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Betsi Cadwaladr University Health Board (BCUHB)
UNCONFIRMED Minutes of the Quality, Safety and Experience 

Committee held in Public on 4 September 2025 
In the Boardroom, Carlton Court, St Asaph and via Teams

Committee Members present
Name Title
Chris Lothian-Field Committee Vice Chair, Independent Member – Chairing meeting
Urtha Felda Independent Member
Professor Mike Larvin Independent Member
In Attendance
Angela Wood Executive Director of Nursing & Midwifery
Emma Adamson Consultant Midwife
Tehmeena Ajmal Chief Operating Officer
Ros Alstead Independent Advisor, Royal College of Psychiatrists Action Plan 

Response (part meeting)
Sree Andole Interim Executive Medical Director
Clara Day Observing as the Incoming Executive Medical Director
Dyfed Edwards Chair, BCUHB
Adrian Jones MH&LD, Assistant Director of Nursing

(Deputising for Iain Wilkie, Director of Mental Health)
Dave Harries Head of Internal Audit
Matt Joyes Deputy Director for Legal Services
Jo Kendrick Head of Quality
Fiona Lewis Corporate Governance Officer (Minutes)
Lois Lloyd Chief Pharmacist
Phylis Makurunje Aspiring Board Member (observing)
Phil Meakin Associate Director of Governance, Lead for RCP Action Plan 

response (part meeting)
Jane Moore Executive Director of Public Health
Teresa Owen Executive Director of Allied Health Professionals and Health 

Science
Philippa Peake Jones Head of Corporate Governance
Geoff Ryall-Harvey Llais, North Wales (part meeting)
Paolo Tardivel Interim Executive Director of Transformation and Improvement
Pam Wenger Director of Corporate Governance (part meeting)

OPENING BUSINESS
QS25/79 Welcome and apologies

Chris Lothian-Field, as Committee Vice Chair, opened the meeting and welcomed all to the 
meeting.
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Apologies were received from Dr Caroline Turner (QSE Chair), Stephen Powell (Director of 
Commissioning & Performance) and Iain Wilkie (Director of Mental Health & Learning 
Disabilities) Adrian Jones deputised.
QS25/80 Declarations of Interest

No declarations of interest were raised.

QS25/81 Unconfirmed minutes of meeting held on 3 July 2025

It was resolved that the Committee:
• Agreed the Minutes were a true and accurate record of the meeting held on 3 July 

2025, once amended to show that both Sree Andole and Phylis Makurunje were in 
attendance.

QS25/82 Matters Arising and Action Logs

Updates to the Action Log were noted.  Executive Director of Nursing and Midwifery to 
liaise with Performance and Commissioning Team for an update on quality commissioned 
services.  Actions for The Director of Performance and Commissioning will be reviewed 
and reassigned as needed.

QS25/82.1  Executive Director of Nursing and Midwifery to liaise with Performance and 
Commissioning Team for an update on quality commissioned services and review and 
reassign any of The Director of Performance and Commissioning actions.

It was resolved that the Committee
• Agreed the updated log.

QS25/83  Patient Story – Play Therapy 

A powerful patient story was shared highlighting the experience of a family with a child with 
additional needs, who had encountered a traumatic blood test, requiring seven staff to 
restrain the child. This time, the family was supported by a play therapist at Wrexham 
Maelor Hospital, transforming the experience. Pre-procedure support included 
familiarisation sessions and a sedative. The procedure was successful with minimal 
distress.

Committee reflections emphasized the importance of play therapists, holistic care, and 
compassionate support. Actions proposed included expanding play therapy support, 
developing resources, exploring third-sector partnerships, strengthening the volunteer 
strategy, and promoting cultural improvement.

AW agreed to discuss with her Directors of Nursing the possibilities of linking with play 
specialists, with a view to providing a suite of resources.

Action:
• QS25/83.1  AW agreed to discuss with her Directors of Nursing the possibilities of 

linking with play specialists, with a view to providing a suite of resources.
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It was resolved that the Committee
• Noted the report.

SERVICE PRESENTATIONS
QS25/84  Women’s, Maternity and Gynaecology Services

Emma Adamson, Consultant Midwife, provided a comprehensive update on maternity 
services, including:

• benchmarking against the Swansea Bay review
• engagement with the National Maternity and Neonatal Review
• assurance on workforce and quality monitoring. 

As part of the discussion, the Committee noted:
• consultant availability
• cultural challenges
• a Gap Analysis of National recommendations. 
• the importance of compassionate care
• support for vulnerable groups. 
• midwifery staffing and proactive recruitment
• the Saving Babies Lives initiative was fully implemented in BCUHB.

It was resolved that the Committee:
• Noted the information provided. 

QUALITY CONTROL
QS25/85  Integrated Quality Report

The Executive Director of Nursing and Midwifery, The Interim Executive Medical Director, 
The Executive Director of Public Health, The Executive Director of Allied Health 
Professionals and Health Science and the Deputy Director of Legal Services provided their 
insight into their respective sections of the report.  The report covered patient safety, 
infection control, patient experience, and clinical effectiveness. Highlights included:

Patient Safety
• The number of open incidents was reviewed, ranging from minor issues (e.g. lost 

name badges) to serious events (e.g. deaths).
• Ongoing concerns were noted in relation Oxygen Cylinder Safety. With the 

Executive Director of Nursing and Midwifery committed to writing to all registrants to 
reinforce responsibilities, especially regarding patient movement and medication 
administration.

• One never event (wrong site surgery) occurred in June. World Health Organization 
checklist was followed and no significant harm resulted.

• In relation to safeguarding training, level 3 compliance was improving after previous 
Electronic Staff Record system limitations.

Infection Prevention and Control
• Clostridium difficile noted as a challenge with deep cleaning and cohorting strategies 

being implemented.
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• National Improvement goals for 2025–26 are delayed due to staffing issues at a 
national level, the Executive Director of Nursing and Midwifery confirmed internal 
targets were being used in the interim.

Patient Experience
• In relation to complaints performance there was significant improvement noted: 
➢ 86% closed within 30 working days.
➢ Average closure time reduced to 20 days.
➢ All divisions exceeded the 75% target.

• Thematic analysis taking place and deep dives into complaint themes (e.g. 
midwifery, mental health) are underway.

• Civica system used to collect feedback digitally. ED and neonatal services now 
using SMS-based surveys.

• First Health Board in Wales to implement Swan bereavement nurses. Two Band 7 
nurses are now operational.

• The Chaplaincy and Spiritual Care contribution to patient experience was 
acknowledged.

Clinical Effectiveness
• The Interim Executive Medical Director advised that in relation to Audit Compliance: 
➢ 9 Tier 1 national audits completed in Q1.
➢ 96% NICE guidance compliance.
➢ Significant improvements in governance and digital tools (e.g. QR code access 

for mortality reviews).
• Monthly Learning Initiatives were highlighted noting that topics had included opioid 

prescribing and MCCD process.

Quality Assurance
• In relation to HIW Reports positive feedback had been received from recent 

inspections and no immediate assurances required.
• Improvement Plans are being monitored via the Regulation Assurance Group. 

Scrutiny ensures actions are robust and applicable across services.
• Delays on overdue HIW actions on some of which are due to audit schedules or 

feasibility concerns (e.g. second maternity theatre). Negotiations with HIW are 
ongoing.

Organisational Learning
• Update received on the Quality Management System (QMS): 
➢ Digital maturity assessment app developed and trialled.
➢ Rolled out to eight challenge services.
➢ Plans to expand and potentially license the tool for wider use.

• Learning Repository is designed to track shared learning and feedback loops.

Legal Update
• Regarding Inquests improvements in information flow noted. One inquest with a 

negligence finding but no Regulation 28 issued, indicating satisfactory remediation.
• Learning From Events Reports indicate that the number of overdue returns has 

reduced from 35 to 20. Women's services are facing challenges due to increasing 
evidence requirements.
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As part of the discussion, the Committee:
• Discussed the importance of measuring cultural change, especially in midwifery 

services. 
• Emphasised improvements, particularly in complaints handling. 
• Were concerned about complaints relating to attitude and communication as those 

areas are within the organisation’s control. 
• Highlighted that to improve clarity and accessibility of reports for public audiences 

there should be a reduction of the use of acronyms and additional context to data 
should be included.

It was resolved that the Committee
• Noted the report

QS25/86 Integrated Performance Report

In the absence of the Performance Director, the Executive Director of Nursing and 
Midwifery highlighted provided a summary of key points from the Integrated Performance 
Report. She noted that much of the content had already been covered in previous agenda 
items, but highlighted the following:

• Clinical coding progress was reported in recruitment and training, with improvements 
in coding compliance approaching the 90% target.

• In relation to colonoscopy access, concerns were raised regarding the low 
compliance (3.9%) with the target for colonoscopy within four weeks of screening. 
Angela confirmed this was a system-wide challenge and noted that while upper GI 
nurse endoscopists are in place, lower GI coverage remains a gap. Work is 
underway to address this through training and workforce development.

• With regards to patient experience feedback, the positive trajectory in Civica 
feedback responses was good but the emphasis was no on the importance of 
translating feedback into meaningful service improvements.

Following the presentation, the Committee reflected on:

• The importance of presenting performance data in a way that supports a positive 
and accurate public narrative about the organisation’s progress.

• The need for consistency in how performance data is presented, including clearer 
context, trajectory, and benchmarking against other Health Boards. 

The Committee noted that the Executive Committee were having a session to review the 
format of both the Integrated Performance and Quality Reports.

It was resolved that The Committee:
• Reviewed the contents of the report and 
• Proposed  actions noted above arising from the report, 
• identified any additional assurance work or actions it would recommend Executive 

colleagues to undertake, as noted above.

QUALITY IMPROVEMENT
QS25/87 Updates of Challenged Services



DRAFT QSE Public Minutes 4.9.25  v0.1 
 Page 6 of 10

The Committee received a comprehensive update from The Chief Operating Officer, 
Executive Director of Transformation and Improvement and The Interim Executive Medical 
Director on eight services under special measures. The presentation aimed to provide 
assurance on progress, identify ongoing risks, and highlight areas requiring further support. 

The services discussed were:
• Ophthalmology
• Urology
• Vascular
• Dermatology
• Orthopaedics
• Orthodontics
• Plastics
• Oncology

Ophthalmology
• Long waiting times remain a concern
• Variation in service delivery across the three IHCs
• Difficulty in appointing a clinical lead across North Wales
• Workforce planning and job planning are under review
• Estates and digital infrastructure are not fully aligned with service needs
• Cultural resistance to community-based pathways noted

Urology
• Sustainability of on-call rotas is an issue, with a reliance on locums
• Robotic surgery and service configuration challenges persist
• Patient experience concerns due to travel for procedures
• Repatriation of services (e.g., vasectomies) underway
• Business case for a Urology Investigation Unit in Wrexham progressing

Vascular
• Service has improved significantly and is no longer an HIW concern
• AAA pathway temporarily moved to Stoke 
• Multi-Disciplinary Team working well with the skill mix under review
• Diabetic foot pathway finalised
• Digital tracking of patient journeys implemented

Dermatology
• Rising demand due to increased awareness and referrals
• Workforce shortages in the West
• Opportunities for productivity improvements and digital solutions
• Workshop planned to address service redesign and referral management

Orthopaedics
• Cold site development planned to improve elective capacity
• Theatre optimisation and day-case surgery expansion in focus
• Challenges with urgent care pressures affecting planned care
• Follow-up pathways under review for evidence-based redesign

Orthodontics
• Significant backlog and workforce shortages
• Lack of alternative skill utilisation



DRAFT QSE Public Minutes 4.9.25  v0.1 
 Page 7 of 10

• High strategic risk due to limited capacity and increasing demand
• Opportunities identified in digital infrastructure and workforce planning

Plastics
• Service commissioned externally via JCC; not delivered in-house
• Issues included access inequity, waiting list management, and infrastructure
• Improvements made through WLIs and outreach clinics
• Considered for de-escalation from special measures

Oncology
• Originally escalated due to consultant departures; two have returned.
• National workforce shortages persist
• Increased demand and treatment complexity noted
• Recruitment efforts include international outreach and school engagement
• £10M investment in linear accelerators and Maggie’s Centre development
• Also considered for de-escalation from special measures

In discussing the report the Committee:
• Acknowledged the complexity of managing these services and agreed that future 

updates should focus on exceptions rather than routine reporting.  Members praised 
the structured approach and progress made. Emphasis placed on cultural change, 
leadership, and sustainability.

