trust

	19
	Mr Zola Mzimba
	Consultant General Surgeon wsi Vascular
	Western Trust

	20
	Mr Ken McCune
	Consultant General Surgeon wsi Vascular
	Western Trust

	21
	Dr Brendan Devlin
	Consultant Radiologist
	Western Trust

	22
	Dr Ene Horan
	Consultant Anesthetist
	Western Trust

	23
	Mrs Geradine McKay
	Assistant Director, Surgery & Anasethetic
	Western Trust

	24
	Mrs Louise O'Daliagh
	Service Manager, General Surgery
	Western Trust

	25
	Mr Eamon Mackle
	Associate Medical Director, Surgery & Elective
	Southern Trust

	26
	Mr Colin Weir/ Mr Alastair Lewis
	Consultant General Surgeon wsi Vascular
	Southern Trust

	27
	Mrs Debbie Burns
	Director, Acute Services
	Southern Trust

	28
	Mrs Heather Trouton
	Assistant Director, Surgery & Elective Care
	Southern Trust

	29
	Dr Barry Patterson
	Deputy Clinical Director, Medical Diagnostics
	Northern Trust

	30
	Dr David Wallace
	Interim Ass't Director, Medical Diagnostics
	Northern Trust

	31
	Mr Malcom Brown
	Consultant Surgeon
	Northern Trust

	32
	Ms Susan Baxter
	Clinical Manager
	South Eastern Trust

	33
	Ms Diane Keown
	Assistant Director, Surgery
	South Eastern Trust

	34
	Dr Bob Darling
	Consultant, Anaesthetics
	South Eastern Trust

	35
	Dr John Smyth
	Consultant, Renal
	South Eastern Trust

	36
	Dr David McManus
	Medical Director
	N.I Ambulance Trust

	37
	Dr Nigel Ruddell
	Assistant Medical Director
	N.I Ambulance Trust






Appendix 2

Scope of Vascular Surgical Services Provided by Trust (Hospital)

	Vascular Services Provided
	BHSCT
(RVH)
	SHSCT
(CAH)
	WHSCT
(AAH)

	Aortic arch aneurysms (TEVAR)
	X
	
	

	Thoraco-abdominal aneurysms (open)
	X
	
	

	Thoraco-abdominal aneurysms (TEVAR)
	X
	
	

	Aortic dissections - type B (open)
	X
	
	

	Aortic dissections - type B (TEVAR)
	X
	
	

	Aortic dissections - traumatic (open)
	X
	
	

	Aortic dissections - traumatic (TEVAR)
	X
	
	

	Thoracic outlet surgery
	X
	
	

	Infected aortic grafts
	X
	X
	

	Complex revision arterial surgery
	X
	X
	

	Vascular malformations
	X
	
	X

	Abdominal Aortic Aneurysm surgery - EVAR
	X
	
	

	Abdominal Aortic Aneurysm surgery - open
	X
	X
	R

	Deep vein reconstruction
	X
	
	

	Treatment of complex aneurysms by fenestrated/branched aortic stenting
	X
	
	

	Major limb amputations
	X
	X
	X

	Lower limb bypass surgery
	X
	X
	X

	Upper limb arterial surgery
	X
	X
	X

	Carotid endartectomy
	X
	X
	X

	Creation of fistula for haemodialysis access 
	T
	X
	X

	Varicose vein surgery
	X
	X
	X

	Endovenous interventions for varicose veins
	X
	X
	X

	Minor amputations
	X
	X
	X


Data Source:  Trust completed Provider Landscape Documents. Data for the year 2011/12.

TEVAR = Thoracic endovascular aortic/aneurysm repair
EVAR   = Endovascular aneurysm repair
X = provided by trust vascular team		
R = ruptures only				
T = provided by transplant team
Appendix 3

Volume of Arterial Surgical Services Provided by Trust (Hospital)

	Surgical Procedure
	BHSCT
(RVH)
	SHSCT
(CAH)
	WHSCT
(AAH)

	AAA open
	Elective
	70
	10
	0


	
	Emergency
	54
	7
	3


	AAA EVAR
	79
	0
	0


	Total AAA

	203 (92%)
	17 (7%)
	3 (1%)

	Carotid endarterectomy
	119 (+1*)
(77%)
	15
(10%)
	18(+2*)
(13%)

	Lower limb bypass open
	Elective
	160
	18
	9


	
	Emergency
	79
	14
	7


	Total bypass open

	239 (83%)
	32 (11%)
	16 (6%)

	Lower limb endovascular
	300 (94%)
	0
	18 (6%)


	Major limb amputations

	77 (56%)
	23 (17%)
	38 (27%)

	Haemodialysis access
(arterio-venous fistula)
	In-patient
	7T
	
46#
	55


	
	Day case
	11T
	
	109


	Total Haemodialysis access 

	18 (8%)
	46 (20%)
	164 (72%)


Data Source:  Trust completed Provider Landscape Documents.  Data for the year 2011/12.

* Carotid stents.
T As noted in Appendix 2 most haemodialysis access in the Belfast Trust is carried out by the transplant surgeons rather than the vascular surgeons.
# Total in-patient & day case figure provided by Southern Trust.
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Indicative Resource implications

Estimated 

Additional 

capacity 

available

Revenue

Grade Activity WTE £000's £000's £000's Comment

Activity Related changes

BHSCT

Transfer of activity to BHSCT 166 1,056 Based on HRG costs

Additional 8 AAA per annum year 1 8 87

Capacity gap vascular, IP,DC, OP Misc 427

SHSCT

Transfer of activity from  SHSCT (82) (559)

Note net capacity savings

WHSCT

Transfer of activity from  WHSCT (84) (497)

Note net capacity savings

Capacity gap vascular, IP,DC, OP Misc 103

NHSCT

Capacity gap vascular, IP,DC, OP Misc 43

1,613 (953)

Additional Staffing

Consultant Vascular Surgeon 2.00 122 244

1 Proleptic Consultant  Vascular Surgeon 1.00 122 122 Outreach

366

Consultant Interventional Radiologist 1.00 122 122 Networking between sites

Radiographers Band 6 1.00 40 40

To support interventional 

radiology service. To be 

found from capacity 

savings at WHSCT

122

Total Costs 2,101 (913)

1,188

Capital

Hybrid Theatre 1,000
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