• Agreed that challenged services should be monitored through a strategic lens, 
aligning with IMTP and risk registers.  Continued engagement with Welsh 
Government on service de-escalation should continue.  It was noted that workshops 
and targeted interventions were planned for dermatology and ophthalmology.

It was resolved that the Committee
• Noted the presentation.

QS25/88  Tackling Planned Care Challenges

The Chief Operating Officer provided an update on the Health Board’s response to the 
Audit Wales report on Planned Care. This was an All-Wales review, and the BCUHB 
response had already been reviewed by the Audit Committee. The QSE Committee was 
asked to consider the safety and quality implications, particularly around patient harm due 
to long waits.

The key themes and updates provided were:

Infrastructure and Programme Development
• A major change programme has been established to drive improvements in planned 

care
• The programme includes detailed workstreams and operational deployment plans.
• A more structured approach to activity planning and delivery has been implemented 

since April 2025.

Capacity and Delivery Confidence
• Core activity targets are being met, with the exception of a few weeks in August.
• Outsourcing remains a challenge due to delays in securing external capacity.
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• The team is working on productivity and efficiency improvements, including:
• Optimising theatre use
• Reviewing models of care
• Enhancing estate utilisation

Harm on Waiting Lists
• A methodology to assess unintended harm for patients on waiting lists is being 

created
• A draft paper has been reviewed by the Executive Team
• The Committee agreed that reporting on harm should be integrated into the Private 

Quality report, with potential for public reporting once data is aggregated and 
anonymised

The Committee reflected on the following:
• Acknowledging the scale of the challenge, with up to a third of the population on 

waiting lists
• Delays can lead to more complex health needs, creating a cycle of increased 

demand
• The Committee emphasised the importance of cultural change, transparency, and 

compassionate care
• There was consensus that routine reporting should focus on impact and outcomes, 

not just activity metrics
• A session with the Executive team is planned to refine the reporting format and 

ensure alignment between the Quality report and the Integrated Performance report.
• The Committee encouraged continued focus on delivery confidence, patient 

experience, and strategic alignment with IMTP goals

It was resolved that the Committee
• Noted the report

[Geoff Ryall-Harvey, Ros Alstead and Phil Meakin joined the meeting]
QS25/89  Update on the Royal College of Psychiatry (RCP) Action Plan

The Executive Lead introduced Ros Alstead, the Independent Special Advisor and Chair of 
the Expert Advisory Group (EAG), who presented her last update, and reflected on the 
work to do towards the end of the work being carried out:

• Thanks were offered to both the People with lived experience as well as Llais for 
their continued support during the process

• Ward visits informed the improvement plan
• Challenges included achieving consensus among service users 
• A new oversight group led by the Chief Executive will be established

Geoff Ryall-Harvey, Llais, confirmed that it had been a complex but worthwhile process.

Committee praised the co-productive approach and learning potential.

It was resolved that The Committee:
• Noted and considered the update from the Chair of the Expert Advisory Group 
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• Noted and considered the update on progress against the Expert Advisory Group 
Work Programme 

• Noted and considered the Development of a draft Outcome Framework and 
Performance Dashboard

[Geoff Ryall-Harvey, Ros Alstead and Phil Meakin left the meeting] 
[Nesta Collingridge joined the meeting]

ROUTINE REPORTING
QS25/90  Board Assurance Framework 

The Head of Risk Management provided a brief update, which included the following: 
• One delayed action noted regarding digital capacity for the learning repository. 
• Mental health risks progressing as planned. 
• Future updates to include IMTP integration.

Action:
It was resolved that the Committee:
• Received assurance for the progression of the Corporate Risks to which the 

Committee has overall accountability.

FOR INFORMATION
QS25/94  JCC Quality Safety Outcomes Highlight Report 15.07.25

It was resolved that the Committee
• Noted the Report.

QS25/95  Summary of Business to be Reported in Private part of Last Meeting

It was resolved that the Committee
• Noted the Report.

QS25/96  Review Committee Forward Work Plan (FWP)

It was resolved that the Committee
• Noted the Committee Forward Work Plan.

CLOSING BUSINESS
QS25/98  Agree Items for Referral to Board / Other Committees

It was resolved that there were no items for referral to Board or other Committees.

Date of Next Meeting

13.00 Thursday, 6 November 2025

Resolution to Exclude the Press and Public

It was resolved that those representatives of the press and other members of the public be 
excluded from the remainder of this meeting, having regard to the confidential nature of the 
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business to be transacted, publicity on which would be prejudicial to the public interest, in 
accordance with Section 1(2) Public Bodies (Admission to Meetings) Act 1960.
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Quality, Safety and Experience Committee PUBLIC Action Log
Updated 30.10.25 

Open Actions 
Action 
No. 

Minute Ref. Date Agreed Action Lead Time
scale

Status 

Actions to remain open

1 QS25/60.1 03.07.25 QS25/60  Integrated Quality 
Report
To circulate details of the 
Medical and Healthcare 
products Regulatory Agency 
breach.

Clara Day
(Sree Andole)

(Clara Day)

July 
2025

Remain Open
4.9.25  Delayed.  SA advised it will come to 
QSE once it has gone through QDG.

A detailed paper is being drafted by Lois.

2 QS25/11.1 20.02.25 QS25/11  Colonoscopy 
Performance Update
Clarify when the Colonoscopy 
data/paper can be reported 
back into QSE. 

Exec. Dir. of Nursing & 
Midwifery (Angela 
Wood) to link in with 
Interim Chief Operation 
Officer) 
(Imran Devji)
Tehmeena Ajmal

May 
2025

Remain Open
24.02.25  From AW - Email sent to Imran, 
awaiting clarification
03.07.25  AW confirmed that she had met 
with Tehmeena Ajmal, COO.  A further 
update will be provided at the November 
meeting.

3 QS24/121.
1

24.10.24 QS24/121  Integrated 
Performance Report
to speak to the Deputy 
Executive Medical Director to 
check the veracity of 
colonoscopy data provided in 
report, and to escalate 
concerns if required.

Exec. Dir. Allied Health  
Professionals & Health 
Science
(Teresa Owen)
Interim COO
(Imran Devji)
Chief Operating Officer – 

17.12
.24

May 
2025

Remain Open
9.12.24  TO spoke with Deputy Executive 
Medical Director. Data/information is being 
checked by the team.
12.2.25  Jim McGuigan advised that Imran 
Devji was aware of this query and 
investigating.
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Tehmeena Ajmal Update to be received at meeting
4 Board 

Meeting 
30.01.25

Chair 25/09.03  Citizens 
Engagement Report
A briefing on the new 
legislation due to be issued, to 
be discussed at a future QSE 
Committee.

Director of Partnerships, 
Engagement & 
Communication
(Helen Stevens Jones)

Janu
ary 
2025

Actions Proposed for Closure
1 QS25/83.1 04.09.25 QS25/83  Patient Story – Play 

Therapy 
AW to discuss with her 
Directors of Nursing the 
possibilities of linking with play 
specialists, with a view to 
providing a suite of resources.

Exec. Dir. Nursing & 
Midwifery (Angela 
Wood)

Nov 
2025

Suggest close

It is not possible to take this forward at this time. 

2 QS24/104.
1

13.2.25 QS24/104  Meeting 
Effectiveness
To ensure more time allocated 
to Primary care on COB.

Head of Corporate 
Governance
(Philippa Peake-Jones)

Nov 
2025

Suggest close
It has been agreed that Primary Care is the 
responsibility of PPHP and is being taken forward 
through that Committee

3 QS25/55.1 03.07.25 QS25/55  Matters Arising and 
Action Logs
To discuss how best to support 
and scrutinise quality of 
services.  An update to be 
provided at next meeting.

Exec. Dir. Nursing & 
Midwifery (Angela 
Wood)
Dir. Of Commissioning & 
Performance
Stephen Powell
All IHC Directors
(Vic Peach
Gareth Evans
Michelle Green)

Sept 
2025

Suggest close
7.07.2025 - Angela Wood has discussed 
with Stephen Powell.
IHC representatives to attend the 
commissioning meetings for services 
aligned to the IHC. 
Update awaited from Stephen Powell
4.9.2025  Angela Wood noted that Stephen 
Powell would not be updating Committee 
and that she would provide update for the 
November mtg.
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29.10.25 Confirmation that IHCs are attending the 
commissioning meetings

3 QS25/59.1 03.07.25 QS25/59  Corporate 
Governance Review
To discuss slight amendments 
to Annual report and Annual 
Self-Assessment outside the 
meeting. to discuss 
amendments

Chair
(Caroline Turner)
Head of Corporate 
Governance
(Philippa Peake-Jones)

Septe
mber

Suggest close
4.9.25  The Annual Report has been 
amended and is being signed off

4 QS25/31.2 01.05.25 QS25/31  Overview of Mental 
Health 
Invite Board to a session 
regarding Children’s Mental 
Health Team accessibility – 
with Vicky Jones, Head Mental 
Health Strategic Programme  

Head of Corporate 
Governance  
(Philippa Peake-Jones)

May 
2025

Suggest close
Transferred to the Board Development 

6 QS25/43.1 01.05.25 QS25/43  Review Committee 
Forward Work Plan

Head of Corporate Affairs 
(Philippa Peake-Jones)

Septe
mber 
2025

Suggest close
03.07.25  PP-J confirmed that work 
continues to align the FWP with the Annual 
Plan – Updated work plan included as part 
of agenda bundle. 
4.9.25 PP-J confirmed work ongoing to 
align with revised Cycle of Business 
Cycle of Business and Forward work plan 
now aligned

14 QS25/38.1 01.05.25 QS25/38  Board Assurance 
Framework and Corporate 
Risk Register (CRR)
BAF to include more external 

Head of Risk 
Management
(Nesta Collingridge)

July 
2025

Suggest close
03.07.25  Work continues, to align the BAF 
with the Annual Plan. 
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validations and also to include 
mitigations, focussing on 
challenged services’ risks.

28.08.25 – Informal Executive meetings 
were held on 16th July and 20th August, 
which reviewed challenged services risks. 
Changes to be communicated with the 
Chair through CRR report and 28th Aug 
Risk Appetite session.

Closed Actions
Action 
No.

Minute 
Ref.

Date Agreed Action Lead Time
scale

Status 

8 QS25/10.1 20.02.25 QS25/10  Ophthalmology
Circulate a paper on 
challenged services, to 
include Ophthalmology, 
before 1st May QSE mtg.

Interim Executive 
Medical Director 
(Sreeman Andole)
Head of Risk 
Management
(Nesta Collingridge)

April 
2025
July 
2025

Suggest close
22.4.25  Advised that Deep Dive into 
Opthalmology will be provided at July 
meeting.
03.07.25  Update to be provided at 
September meeting, with assistance from 
Nesta Collingridge to ensure alignment 
with Corporate risks.
28.08.25 Challenged services on agenda

9 QS25/55.2 03.07.25 QS25/55  Matters Arising and 
Action Logs
Ophthalmology update to be 
provided at September 
meeting, with NC ensuring that 
the update and the Corporate 
risks are aligned.  

Exec Med. Dir. (Sree 
Andole)
Head of Risk 
Management
(Nesta Collingridge)

Sept 
2025

Suggest close
Item on agenda and ophthalmology 
requested to attend

10 QS25/57.1 03.07.25 QS25/57  Integrated Health 
Community (IHC) – Central
Provide update to Members 

Site Director of Nursing 
(Secondary Care East)
(Naomi Holder)

Aug 
2025

Suggest close
4.8.25  Received confirmation from IHC 
Central regarding the Reg. 28 Report 



5 | P a g e

regarding HPI’s compliance. Response rate.  
‘This report outlines the significant 
improvement in our response to Regulation 
28 reports over the last 12 months. It 
details the investment made to improve 
compliance, a GAP analysis of 
performance, and how we’ve strategically 
prioritised complex reviews to reduce 
clinical risk and ensure sustainable service 
delivery. While review compliance 
improved from 46% to 72% in 12 months’

11 QS25/58.1 03.07.25 QS25/58  Executive 
Summary of the Key 
Strategies Relating to 
Women’s Health and 
Perinatal Services 
to share response and action 
plan to the Llais Review of 
Women’s Services at Swansea 
Bay.

Exec Dir Nursing & 
Midwifery 
(Angela Wood)
Dir of Midwifery & 
Women’s Services 
(Fiona Giraud)

Sept 
2025

Suggest close
Presentation from Maternity and Womens 
Services will be on agenda for September 
QSE. 

14.08.2025 - On agenda for September 
meeting.
A BCUHB Maternity Governance review 
panel has been appointed with report and 
recommendations to be provided to 
Executive Nurse Director in October 2025.

12 QS25/60.2 03.07.25 QS25/60  Integrated Quality 
Report
To investigate staff training 
around the use of gases

Exec Dir for Nursing & 
Midwifery
(Angela Wood)

Sept 
2025

Suggest close
14.08.2025 Included in September 25 
report.

13 QS25/63.1 03.07.25 QS25/63  Board Assurance Exec Dir for Nursing & Sept Suggest close
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Framework and Corporate 
Risk Register
To meet to discuss Risk 
Register tolerance thresholds

Midwifery
(Angela Wood)
Exec Med. Dir. (Sree 
Andole)
Dir of Commissioning & 
Performance
(Stephen Powell)
Head of Risk Mngt
(Nesta Collingridge)

2025 14.08.25 – Risk session delivered at 
Informal Executive meeting on 16th July.  
Further work being undertaken by the 
Corporate Governance office.
4.9.25  Angela Wood noted that Stephen 
Powell would not be updating Committee 
and that she would provide update for the 
November mtg.

14 QS25/38.1 01.05.25 QS25/38  Board Assurance 
Framework and Corporate 
Risk Register
BAF to include more external 
validations and also to include 
mitigations, focussing on 
challenged services’ risks.

Head of Risk 
Management
(Nesta Collingridge)

July 
2025

Suggest close
03.07.25  NC confirmed that work 
continues, to align the BAF with the Annual 
Plan. 

28.08.25 – NC confirmed informal 
Executive meetings were held on 16th July 
and 20th August, which reviewed 
challenged services risks. Changes to be 
communicated with the Chair through CRR 
report and 28th Aug Risk Appetite session.
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Teitl adroddiad:
Report title:

Pulmonary Embolism Patient Story
Emboledd Ysgyfeiniol – Stori’r Claf

Adrodd i:
Report to:

QSE Committee

Dyddiad y Cyfarfod:
Date of Meeting:

6th November 2025

Crynodeb 
Gweithredol:
Executive Summary:

A patient or carer story is presented to QSE to bring the voice of the 
people we serve directly into the meeting. The digital story will be 
played at the meeting. A short summary is included in the attached 
paper. 

Argymhellion:
Recommendations:

QSE is asked to note this report. 

Arweinydd 
Gweithredol:
Executive Lead:

Angela Wood, Executive Director of Nursing and Midwifery

Awdur yr Adroddiad:
Report Author:

Chris Lynes, Deputy Executive Director of Nursing
Rachel Wright, Patient and Carer Experience Lead Manager
Hannah Hughes, Patient & Carer Experience Manager

Pwrpas yr 
adroddiad:
Purpose of report:

I’w Nodi 
For Noting

☐

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☒

Arwyddocaol 
Significant

☐

Derbyniol 
Acceptable

☒

Rhannol
Partial
☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:
Assurance level:

Lefel uchel o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

High level of 
confidence/evidence in 
delivery of existing 
mechanisms/objectives

Lefel gyffredinol o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

General confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Rhywfaint o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

Some confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Dim hyder/tystiolaeth o 
ran y ddarpariaeth

No confidence / evidence 
in delivery

Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim 
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, a'r 
terfyn amser ar gyfer cyflawni hyn:
Justification for the above assurance rating.  Where ‘Partial’ or ‘No’ assurance has been 
indicated above, please indicate steps to achieve ‘Acceptable’ assurance or above, and 
the timeframe for achieving this:
In line with best practice, a patient or carer story is presented to QSE to bring the voice of the 
people we serve directly into the meeting, but it is not presented as an assurance item. However, 
the accompanying paper describes some of the learning and actions undertaken in response to 
the story.
Cyswllt ag Amcan/Amcanion Strategol:
Link to Strategic Objective(s):

Quality

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

N/A

Yn unol â WP7, a oedd EqIA yn 
angenrheidiol ac a gafodd ei gynnal?
In accordance with WP7 has an EqIA been 
identified as necessary and undertaken?

N/A

Yn unol â WP68, a oedd SEIA yn 
angenrheidiol ac a gafodd ei gynnal?
In accordance with WP68, has an SEIA 
identified as necessary been undertaken?

N/A
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Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio at y 
BAF a'r CRR)
Details of risks associated with the subject 
and scope of this paper, including new 
risks( cross reference to the BAF and CRR)

BAF21-10 - Listening and Learning 

Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith
Financial implications as a result of 
implementing the recommendations

N/A

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith
Workforce implications as a result of 
implementing the recommendations

N/A

Adborth, ymateb a chrynodeb dilynol ar ôl 
ymgynghori
Feedback, response, and follow up 
summary following consultation

N/A

Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg 
Gorfforaethol)
Links to BAF risks:
(or links to the Corporate Risk Register)

BAF21-10 - Listening and Learning

Rheswm dros gyflwyno adroddiad i fwrdd 
cyfrinachol (lle  bo'n berthnasol)
Reason for submission of report to 
confidential board (where relevant)

N/A

Camau Nesaf: Gweithredu argymhellion
Next Steps: Implementation of recommendations
N/A
Rhestr o Atodiadau:

I am willing for my story to be shared with: 
[√ ] Level 1 – Any Health and Social Care Professionals within BCUHB 
[√ ] Level 2 – Researchers for Service Evaluation and improvement beyond BCUHB 
[√ ] Level 3 – Meetings and Conferences with anyone present including public and journalists
[√ ] Level 4 – Anyone including Online, Internet, Social Media and CIVICA 

Pulmonary Embolism Patient Story.mov

Pulmonary Embolism Patient Story - WELSH SUBTITLES.mov

List of Appendices:
Appendix A- Patient Story Summary 
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Betsi Cadwaladr University Health Board

An audio-visual story will be played at the meeting.

Overview of Patient Story

The storyteller wished to share her experience of being diagnosed with and treated for a 
Pulmonary Embolism at Ysbyty Glan Clwyd, to help others with early identification and 
detection of blood clots.

The BCUHB Thrombosis Specialist Nurses and team would like to share the patient story to 
support their ongoing commitment to improving Venous Thromboembolism (VTE) 
prevention and outcomes across the Health Board.

The story was shared for World Thrombosis Day on Monday 13th October 2025.

Key Messages

• Storyteller shares the signs and symptoms that she experienced before being 
diagnosed with a pulmonary embolism, and explains that she had no traditional risk 
factors of Pulmonary Embolism.

• Storyteller describes her difficult experience in the Emergency Department of Ysbyty 
Glan Clwyd. She describes the tests that were undertaken and the support that she 
received as well as the lack of information and the helplessness of finding things out.

• Storyteller describes her experience in the Same Day Emergency Care Department 
of Ysbyty Glan Clwyd. She describes the tests that were undertaken and the support 
that she received as fantastic.

• Storyteller describes the help and support that she accessed to support her physical 
and mental recovery.

Summary of Learning and Improvement 

The patient story has been shared across the Emergency Department and Same Day 
Emergency Care Department at Ysbyty Glan Clwyd, Emergency Care and the BCUHB 
Thrombosis Specialist Nurses and team for feedback and learning.

Venous Thromboembolism (VTE) is a condition involving blood clots that can block blood 
flow in veins, including both Deep Vein Thrombosis (DVT) and Pulmonary Embolism (PE). 
VTE is the leading cause of preventable death is hospitals with 55-60% of cases occurring 
during or following hospitalisation (Thrombosis UK, 2024). 

Across NHS Wales in 2023, 11 claims related to VTE were submitted for reimbursement 
totalling £6.7 million, of which £4.7 million was related to Hospital Acquired Thrombosis. 
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Delayed or missed diagnosis was the most featured contributory factor, highlighting the 
importance of early detection and a thorough risk assessment as soon as possible after 
admission to hospital. 

A VTE diagnosis can have a significant long-term impact on the health of an individual. The 
BCUHB Thrombosis Specialist Nurses and team have been tasked with raising the 
awareness of VTE across the Health Board, including the impact is has on our patients lives 
and improving compliance with the VTE Risk Assessment Tool.

The storyteller describes her difficult experience in the Ysbyty Glan Clwyd 
Emergency Department. She describes the tests that were undertaken and the 
support that she received, but the lack of information and the helplessness of finding 
things out.

The BCUHB Thrombosis Specialist Nurses have worked in collaboration with the 
Emergency Department Educational Lead to develop a comprehensive education 
programme of bespoke and regular training to ensure consistent and up-to-date knowledge 
around VTE prevention and management for Emergency Department clinicians, including 
doctors, consultants, and the senior team across the Health Board.

Bespoke education sessions for Emergency Department staff covers the signs and 
symptoms of VTE, risk factors for VTE, the importance of completing the VTE Risk 
assessment, thromboprophylaxis practices, the long-term implications of diagnosing a VTE 
for the patient, post VTE problems and access to a padlet of information to support staff.

The patient story will be an integral and valuable part of these education sessions to 
reinforce the human impact VTE and will be shared across all training platforms. For 
assurance, the story has already been used as part of a teaching session within the Ysbyty 
Glan Clwyd Emergency Department with great impact on the staff present.

The Emergency Department Teaching Lead has implemented a rolling programme of 
teaching for Emergency Department staff, including standard topics and those which relate 
to learning events and themes and trends in a proactive way. For assurance, specific training 
around Pulmonary Embolism has been rolled out to middle grade doctors, new doctors and 
clinical fellows over the last twelve months in Ysbyty Glan Clwyd.

The Emergency Department at Ysbyty Glan Clwyd maintains close communication with the 
BCUHB Thrombosis Specialist Nurses and team to continuously improve working practices 
and pathways. Most recently, the Emergency Department Clinical Governance Lead has 
worked in collaboration with the Lead Thrombosis Specialist Nurse to develop the DVT 
pathway, to formalise the inclusion and exclusion criteria, to develop processes and improve 
patient experience.
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General VTE Awareness Sessions are also open to all staff across the Health Board, 
including clinicians, nurses, and allied health professionals. They are held on a rolling 
monthly education programme. The team also continue to work with Practice Education 
Facilitators to deliver VTE education sessions for student communities, ensuring future 
healthcare professionals are trained to identify and manage VTE. The BCUHB Thrombosis 
Specialist Nurses and team are proactive in sharing their specialist knowledge to raise the 
awareness of VTE across Health Board departments and education sessions are supported 
by high ward and department visibility from the team.

In addition to the education sessions, the BCUHB Thrombosis Specialist Nurses and team 
train and support departmental VTE Champions across the Health Board. The team liaise 
with ward managers to identify and nominate champions from their areas which may include 
nurses, health care assistants and allied health professionals. 

All champions attend education sessions and support peer education in relation to VTE by 
disseminating information into their areas of work. They also help to address training needs, 
with the roll out of mechanical thromboprophylaxis training. All champions are added to a 
dedicated Teams channel to support communication around upcoming events and share 
information. 

There is a requirement for two VTE Champions from each clinical area, with more 
representation in larger clinical areas for assurances, including the Acute Medical Units, 
Surgical Assessment Units and Emergency Departments. The team regularly attends 
clinical areas to support the champions also.

The BCUHB Thrombosis Specialist Nurses have recently supported the production of an 
All-Wales VTE e-learning at the request of Welsh Risk Pool. This has been updated and 
shared with ESR (Electronic Staff Record) and will be launched imminently across the 
Health Board.

Currently the module is non-mandatory for clinical and non-clinical staff, but there is ongoing 
work to push this essential training forward as mandatory training for all staff across BCUHB 
to support early recognition and appropriate intervention of VTE, as highlighted in the patient 
story.

BCUHB is proud to be recognised also as a VTE ‘Exemplar Centre’. VTE Exemplar status 
refers to a recognition awarded to healthcare facilities that demonstrate excellence in the 
prevention and management of VTE. Achieving this status involves peer review against 
rigorous standards for VTE risk assessment and prevention, ensuring high-quality care and 
patient safety. BCUHB is only one of two sites across Wales. This status allows the 
collaboration and sharing of best practice and to act as a ‘buddy’ site for other areas to come 
on board. This reinforces the teams continued efforts in education, awareness, and service 
development across the Health Board.



6

The storyteller shares the signs and symptoms that she experienced before being 
diagnosed with a pulmonary embolism and explains that she had no traditional risk 
factors of Pulmonary Embolism.

The BCUHB Thrombosis Specialist Nurses and team have rolled out a Health Board wide 
campaign to promote VTE awareness with the public, to promote awareness of the VTE 
Risk Assessment tool and to empower patients to have informed conversations.

The team hold regular awareness stands in the hospital foyers across Wrexham Maelor 
Hospital, Ysbyty Glan Clwyd and Ysbyty Gwynedd to engage with both staff and patients. 
Plans are also underway to extend this outreach to local community events.

The team has also created VTE patient facing information in collaboration with the 
Emergency Departments. VTE awareness content has now been introduced on waiting area 
screens across BCUHB Emergency Departments. The team aim to replicate this across 
Minor Injuries Units, GP surgeries and other community spaces in the future to improve 
public understanding and early detection of VTE.

The patient story will be used by the BCUHB Specialist Nurses and team to support World 
Thrombosis Day on Monday 13th October 2025. To highlight this day, the team are holding 
a week-long of activities, including teaching sessions with staff and engagement sessions 
with staff and the public at each main hospital site across the Health Board. The patient 
story and a reflective piece on the week of activities will be shared with all staff via the 
BCUHB Communications Team and staff bulletin as well as promotion and awareness 
raising for the public via Health Board social media. 

The Patient and Carer Experience Team extend their gratitude and appreciation to the 
storyteller for sharing her experience.



Teitl adroddiad:

Report title:
Corporate Risk Register Report

Adrodd i:

Report to:
Quality, Safety and Experience Committee (QSE)

Dyddiad y Cyfarfod:

Date of Meeting:
Thursday, 06 November 2025

Crynodeb 
Gweithredol:

Executive Summary:

The Committee is asked to receive assurance and endorse the 
updated corporate risk register:

Following two informal Executive Committee Development sessions to 
review the Corporate Risk Register, held on the 16th July and 20th 
August, it was decided that the current Corporate Risk Register would 
benefit from consolidation of the current 26 risks to a more strategic 
Corporate Risk Register for presentation to the Board and oversight at 
relevant committees. 

The proposed revised, draft Corporate Risk Register will compromise of 
11 strategic risks with a selection of the more operational Corporate 
Risks de-escalated to be managed operationally at Director level. Of 
the 11 Corporate Risks, 2 risks will have oversight by the Quality, 
Safety and Experience Committee (see appendix 2)

The Committee is asked to provide any further feedback on each of the 
Corporate Risks prior to approval by Board for those risks to which the 
committee has oversight

Argymhellion:

Recommendations:

The Committee is asked to:

1. Provide any feedback or receive assurance and endorse the 
updated corporate risk register.

Arweinydd 
Gweithredol:

Executive Lead:
Pam Wenger, Director of Corporate Governance 

Awdur yr Adroddiad:

Report Author:
Nesta Collingridge Head of Risk Management 

Pwrpas yr 
adroddiad:

Purpose of report:

I’w Nodi 
For Noting

☐

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☒

Arwyddocaol 
Significant

☐

Derbyniol 
Acceptable

☒

Rhannol
Partial

☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:

Assurance level:
Lefel uchel o 
hyder/tystiolaeth o ran 

Lefel gyffredinol o 
hyder/tystiolaeth o ran 

Rhywfaint o 
hyder/tystiolaeth o ran 

Dim hyder/tystiolaeth o 
ran y ddarpariaeth



darparu'r mecanweithiau 
/ amcanion presennol

High level of 
confidence/evidence in 
delivery of existing 
mechanisms/objectives

darparu'r mecanweithiau 
/ amcanion presennol

General confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

darparu'r mecanweithiau 
/ amcanion presennol

Some confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

No confidence / evidence 
in delivery

Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim 
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, a'r 
terfyn amser ar gyfer cyflawni hyn: ‘Partial’ Escalated to Chief Operating Officer 
Cyswllt ag Amcan/Amcanion Strategol:

Link to Strategic Objective(s):
Detailed in the BAF report and how the CRR 
aligns to the revised BAF

Goblygiadau rheoleiddio a lleol:

Regulatory and legal implications:

It is essential that the Board has robust 
arrangements in place to assess, capture and 
mitigate risks, as failure to do so could have 
legal implications for the Health Board.

Yn unol â WP7, a oedd EqIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP7 has an EqIA been 
identified as necessary and undertaken?

Not applicable for this report

Yn unol â WP68, a oedd SEIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP68, has an SEIA 
identified as necessary ben undertaken?

Not applicable for this report

Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio at y 
BAF a'r CRR)

Details of risks associated with the subject 
and scope of this paper, including new 
risks( cross reference to the BAF and CRR)

The Board Assurance Framework has been 
updated and links of both have been 
referenced in both strategic risk registers.

Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith

Financial implications as a result of 
implementing the recommendations

The effective and efficient mitigation and 
management of risks has the potential to 
leverage a positive financial dividend for the 
Health Board through better integration of risk 
management into business planning, decision-
making and in shaping how care is delivered 
to our patients thus leading to enhanced 
quality, less waste and no claims.

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith

Workforce implications as a result of 
implementing the recommendations

Failure to capture, assess and mitigate risks 
can impact adversely on the workforce.

Adborth, ymateb a chrynodeb dilynol ar ôl 
ymgynghori

Corporate risks descriptions presented 
informally to the Board during the risk appetite 
session 27 August 2025. Reviewed on two 



Feedback, response, and follow up 
summary following consultation

occasions by Risk Scrutiny Group and 
Executive Committee Sept and Oct 2025. 

Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg 
Gorfforaethol)

Links to BAF risks:
(or links to the Corporate Risk Register)

See the individual risks for details of the 
related links to the Board Assurance 
Framework.

Rheswm dros gyflwyno adroddiad i fwrdd 
cyfrinachol (lle  bo'n berthnasol)

Reason for submission of report to 
confidential board (where relevant)

Not applicable for this report

Camau Nesaf: 

Next Steps: 
1. Revised Corporate Risks presented to Board for assurance and endorsement. 
2. Approved Corporate Risks to be monitored as business as usual by senior risk leads, 

Executives, the Risk Scrutiny Group and the Executive Committee 
Rhestr o Atodiadau:

List of Appendices:
Appendix 1 – Revised Corporate Risk Register Heat Map – September 2025
Appendix 2 – Revised Corporate Risk Register (QSE) – September 2025 



Revised Corporate Risk Register Dashboard – September 2025

Appetite Main 
Risk Type 

Action ProgressionLead Ref Risk Title Current 
Score 

(Impact x 
Likelihood) 

Risk 
Target 
Score Appetite Level 

Lead Board 
Committee 

Total Completed Delayed or 
Overdue

Risk Management Commentary 

Quality (<15)  COO CRR25-01 Timely Patient 
Access to Safe and 
Effective Care  

5x4
20

12
Above 

Tolerance

Quality, Safety 
& Experience 
Committee 

5 2 0

Regulatory 
(<15) 

DCG CRR25-08 Non-Compliance 
with Regulatory 
and Legislative 
Requirements

4x4
16

8

Above 
Tolerance

Quality, Safety 
and Experience 

Committee 

8 1 0



Corporate Risk Register Report 
 
1.0 Purpose 
 
The purpose of this report is to provide an update to the Committee on the Corporate Risk 
Register to which the Committee has oversight.
 
1.1 Key Highlights 
 
All risks have been reviewed and updated by the relevant services and approved by 
Executives. 

The following risk was subject to a deep dive at the Risk Scrutiny Group where the group 
discussed and reviewed, the risks and were presented to the group by the relevant risk lead 
and service: 
 

• CRR24-06 Value Delivery and Financial Sustainability (September) 

The following risks are scheduled to undergo a deep dive at the November 2025 Risk 
Scrutiny Group following the October Risk Scrutiny Group being stood down as not quorate:

• CRR25-09 (former CRR24-06) Safe Environment 
• CRR25-10 (former CRR24-15) Health and Safety 

The risks that are overseen by QSE Committee are scheduled for a deep dive at the Risk 
Scrutiny Group during:

• December 2025 – CRR25-08 ‘Non-Compliance with Regulatory and Legislative 
Requirements’

• March 2026 – CRR25-01 ‘Timely Patient Access to Safe and Effective Care’

 
1.2 Changes in Score  
 

Risk 
Ref 

Reduced Risks Lead Exec 
Director 

Previous Risk Score Current 
Risk Score 

None
 
 
1.3 New Risks  
 
The risk(s) added to the Corporate Risk Register since the last update are: 
 
Risk 
Ref 

New Risks Lead Exec Director Current Risk 
Score 
(and IxL) 

2025: 2 risks presented to committee refined and 
consolidated
CRR25-01 Timely Patient Access to Safe and 

Effective Care
Chief Operating Officer 20

CRR25-08 Non-Compliance with Regulatory and 
Legislative Requirements

Director of Corporate 
Governance  

20



  
1.4 Overdue/Delayed Actions 
  
The corporate risk register was revised during September 2025 which did note no overdue 
actions, with 1 action as ‘Not Started’. Several actions are noted for being due before the 
end of December 2025. 
 
As per the normal cycle of reporting, updates are being sought for current updates on all of 
these actions. The status of these actions of will be included in the next update/iteration of 
the risk register. 
  
 1.5 Risks above Health Board 24/25 appetite  
 
In 2024 the committee had seven risks reported to committee score above the tolerance 
range set in the appetite. Although some of these are now being managed operationally and 
remain above appetite. Two corporate risks above tolerance are for the oversight of the 
Committee.

Risk 
Ref 

New Risks Lead Exec Director Current 
Risk Score 
(and IxL) 

Risk 
Tolerance 
Range in 
Appetite 
Score 

2025: 2 risks presented to committee refined and consolidated
CRR25-
01

Timely Patient Access to 
Safe and Effective Care

Chief Operating Officer 20 Quality
<15

CRR25-
08

Non-Compliance with 
Regulatory and Legislative 
Requirements

Director of Corporate 
Governance  

16 Regulatory
<15

1.6 Action Plan status of Corporate Risks  
 

Of the 2 Corporate Risks, 13 actions have been developed to mitigate the risks 3 actions 
have been completed, 9 actions are progressing and on track, 1 action has not yet started 
and relates to CRR25-08.
  
Next steps  

1. Revised Corporate Risks presented to Board for assurance and endorsement.  
2. Corporate Risks to be updated and monitored as business as usual by senior risk 

leads, Executives, the Risk Scrutiny Group and the Executive Committee   

Completed Progressing Not Started

Action Plan Status
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Appendix 2 – Revised Corporate Risks – Quality, Safety and Experience Committee - September 2025.

Risk Title: Timely Patient Access to Safe and Effective Care  Date Opened: 21/08/2025 
(version 2 refined from 2023)CRR 25-01

Assuring Committee: Quality, Safety and Experience Committee Date Last Committee Review: New Risk
Date Last Reviewed: 
25/09/2025

Director Lead: Chief Operating 
Officer

Link to BAF: BAF24-07 Target Risk Date: 30/06/2027

There is a risk that patients may not receive timely access to the care they need, which could lead to deterioration in health, poor patient 
experience, and poorer outcome.   
This may be caused by lack of oversight of waiting lists, harm occurring on waiting lists, insufficient communication with clinicians, poor patient 
experience, and difficulties recruiting to specialist posts.  
This may lead to extended waiting lists, patient harm due to delays, and reputational or regulatory consequences.  

Mitigations/Controls in place Additional Controls required
1. System Resilience Hub in place with hospital full protocols and winter/festive plans 
2. Major change programmes for UEC and planned care aligned to the Six Goals for 

Urgent and Emergency Care (UEC) framework and national objectives (such as 
timely access to care and building community capacity). Governance structure 
completed, all workstreams now all aligned.

3. Winter Resilience Plan complete evaluation and lessons learnt.
4. Revised Access policy to ensure standardised practice across the Health Board
5. SICAT and GP Out of Hours OOHs joint model providing 24/7 triage and advice 
6. Same Day Emergency Care (SDEC) services established at all acute sites 
7. Routine clinical prioritisation of patients by risk in line with Referral to Treatment 

guidance
8. Weekly corporate access meetings and specialty-level access monitoring
9. Outsourcing of radiology reporting and insourcing of CT, MRI, ultrasound
10. Diagnostic Quality Management System accreditation system embedded 
11. Welsh Governemnt short-term Neurodevelopment funding to support longest waiters, 

agency staff, overtime 

a. Fragility of UEC and specialist workforce posts, reliance on 
temporary/secondments

b. Fragility of social care provision causing delayed discharge 
and stranded patients 

c. Need for demand and capacity modelling and specialty-level 
trajectories 

d. Inadequate Neurodevelopment capacity to manage waiting list 
e. Outdated diagnostic IT systems 

Actions Action 
Owner

Due Date Progression 
Analysis

a Complete recruitment of clinical leads and project management capacity to deliver sustainable 
specialty models 
UEC clinical lead appointed to for 4 sessions a week commencing 1st October 2025 until March 
2026.  

Chief 
Operating 
Officer

30/03/2026 Progressing

b Complete demand and capacity analysis across Planned Care to inform forward activity planning Danielle 
Edwards, 

31/03/2026 Progressing



As part of the planned care programme and major change programme. The Transformation 
improvement team have provided an allocation of project management and pathway re-design 
support to the planned care programme to be used flexibly across its delivery.

Programme 
Director, 
Planned 
Care

d Implement new prudent ND assessment process to streamline and reduce wait times (ND Waiting 
List) Prudent assessment developed and agreed, to be rolled out across the teams from October 
2025.Prudent assessment has been launched last week in September 2025

Louise Bell / 
Fiona Wright

31/07/2025 Completed

d Stratify ND waiting list to identify and prioritise high-risk children. Work undertaken to stratify the 
waiting list and identify high risk children. Stratification of Waiting Lists has taken place 

 Louise Bell / 
Fiona Wright

30/09/2025 Completed

e Update Failure to act on Diagnostics Procedure to be presented at divisional meeting for 
discussion on the 10/10/2025

David 
Fletcher, 
North Wales 
Managed 
Clinical 
Services

20/10/2025 Progressing

Impact Likelihood Score
Inherent 
Risk 
Rating

5 5 25

Current 
Risk 
Rating

5 4 20

Target 
Risk 
Score

4 3 12

Risk 
Appetite

Quality <15 Not in 
Tolerance

Position & Intended Outcome for Risk
 

The number of Prevention of Future Death (PFD) / Regulation 
28 Notices issued to BCUHB since February 2023 currently 
stands at 32.The Health Board saw a large number issued in 
2023/24 (23) which was a significant outlier compared to 
previous years and other NHS Wales bodies. However, 5 
were received in 2024/25 (to date), a significant reduction 
compared to the number issued in same period of the prior 
year and more in-line with the average of previous years and 
other NHS Wales bodies. 9 cases directly related to the 

25 25 25
20 20 20
12 12 12

0
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20
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28/08/20...

25/09/20...

Inherent Current Target



impact of delays in the health and social care system on the 
timeliness of responses by the Welsh Ambulance Service. 
Goal to be in line with WG targets. 

Risk Title: Non-Compliance with Regulatory and Legislative 
Requirements

Date Opened: 21/08/2025 
(version 2 refined from 2023)CRR 25-08

Assuring Committee: Quality, Safety and Experience Committee Date Last Committee Review: New Risk
Date Last Reviewed: 
01/10/2025

Director Lead: Director of 
Corporate Governance 

Link to BAF: BAF24-01 Target Risk Date: 30/06/2027

There is a risk that the organisation may fail to comply with regulatory and legislative requirements, which could directly or indirectly impact the 
safety, quality, and accessibility of patient care.   
This may be caused by inefficiencies in managing regulatory complexities, insufficient policy management, managing changes in legislation at 
pace, insufficient operational assurance across estates, health and safety, and medical devices, and failure to deliver climate/net zero 
requirements.  
This may lead to enforcement action, financial penalties, and loss of public and stakeholder confidence.  

Mitigations/Controls in place Additional Controls required
1. Training, induction and mandatory requirements for staff for highlights 

legislation and compliance.
2. Monitoring of regulations and legislation by various groups exist such 

as:
Medical Devices Governance & Assurance Group oversees 
procurement, selection, risk management and safety communication 
Estates and Health & Safety Committee oversee areas of non-
compliance and tracking of action plans. 
Pharmacy Technical Services and monitoring of compliance in 
relation to Controlled Drugs. Regulatory Assurance Group for some 
clinical regulations. (Oversight and gap analysis of all groups required 
and reflected in the action plan/gaps in controls)

3. Various External peer review programmes e.g. Finance, Counter 
Fraud, Pharmacy, Imaging and Pathology reporting areas of non-
compliance with legisaltion. 

4. Regulatory compliance around Health Inspectorate Wales and Care 
Inspectorate Wales reported to QSE, and to Audit Committee (via the 
Statutory Compliance Report)

a) Governance and regulatory Executive Delivery Group 
(EDG) group to be in place to ensure HB wide oversight of 
all other groups (not just clinical) and tracking non-
compliance and a clear route for escalation to the EDG. 

b) Creation of an electronic system to capture all legislative 
and regulatory requirements, to capture information in 
relation to accountability and responsibility for the different 
elements, to enable the sharing of information, monitoring of 
progress and production of monitoring reports as necessary

c) The QMS system is yet to be fully embedded and will 
highlight external peer reviews which cite any areas of non-
compliance for better oversight by the EDG. 

d) Lack of consistent medical device training and local 
governance (from CRR24-14)

e) Inadequate workforce capacity in Pharmacy aseptic units; 
>80% capacity utilisation (from CRR24-28)

f) Quality assurance and regulatory compliance gaps in 
Pharmacy services (from CRR24-28)

g) Net zero / climate compliance delivery plan not embedded 
(consolidated)

h) Core Emergency Preparedness policies, templates, and 
guidance documents



are still under review, such as the Business Continuity 
Operational Response Framework.

Actions Action 
Owner

Due Date Progression 
Analysis

A) Governance and regulatory EDG to be set up to oversee non-compliance (strategic actions from 
this to be added here going forward) 

Glesni 
Driver, 
Corporate 
Office

01/12/2025 Progressing

B)Creation of an electronic system to capture legislative and regulatory information and requirements. 

Not started due to resource constraints anticipated start date Q1 25/26.

Glesni 
Driver, 
Corporate 
Office

01/11/2026 Not Started

D)Complete audit of medical devices readiness of services. Post-market surveillance audit completed 
August; three services who make or modify devices need support to ensure compliance. Meetings 
scheduled with those services, Head of Clinical Engineering and ADAHPS in September / October to 
facilitate next steps. The audit was circulated widely across the Health Board, prioritising 
services/pathways most likely to make or modify devices. As there may be other services who fit these 
criteria, the engagement team have supported ongoing communication into the organisation for 
awareness. National benchmark audit completed June 2025. Benchmark summary received August 
2025. Head of Clinical Engineering working with services to progress improvements. The National 
audit remains live so we can update as required.

Susan 
Brierley-
Hobson, 
Therapies & 
Health 
Science

16/12/2025 Progressing

A)Review local medical devices groups governance & membership. A proposal was written re these 
groups being reformed in April 2025. EDAHPHS Teresa Owen and COO Tehmeena Ajmal in 
discussion re way forward.

Susan 
Brierley-
Hobson, 
Therapies & 
Health 
Science

16/03/2026 Progressing

E)In order for compliance in pharmacy (aseptic production, QA and regulatory staff) Workforce 
Expansion is required. 
The delay in initial progress has been due to annual leave in July and August, responding to external 
audit findings and responding to out of specification environmental monitoring results. Work has 
restarted but completion will be delayed until end of Nov 2025.

Lois Lloyd , 
Corporate 
Office

31/11/2025 Progressing

E) Strengthen pharmacy QMS and regulatory compliance roles Lois Lloyd , 
Corporate 
Office

31/05/2025 Completed



A)Prevent Fraud legislation. Compliance task and finish group to be set up with risk leads appointed to 
ensure compliance across the HB. Areas of non-compliance or not progressing in a timely manner to 
be monitored by Finance and EDG. 

Danielle 
Timmins, 
Finance

31/12/2025 Progressing

Review and update business continuity plans for Pharmacy Technical Services. The Cancer Division 
have set up a working group to develop and implement a demand and capacity SACT Dashboard, 
multi-disciplinary group meeting monthly.

Lois Lloyd, 
Corporate 
Office

31/12/2025 Progressing

h) A number of Business Continuity Plans (BCP) have been identified as in place however scoping is 
required to identify all outstanding BCPs (possibility of over 100 BCP, however scoping is required to 
determine).  Continue support is required for the IHCs/ Womens and MH/LD to obtain denominators 
for accurate reporting, monitoring and compliance rates. The scoping exercise to identify all required 
BCPs will be completed by March 2026. 

Sharon 
Scott

31/03/2026 Progressing

h) Business Continuity dashboard has been established, a RAG system has been introduced and
a % compliance indicator, to be a control once uptake and communicated out. 

Sharon 
Scott

31/12/2025 Progressing

Impact Likelihood Score
Inherent 
Risk 
Rating

4 5 20

Current 
Risk 
Rating

4 4 16

Target 
Risk 
Score

4 2 8

Risk 
Appetite

Regulatory/Compliance 
<15

Not in 
Tolerance

Position & Intended Outcome for Risk
 

Governance and regulatory EDG to be set up to oversee non-
compliance and all operational aspects. This risk to be 
developed to be more strategic following the group and to 
report areas of non-compliance to the Executive Committee. 
Compliance to be tracked and risks mitigated.   

20 20 20
16 16 16

8 8 8
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QSE Committee – Quality Report – August-September 2025

INTRODUCTION

For the NHS in Wales, quality is defined as 
continuously, reliably, and sustainably meeting the 
needs of the population that we serve. 

In achieving this, under the statutory Duty of Quality, 
Welsh Ministers and NHS bodies will need to ensure 
that health services are safe, timely, effective, 
efficient, equitable, and person-centred. 
Underpinning these domains are six enablers, which 
are leadership, workforce, culture, information, 
learning and research and whole-systems 
approach. 

These domains and enablers form the Health and 
Care Quality Standards for Wales introduced in April 
2023 through statutory guidance.

This report provides the Committee with key quality related assurances, underpinned by analysis, 
on significant quality issues arising during the prior period alongside longer-term data and 
information on the improvements underway.  

The report is structured around three components of quality: Patient Safety (including Safeguarding 
and Infection Prevention and Control), Patient and Carer Experience (including Complaints), Clinical 
Effectiveness, with a separate section covering Quality Assurance (including Healthcare Regulation) 
and Healthcare Law. This reflects the organisational management arrangements for quality 
leadership in the Health Board. 
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PATIENT SAFETY

PATIENT SAFETY INCIDENTS 

Incidents: 
There are currently 5053 open incidents of the 5053, 3205 are overdue which is a similar 
position to previous months. The number of closed incidents versus the number of opened 
incidents is a similar number each week.

There remains a very high number of open incidents in the Central area (40% of the total 
open incidents) down by 8% from last month. Trajectories for a 20% reduction of open 
incidents for each IHC/Division each month is being completed by the Patient Safety team 
for monitoring of improvement for each of the separate areas.

 
Oxygen Cylinder improvement work
The short-term task and finish group continues to meet monthly to address key issues 
relating to oxygen cylinder incidents. Task and finish group to continue until assurance re: 
action plans is in place, this will be reviewed Jan 2026. Compliance of oxygen cylinder 
training on ESR in September 2025 was 78.7%. BOC attended the Health Board in 
September 2025 to demonstrate the latest version of their cylinder and receive feedback. 
Formal feedback is being sent to the company.

Nationally Reportable Incidents
From 01st August 2025 to 30th September 2025, there were 26 Nationally Reportable 
Incidents (NRIs) occurring by incident date compared with 22 for the previous reporting 
period.  

The total number of NRI investigations that were open as at the end of September 2025 was 
54 with 6 overdue closures. Cancer, Diagnostics, Mental Health and Learning Disability and 
West currently do not have any overdue. 

The proportion of NRIs that remain open for more than 90 days continues to be the best 
across Wales, with the Health Board having 20% of cases taking longer than 90 days. The 
median working days to completion is also the lowest at 77 days compared to the All-Wales 
median of 134 days.
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A total of 43 NRI outcome forms were submitted to NHS Wales Performance and 
Improvement for closure during August and September 2025.  Further detail and learning 
from these closures can be found in the confidential quality report.

Never Events
The Health Board reported one Never Event (ID147218) in August 2025 of a retained swab 
during varicose vein surgery. Further detail and learning can be found in the confidential 
quality report.

PATIENT SAFETY ALERTS

The Patient Safety Team have circulated 9 Field Safety Alerts, and 3 internal Safety Alerts 
for August and September 2025. 

Two national alerts have also been received.

MHRA FSN DSI/2025/005 Field Safety Notice Recall.
Profemur Cobalt Chrome Modular Neck Hip Replacements: Higher than anticipated risk of 
revision surgery, metal-wear effects and component fracture. 
• Total of 821 patients in this cohort

o IHC West x 105
o IHC Central x 716
o IHC East x 0

• Information has been shared with relevant stake holders to coordinate response which 
is recommended to invite all identified patients to attend a clinical review. All affected 
stock now quarantined

PSA019 - Harm from delayed administration of Rasbricase for tumour lysis syndrome.
Action to review and update guidelines to align with the updated British Society for 
Haematology (BSH) guidelines and local clinical procedures. Compliance due 28/02/2026.

Pharmacy alerts
There were 6 pharmacy notifications received from Welsh Government.
All alerts were actioned and closed by each site within the specified time.

SAFEGUARDING 

1. Safeguarding and Public protection Training Compliance Q2 2025-2026

BCUHB’s Safeguarding and Public Protection Training activities continue to have a 
targeted approach to ensure compliance meets the KPI of 85%.

Training is delivered utilising a variety of platforms and materials to support learning and 
the implementation of safeguarding in all areas.

Quality monitoring and assurance of compliance is also a key consideration and is 
monitored by audit activities and the findings from Single Unified Safeguarding Reviews 
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(SUSR’s) as training data alone does not evidence the understanding or the application of 
the training.

Table 1: Jun 25 – September 25
Safeguarding Module Jun-25 Sep-25 Trajectory

MCA – Level 1 85.9% 85.7% ↓

MCA – Level 2 84.9% 84.7% ↓

Safeguarding Adults – Level 1 88.6% 88.3% ↓

Safeguarding Adults – Level 2 87.6% 86.1% ↓

Safeguarding Children – Level 1 88.9% 89.0% ↑

Safeguarding Children – Level 2 87.8% 88.2% ↑

Safeguarding Children – Level 3 55.4% 60.0% ↑

VAWDASV 78.6% 79.2% ↑

From August 2024 Level 3 Safeguarding Children Training compliance was added to staff 
profiles on the Electronic Staff Record. This has enabled separate reporting of Level 2 and 
Level 3 training.  It is recognised that the compliance data will improve over the year as it 
will need time to readjust in line will staff training expectation and compliance. The data will 
be added to the compliance dashboard in due course. 

Five Health Economies met or exceeded KPI benchmarks in six out of eight safeguarding 
modules.

Improvement will be monitored through a structured governance framework that ensures 
accountability and transparency. All actions identified through audits, reviews, or 
assurance processes will be assigned clear timescales and responsible leads. Monitoring 
will occur at multiple levels:

2. 2025 Safeguarding Week
The National Safeguarding Week 2025 will start on Monday, 10th November 2025, with a 
series of additional events and learning sessions organised in partnership with the North 
Wales Safeguarding Board.

Key highlights include:
• Mental Capacity Act 2005 Session (via MS Teams:) – Exploring when and how 

capacity assessments should be conducted, using case law and practice reviews.
• Signs & Indicators of Child Sexual Abuse (Online): – Guidance on recognising 

signs and using templates to build a picture of concerns.
• Safeguarding & Public Protection Poster competition: Open to all BCUHB IHC’s 

and is a way to encourage creativity and reinforce safeguarding and public protection 
messages in an accessible and impactful way.

• Application of Child Sexual Exploitation Risk Questions in Practice: To strengthen 
practitioners’ ability to identify, assess, and respond to indicators of Child Sexual 
Exploitation through structured risk questions.
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• Q&A with Independent Reviewing Officers: Wrexham Local Authority.

3. Babies Cry, ‘I can cope’ (ICON) 
In February 2025, the North Wales Safeguarding Board agreed to provide the funding 
for BCUHB to implement the ICON programme. 

ICON is a research-based programme that has been widely implemented in England 
and Scotland and recommended as best practice in the National Review of Non-
Accidental Injury in under 1’s. BCUHB will be the first health board in Wales to 
implement ICON.  

ICON is a multi-disciplinary Abusive Head Trauma prevention programme, that aims to 
support parents and carers in understanding infant crying and managing associated 
stress, and helping to reduce the risk of abusive head trauma. This is co-ordinated to fit 
into mainstream service delivery, sharing a simple message during a series of core 
‘touch points’;

•  I – Infant crying is normal and will stop 
• C – Comfort methods can sometimes soothe your baby 
• O – It’s OK to walk away for a few minutes if your baby is safe and the crying feels too 

much 
• N – Never shake or hurt a baby

 Implementation 
The launch will take place during Safeguarding Week and the aim is all parent/carers of 
babies discharged from inpatient Maternity, Neonatal, and Home Birth settings will receive 
the ICON message through the following core touchpoints:

• Prior to going home from hospital with baby/before the midwife leaves following a home 
birth (also, when a baby is discharged home from the North Wales Neonatal Units with 
specific information provided around these babies)

• Within 10 days at home by a Community Midwife
• 10–14 days during the Initial Health Visitor visit
• 3 weeks via a Health Visitor
• 6–8 weeks via a Health Visitor

ICON information and the ICON Crying Plan will be included in the Personal Child Health 
Record (PCHR – red book) and parent/carers will be signposted to this during the core 
touchpoints. 

Quality and Governance
Phase 2 will commence after the initial implementation and completion of an audit and 
mid-point evaluation. A further ICON launch will involve the wider paediatric, primary care 
and multiagency settings. 
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4. Minister for Children and Social Care
Welsh Government Safeguarding Board Governance and Accountability 
Arrangements Review.
‘Safeguarding people from abuse, neglect, and other forms of harm is a continually 
evolving area of practice. To ensure our systems remain effective, responsive, and 
focused on achieving the best outcomes, it is essential that they are subject to regular 
review and remain fit for purpose’.

In line with this commitment, the Welsh Government are undertaking a review of the 
current accountability and governance arrangements. 

This review will examine: 
• The roles and responsibilities of the National Independent Safeguarding Board and 

Regional Safeguarding Boards. 
• The interface between these bodies and the inspectorates relevant to constituent 

partner agencies. 
• The overall effectiveness of these arrangements in protecting people from harm. 

 BCUHB Safeguarding and Public Protection Team members, as key stakeholders will be    
engaged to ensure WG achieve their aims.

INFECTION PREVENTION AND CONTROL 

In the absence of defined Welsh Government Improvement Goals for 2025/2026, Betsi 
Cadwaladr University Health Board (BCUHB) has established local targets aligned with the 
reduction goals set for 2024/2025.

When comparing performance to the same period in 2024/2025, BCUHB has made 
progress in several key areas, aiming to reduce the overall number of healthcare-
associated infections across both community and hospital settings. As of the end of 
September 2025, the following changes have been reported:

• Clostridioides difficile (C. diff): 31 fewer cases (no specific goal set for overall 
numbers)

• Methicillin-resistant Staphylococcus aureus (MRSA): 0 more case (no specific goal 
set for overall numbers)

• Methicillin -sensitive Staphylococcus aureus (MSSA): 6 more cases (no specific 
goal set for overall numbers)

• Escherichia coli (E. coli): 34 fewer cases (aligned with Goal 1)
• Klebsiella spp.: 7 more cases (aligned with Goal 2)
• Pseudomonas aeruginosa: 4 more cases (aligned with Goal 3).
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When benchmarked against other Health Boards in Wales as of end of September 2025, 
BCUHB ranked:

•1St for Klebsiella 
•3rd. for MRSA, MSSA, Pseudomonas
•4th for E. coli
•5th for C. diff

This represents a downward trend for Pseudomonas with an improvement in the position 
for MSSA.  Rankings for E. coli, Klebsiella, MRSA and C. diff remain stable.

As of the end of September 2025, Betsi Cadwaladr University Health Board (BCUHB) has 
demonstrated positive progress in reducing community onset infections when compared to 
the same period in 2024/2025 for C. difficile infections, reporting at fewer than 25 cases 
per 100,000 population. (Goal 10).
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Additionally, for Staphylococcus aureus (combined MRSA/MSSA), BCUHB reported a rate 
below the improvement goal of fewer than 25 cases per 100,000 population (Goal 10)

Compared to the same period for 2024/2025, at the end of September 2025 BCUHB 
reported:

• 83 HO cases of C. diff – 19 cases over the 20% reduction (goal 7)
• 60 HO cases of E. coli – 4 cases over the 10% reduction (goal 2) 
• 24 HO cases of Klebsiella – 7 cases over the 20% reduction (goal 6)
• 3 HO case of MRSA – 2 cases over fewer infections (goal 9)
• 25 HO cases of MSSA - 8 cases over fewer infections (goal 9)
• 3 HO case of Pseudomonas – 1 case over the 10% reduction (goal 4)

Outbreaks
During August and September there has been an increase in the number of outbreaks 
reported due to C. diff, particularly in the East IHC with 15 outbreaks reported in total, 
these have resulted in 413 bed days lost due to C.diff. 

Organism No. of outbreaks 
August

No. of 
outbreaks 
Sept

Total no. of 
bed days lost 

Norovirus 1 0 0
COVID 3 7 16
Flu 0 1 6
CPE 0 0 0
C.diff 11 4 413
AMR E. coli 0 0 0
MRSA 0 2 0
Total 15 14 429

The outbreaks are being driven largely by toxin negative cases, however this is increasing 
the bioburden of C. diff spores throughout the environment and therefore increasing the 
risk of transmission of infection to patients with identical genome sequencing now 
confirming numerous transmission episodes. 
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Contributory factors identified are:
• Delayed isolation due to limited availability or inability to step patients no longer 

requiring isolation out of single rooms 
• Inability to perform enhanced cleans on wards where patients with C. diff are being 

managed
• Inability to perform full ward High Level Disinfection (HLD) due to the lack of decant 

facilities and/or ineffective HLD technology
• Inability to perform prompt bay to bay HLD due to the inability to ring fence an 

empty bay

The Infection Prevention Team (IPT) have continued to deliver the Programme of Work for 
2025/2026, which has been developed based on the standards within the Code of Practice 

In addition to the actions in the Programme of Work, this month
• The Level 2 C. diff outbreak is being managed through an Outbreak Control Group 

which meets twice weekly 
• Staff from BCUHB attended the C. diff collaborative in Cardiff on 7th October 2025 
• HABITS continues with prompt isolation and associated practices the focus
• A programme of proactive IPT training activity has been developed including single 

room assessment training
• A cohorting solution in the WMH is currently being explored to provide a medium-

term resolution to address delayed isolation and segregation of patients with C. diff
• The 3 IHCs are exploring the ability to ‘ring fence’ a six bedded decant bay to 

facilitate prompt HLD 7 days a week in the absence of a full ward decant area. 
• Priorities for Targeted Estates Funding are being considered with a plan to make 

available the most effective HLD technology and to standardise across BCUHB 
• The Urinary catheterisation (adults) protocol has now been approved and will be 

launched imminently

High-level improvement plans across all IHCs continue to focus on addressing the 
following challenges:

• High-Level Disinfection: Developing and enforcing comprehensive disinfection 
programmes to prevent the spread of infections, particularly in wards affected by 
enteric organism such as C. diff and CPE and standardisation of High-Level 
Disinfection Technology 

• Reporting – gaps in enhanced cleaning and HLD capability are being reported 
through Local and Strategic Infection Prevention Groups 

• Cohorting Solutions: Actively exploring cohorting solutions for C. diff, as 
recommended by IP, to address the current lack of effective isolation capacity 
across the acute hospital.

• Capacity Building: Increasing isolation capacity within the hospital to better manage 
infectious outbreaks and improve patient outcomes.

• Staff Training: Providing targeted training for staff on infection prevention and 
control measures and outbreak management to enhance overall preparedness and 
response.

• Estates and Facilities – Improving existing infrastructure to ensure the environment 
is conducive to infection prevention
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OTHER PATIENT SAFETY CONCERNS AND IMPROVEMENTS 

No other patient safety concerns and improvements to report. 

PATIENT EXPERIENCE  

COMPLAINTS   

Complaint’s position as of 29th September 2025
• Total Number of open complaints = 270 (an increase from 225 in the previous 

reporting period)
• Number of Complaints Less than 30 working days = 238 (An increase from 177 from 

previous reporting period)
• Number of Complaints overdue = 32 (a decrease from 48 from the previous reporting 

period)
• Compliance with 75% target of overdue complaints = 88.15% (an increase from 

78.67% % in the previous reporting period, and above 75% target)

 

Compliance Breakdown by IHC / Service as of w/c 29TH September 2025
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Fig 2. Overall Position (Actual)
No of Open Complaints/Wk Managed under PTR

<=30 Days 31-180 Days Over 180 Days Total No Open

IHC/Service Compliant <=30 Days >30 Days Grand Total
BCUHB 88.15% 11.85% 100.00%

Cancer Services 100.00% 0.00% 100.00%
Corporate Services 53.85% 46.15% 100.00%
Dentistry 50.00% 50.00% 100.00%
Diagnostics and Specialist Clinical Support Services 57.14% 42.86% 100.00%
IHC Central 86.36% 13.64% 100.00%
IHC East 93.90% 6.10% 100.00%
IHC West 93.33% 6.67% 100.00%
Mental Health and Learning Disabilities 100.00% 0.00% 100.00%
Midwifery and Women's Services 90.48% 9.52% 100.00%
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Average complaint closure time 
Nationally, since 1st April 2025 we are resolving complaints in 19 working days, the joint best 
performing health board in Wales 

Real Time performance complaint closure performance (National Beacon Dashboard)
The latest update is up to July 2025, with the National Beacon dashboard, where we have 
performed better than the Welsh National average since September 2024, with 
organisational average 77% over this time frame
Light blue line = BCUHB / Orange Line = Welsh National Average 

Complaint themes
The top 6 high level themes of complaints are, as follows

• Clinical treatment/assessment
• Communication issues
• Patient care
• Attitude and behaviour
• Discharge issues
• Appointments
• Access to services

Theme Analysis

Clinical Treatment and Assessment is the current predominant theme within complaints 
received.  The main theme identified within the category is waiting times.

111 of the complaints open on the 29th September 2025 (270 open) relate to Clinical 
Treatment and Assessment, with 63 complaints received relating to delay/lack of treatment 
and assessment.  29 complaints received were in relation to incorrect/insufficient treatment 
and assessment with no rea identified as a key theme, the complaints relate to varying 
services.
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Of the overall 270 complaints open, 116 of those complaints received relate to access to 
services and delays in clinical treatment and assessment. This equates to 42.96% of the 
overall open complaints. 

PATIENT FEEDBACK  

Patient Advice and Liaison Service (PALS)  
From 1 August 2025 – 30 September 2025, the Patient Advice and Liaison Service (PALS) 
facilitated the resolution of 1321 enquiries, received 100 compliments in writing and 4 
suggestions for improvement.  As of 30 September 2025, PALS took on average 5.74 
working days to resolve an enquiry (Target 10 Days)
   
The key themes identified from PALS enquiries within the reporting period include: 

• Appointments  
• Clinical treatment or assessment  
• Communication

Patient Feedback  
From 1 August 2025 – 30 September 2025, 11001 All Wales People’s Experience Survey 
(PES) responses were received via Civica feedback system.  96.72% of respondents 
shared their experience of accessing services “in the last week/up to a month ago”. On 
average within the reporting period respondents rated their overall experience of accessing 
Health Board services as ‘very good’ at 67.66%. 

  
Overall, respondents provided positive feedback in relation with the length of time they 
waited to access a Health Board service, with 29.56% sharing they waited “about right”, 
10.35% waiting “a bit shorter than expected” and 32.04% waiting “much shorter than 
expected”.

Overall, 85.38% of people reported always being treated with dignity and respect and 
90.18% of people being reported ‘always’ able to communicate in their preferred language 
including; Welsh, English, Polish, Romanian, Panjabi, Urdu, BSL, Romanian, Italian, Bengali 
and Portuguese. These two new survey questions exceed the NHS Wales satisfaction 
benchmark score of 85%.
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What people said was good about their experience:

• “Appointments were well organised, and I always got two text reminders which were helpful. 
Treatment by the plaster technicians was excellent, they were friendly, caring, and 
knowledgeable and made me feel at ease with the treatment and explained everything very 
clearly” (Ysbyty Glan Clwyd, Main Outpatients). 

• “I was an emergency admission, my treatment started very quickly. Impressive co-ordination 
between several specialist teams, nursing staff couldn’t have been more helpful or 
supportive. Overall, my bad situation was dealt with in the best possible way” (Ysbyty 
Gwynedd, Emergency Department).

• “The attention and care from the ambulance to the A and E to the Ffrancon Ward and the 
theatre was exceptional. There are no words to express how thankful I am to the paramedics, 
doctors, nurses, healthcare assistants, cleaning staff, cooks, anaesthetist. Everyone was 
patient and kind, respectful and an absolute STAR! Thank you, a thousand times!” (Ysbyty 
Glan Clwyd).

• “Excellent treatment from wonderful staff. From booking in lady to nurses and radiographer. 
All lovely and professional people. My injuries were dealt with very quickly. I left hospital with 
spare dressing and self-care leaflet. One word sums up my visit. EXCELLENT. Big thankyou 
to all”. (Wrexham Maelor Hospital, Emergency Department).

All Wales People’s Experience Survey (Easy Read)
An Easy Read version of the People’s Experience Survey was launched across the Health 
Board in July 2025. From 1 August 2025 to 30 September 2025, 74 surveys were completed 
with 68.12% of respondents rating their overall experience of accessing Health Board 
services as ‘very good’.

Key findings:
• 92.28% of respondents were treated well ‘all of the time’
• 85.92% of respondents felt everything was explained well so they could understand 

‘all of the time’
• 79.17% of respondents felt looked after ‘all of the time’
• 84.29% of respondents felt listened to ‘all of the time’
• 91.55% of respondents said they could use their language to communicate when we 

gave care ‘all of the time’. Languages included English, Welsh, Romanian and Polish
• 81.43% of respondents were involved in decision making about their care ‘all of the 

time’
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Patient Communication and Information 
The Health Board has a duty to provide quality information, whilst adhering to statutory 
legislation when producing any form of patient information whether it be verbal or written. 
The Patient Information Readers Panel continues to meet monthly to review patient 
information leaflets. Within the reporting period 8 patient information leaflets were reviewed 
by the Readers Panel.  

Below are examples of leaflets approved at Readers Panel:  

• Maternity Services Patient Information – Low Dose Aspirin in Pregnancy.
• Maternity Services Patient Information – Low Dose Aspirin in Pregnancy (Easy 

Read).
• Changes to prescribing of pen needles for injectable diabetes medicines.
• Information for patients having an Ultrasound of the Breast, Chest, and Axilla 

(armpit). 
• Information for patients having a biopsy of the breast. 

SWAN Model for End of Life and Bereavement Care
The Macmillan SWAN Specialist Bereavement Nurses have been engaging with third sector 
organisations, staff, patients, and families to capture feedback to understand how the Health 
Board can improve end of life experiences. In total 118 feedback responses were received 
collected from a variety of sources including, surveys, patient/family stories, compliments, 
staff forum’s, analysis of PALS, Complaints and Civica feedback data. 

Analysis of feedback identified 6 key themes staff, and the public felt were important in 
improving end of life experiences. These include: 

1. Communication with families and patients
2. Recognition of dying and decision making
3. Bereavement support and follow-up
4. Symptom control & anticipatory medicines
5. Environment & facilities
6. Training & education

This feedback will be used to help inform the implementation of the SWAN Model of Care.

Chaplain & Spiritual Care Service  
From 1 August 2025 to 30 September 2025, the Chaplain and Spiritual Care Service 
responded to 149 requests for support, including out of hours referrals pan North Wales. 
These requests for support are in addition to daily pastoral work undertaken on wards/units. 

Multi-faith events were attended across North Wales fostering inclusivity and support for 
individuals from diverse religious backgrounds.  Imam Khan represented the Health Board 
at the Eisteddfod 2025, where he led Friday prayers for the Muslim community and 
participated in a media discussion on spiritual care. Iman Khan also appeared on the Welsh 
television programme "Pawb ar Farn", contributing to a segment focused on Chaplaincy and 
Spiritual Care, helping to raise awareness of the service’s role within healthcare.

A collaborative art project in currently ongoing with North Wales Adolescent Service (NWAS) 
in Abergele, creating a spirituality-themed wall hanging with young people. Over a four-week 
period staff from the Chaplain and Spiritual Care Team have been visiting NWAS engaging 
with staff and young people to co-create a wall hanging that reflects young people’s views 
and beliefs about spirituality. The artwork, made from various materials, will be displayed in 
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the Multi Faith Room, and is expected to be completed by Christmas 2025 fostering 
inclusivity and support for individuals from diverse religious backgrounds.

OTHER PATIENT EXPERIENCE CONCERNS AND IMPROVEMENTS
Nil to report 

CLINICAL EFFECTIVENESS 

CLINICAL AUDIT  

Clinical Audit Performance
13 Tier 1 national clinical audits were published within Quarter 2, with 1 reported and
details noted below and 12 scheduled for Quarter 3 reporting.

NICE GUIDELINES  

NICE Guidelines Compliance - Significant Improvement
• Improved compliance with NICE guidance with proactive support and training 

provided to departments.
• Outstanding compliance rate of 97% (only 3% overdue as of September 2025)
• Marked improvement across all compliance categories since implementation of the 

Audit Management and Tracking (AMaT) tool
• Services now required to review partially achieved guidelines with six-month review 

deadlines

NICE Compliance Data April 2023-September 2025 
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MORTALITY REVIEW 

Corporate Mortality Update:
• Following finalisation of the All-Wales Medical Certification of Cause of Death 

(MCCD) process, the Corporate Mortality team have been implementing changes and 
have communicated them to BCU doctors, mortality leads and bereavement teams, 
as well as updating the mortality intranet page. The BCU provisional MCCD forms 
are also available via the ‘report it’ tool on the BCU intranet homepage, and via a QR 
code link in the below posters. A presentation on the process was also presented by 
Mortality AMD’s during the new doctor induction in August.

• The Grand Round focussing on Medical Certification of Cause of Death was stood 
down in June, due to impending changes to the final process, and stood down due to 
unforeseen circumstances in August. This is scheduled for 16th October 13:00-14:00 
via teams. The session will be recorded to allow clinicians to listen when they can, 
and to increase engagement, noted as Appendix 1.

• September Mortality learning lesson of the month: Late diagnosis of Pulmonary 
Embolism noted as Appendix 2.

• Potential Next of Kin Family Concerns are captured as Quarterly Data from Medical
   Examiner Scrutiny Reviews Engagement with the Medical Examiner Service  
   ongoing, which supports continuous learning and quality improvement.

• Engagement with the Medical Examiner Service ongoing, which supports continuous 
learning and quality improvement.

Top 5 MES Identified Potential Themes Monthly Data (by date cases have been 
clinically reviewed by CE mortality):
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For info:  *New Within 2 weeks and & over date received into the Health Board from 
the MES

MES = Medical Examiner Service.        DOD = Date of Death IHC = Integrated Health Community.
               S&S= Sieve and Sort process recognising if the case needs to be sent to relevant departments or whether   
               the issues/learning is included in another PTR process, in which case the mortality review can be closed.

Corporate Mortality Update:
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OTHER CLINICAL EFFECTIVENESS CONCERNS AND IMPROVEMENTS

Strategic Impact

The Health Board demonstrates substantial progress in clinical governance with 
systematic improvements in audit compliance, mortality review processes, and NICE 
guideline implementation. 
The 97% compliance rate for NICE guidelines represents a significant achievement in 
clinical standardisation, with continued work from the team engaging with IHCs and 
Divisions to support them through the process.  There is a structured approach to mortality 
reviews and learning dissemination which enhances patient safety culture across BCUHB.

Operational Excellence

Implementation of digital tools (AMaT system, QR codes, virtual sessions) has improved 
accessibility and continues to show efficiency of clinical effectiveness processes, supporting 
the Health Board's commitment to continuous quality improvement and evidence-based 
practice.

QUALITY ASSURANCE 

HEALTHCARE INSPECTORATE WALES  
Healthcare Inspectorate Wales (HIW) is the independent inspectorate and regulator of healthcare in 
Wales who inspect NHS services and regulate independent healthcare providers against a range of 
standards, policies, guidance and regulations to highlight areas requiring improvement. HIW also 
monitor the use of the Mental Health Act and review the mental health services to ensure that 
vulnerable people receive good quality of care in mental health services. 

Published Reports (0)
There are no published reports for this period. 
 
Announced/Unannounced Inspections (1)
HIW undertook an inspection at Hergest Ward, Ysbyty Gwynedd, from the 8th to the 10th of 
September 2025. No immediate assurances were issued.  The Health Board awaits the 
improvement plan and draft inspection report from HIW.
 
Concerns / Requests for Assurance (2)
Emergency Department at Wrexham Maelor, IHC East
Healthcare Inspectorate Wales have raised concerns in September 2025. 
The health board issued a response to HIW on 16th September 2025 to confirm:

• Staffing levels were fully established across medical and nursing teams.
• Reinforced patient confidentiality protocols have been undertaken with staff.
• Dynamic risk assessments are maintained and prioritised patients with greatest 

clinical need.
• Allocated staff are in place to monitor patients outside cubicles and escalate 

concerns.
• Commitment to improving patient communication during periods of extreme 

demand.
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These actions aim to ensure safe care delivery and mitigate future risks under high-pressure 
conditions.

Hergest Ward, Ysbyty Gwynedd, Mental Health and Learning Disabilities
Healthcare Inspectorate Wales (HIW) has raised concerns following an incident involving a 
detained patient at the Hergest Unit. HIW is seeking assurance from the health board on 
clinical decision-making, risk assessment processes, and protocols for managing leave in 
high-risk cases. The Health Board will provide the response as requested by 03 November 
2025.

All responses from the Health Board receive approval from Responsible Directors and the 
appropriate Executive Director, prior to submission to HIW. These are subject to oversight 
and monitoring via the Health Boards Regulatory Assurance Group (RAG) which reports to 
the Executive Delivery Group (EDG). 

HIW Improvement Plans (1)
 

Service Lead Inspection 
Date

Expected 
Closure 
Date
 

Progress 
%

Overdue 
Actions

Action to address overdue 
actions

Ysbyty 
Gwynedd, 
Emergency 
Department
 

IHC 
Directo
r West

14th to 16th 
April 2025

30th 
November 
2025

82% 2 The two overdue actions 
pertain to system flow action 
cards and pain 
score/analgesia audits. 
These actions will be closed 
by the 30th of November

CARE INSPECTORATE WALES  
CIW regulate adult services such as care homes for adults, domiciliary support services, adult 
placement services and residential family centre services. As the Health Board is one legal entity, it 
is a registered provider for multiple services which includes Enhanced Community Residential 
Service (MHLD) and Tuag Adref (across all three Integrated Health Communities). 

Quality of Care 
Review Visit

Date Lead Position overview / Summary

Enhanced Community 
Residential Services, 
Mental Health and 
Learning Disabilities, 
Mold (East)

4th July 
2025

Responsible 
Director MHLD

The visit was undertaken by the Health 
Boards designated Responsible 
Individual (Head of Quality), in line with 
the Regulation and Inspection of Social 
Care (Wales) Act 2016. 
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No immediate patient safety issues were 
identified and recommendations have 
been made in relation to minor areas for 
improvement. The full report can be 
viewed here. 

Once the improvement plan is completed 
by the service, the actions will be 
captured on the Health Boards AMaT 
system for monitoring and tracking.

QUALITY PEER REVIEWS
No activity to report.

HEALTH AND SAFETY EXECUTIVE / LOCAL AUTHORITY     
No activity to report.

PUBLIC SERVICES OMBUDSMAN FOR WALES   
PSOW has legal powers to look into complaints about public services and independent care 
providers in Wales. PSOW investigates complaints from members of the public about alleged 
maladministration and service failure.
When the Ombudsman investigates a complaint and thinks that something has gone wrong, they 
prepare a report to summarise their findings. Sometimes, where there is a need for wider learning, 
or what went wrong was significant, or in the interest of the public, a Public Interest Report (PIR) is 
issued. 
 
Public Interest Reports (PIRs)
The Health Board has 1 ongoing Public Interest Report issued by the Ombudsman.
PIR received March 2025 (Case ref ID2087 / 202301141)

Status: Overdue
Progress Update: 8 of the actions have been completed with 1 remaining action 
overdue which was due 25 September 2025. The final recommendation in relation to 
implementing a Commissioning Assurance Framework (CAF) is overdue. The Health Board 
has requested an extension due to a change to the approach of the work required. The 
Quality team have informed the Ombudsman’s Office of the reasons for the change in 
approach, the revised timescale and are liaising with the Ombudsman to agree a realistic 
deadline. 
 
The Health Board are on track with the action plan, reporting progress to the Health Boards 
Regulatory Assurance Group, Executive Delivery Group and Quality Safety and Experience 
(QSE) Committee.
 
Learning from the Ombudsman
The Quality Team continue to collaborate with other Local Health Boards via the NHS Wales 
Ombudsman Safety & Learning network, to review published reports and discuss themes 
for wider learning, working to improve how it captures, tracks and monitors Ombudsman 
recommendations and compliance.
 
When a Health Board complaint is upheld by the Ombudsman, the final report findings and 
recommendations are presented to the Patient Safety Group and Clinical Effectiveness 
Group for discussion. The Health Board also continue to meet with the Ombudsman’s Office 
quarterly, with the next meeting scheduled for January 2026.
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QUALITY DASHBOARD / QUALITY SCORE CARD

The Health Board has officially launched the Quality 
and Assurance Dashboard in September 2025 
following a period of development and testing in 
2024 with internal colleagues and stakeholders such 
as NHS Wales Performance and Improvement, 
ensuring alignment with the National Beacon 
Dashboard for Wales. 

The dashboard is a single, easy-to-use platform 
where staff can access key quality related data on 
Patient Safety, Patient Experience, and 
Workforce. By turning everyday data into actionable 
insights, the dashboard supports proactive decision-
making, risk mitigation, and improved outcomes for patients across North Wales. 

So far during 2025, the Health Board has provided demonstrations of the dashboard to NHS 
Organisations and stakeholders across Wales. 

Recent key developments include the development of a Quality Score Card. A Quality 
Scorecard is a structured tool used by healthcare organisations to monitor, report, and 
improve performance across key areas of care. It brings together a set of quality metrics, 
such as patient safety indicators, clinical outcomes, patient experience, and compliance with 
standards into a single, visual dashboard.

The scorecard provides a snapshot of how well the organisation is delivering safe, effective, 
and person-centred care. It enables leaders, clinicians, and teams to track progress, identify 
areas for improvement, and make informed decisions that support better outcomes. The 
Quality Score Card under development and will be available as part of the Quality 
Dashboard once approved. The score card will be utilised for future quality reporting to both 
the Quality Safety and Experience Committee and Board.

ORGANISATIONAL LEARNING    

The Learning Repository is a pivotal digital initiative, developed in-house, to capture, 
validate, and share organisational learning that enhances patient safety and clinical 
practice. 

Phase 1 of the project, focused on Pharmacy and Medicines Management as the pilot 
area, remains on track for delivery by December 2025. This phase will launch a live, 
operational repository enabling staff to submit learning, undergo local quality assurance, 
receive expert review from subject matter experts (SMEs), and publish validated insights 
via SharePoint. Notifications will be delivered through both email and Microsoft Teams to 
ensure timely communication and engagement.

To support the wider organisational rollout in 2026 and uphold strong governance, a 
dedicated Project Board has been established. The board will oversee project 
management, ensure strategic alignment, and maintain accountability throughout the 
implementation process.
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HEALTHCARE LAW  

CORONER AND INQUESTS    
Coroners investigate all deaths where the cause is unknown, where there is reason to think the death 
may not be due to natural causes, or which need an inquiry for some other reason. An inquest is an 
inquiry held by the Coroner into the circumstances surrounding a death. The inquest does not set 
out who is responsible for a death. It is not the Coroner’s role to determine any civil or criminal liability 
or to apportion blame. 

There have been no Prevention of Future Death (PFD) Notices or neglect outcomes issued 
during the reporting period.

LIABILITY CLAIMS  
The Welsh Risk Pool is part of the NHS Shared Service Partnership Legal and Risk service. It 
provides how all Trusts and Health Authorities in Wales are able to indemnify against risk. The role 
of the Welsh Risk Pool is to have an integrated approach towards risk assessment, claims 
management, reimbursement and learning to improve. The team work with NHS colleagues across 
Wales to promote and facilitate opportunities to learn and support the development and 
implementation of improvements to enhance patient safety and outcomes.

Claims are restricted by time limits. Typically, a claim must be brought within 3 years of the alleged 
negligence taking place or from the point of knowledge. A minor will generally have until their 21st 
birthday to submit a claim. To bring a claim a claimant would need to show there was a ‘breach of 
duty of care’ and that ‘causation’ had taken place. All claims are brought against the Health Board 
and not against any individual clinicians. Clinical Negligence and Personal Injury Claims are 
managed by the Healthcare Law Team who work closely with Legal & Risk Services.

The Health Board achieved significant improvement in the number of overdue Learning from 
Events Reports (LFERs) due with the Welsh Risk Pool (WRP), dropping to just 7 by the 
beginning of quarter two. At the end of September that number had risen to 17 (with over 
half in one division) and continued focus remains in place with the aim of achieving a 
sustainable reduction during quarter three.

OTHER HEALTHCARE LITIGATION ISSUES 
No further issues to report



MCCD    

COMPLETION 

On DAY 1 Doctors must establish and action the following: 
1) If the death meets the Notification of Deaths Regulations (2019) criteria, 
then immediately refer to HM Coroner. If not, see options 2 and 3 below. 

2) If the MCCD appears straightforward following discussion with the 
Consultant or GP in charge of the patient, and you are confident about the 
likely cause, submit the completed MCCD to the Medical Examiner Service 
as soon as possible. 

3) Where there is a degree of uncertainty about the MCCD, please use the 
QR Code Microsoft Form to submit a provisional cause of death to the 
Medical Examiners Service (Response within 1 working day). Submit the 
MCCD immediately thereafter. 

CENTRAL AP Notification of Cause of Death 
to the Medical Examiner QR Code Form 

 

Government guidance for medical 
practitioners completing medical 

certificates of cause of death in England 
and Wales QR Code 

Coroner Website – when is a coroner 
involved? 



Clinical Effectiveness Mortality Team

What happened?
A 35-year-old woman presented to ED with Supraventricular Tachycardia (SVT) after presenting with breathlessness to her GP. Despite signs suggesting 
pulmonary embolism, the diagnosis was made when the patient was critically unstable, and despite resuscitative efforts she died following cardiac arrest. The 
coroner ruled the death as natural causes contributed to by neglect. 

What did the Medical Examiner (ME) Scrutiny find?
The key issues identified in the case involved a combination of diagnostic and systemic failures. 

Clinicians anchored on the GP’s initial diagnosis of SVT, which led to a missed opportunity to consider alternative, more serious causes such as pulmonary 
embolism. 

Critical signs on the ECG were overlooked and a haemolysed D-dimer test result was not followed up. 

The subsequent coroner’s inquest also highlighted lack of senior clinical oversight during the patient’s deterioration, poor documentation practices, and 
inadequate communication with the patient and family.

How was this managed? And/or What can we learn from this death?  (What are we going to change?)
Take Home Messages:

• The actions and learning from the case focused on strengthening clinical awareness and improving systemic processes. 
• Targeted ED training was introduced, including ECG interpretation modules and enhanced induction for junior doctors, to address diagnostic oversight. 
• Protocols were updated to reiterate the importance of comprehensive history-taking. (1)

• The ED handbook was revised to include reminders about assessing past medical history. It had not been noted that patient was on Depo-Provera. (2) 
• Staffing levels were increased to support safer care.
• Additionally, VTE training compliance was escalated, with discussions underway to make it mandatory. 
• The case was also identified as a valuable learning opportunity to be shared through Grand Rounds and a “Lesson of the Month” initiative to promote 

wider organisational learning. (3) 
References:

1. PE pathway YGC.pptx (sharepoint.com)
2. Risk factors | Background information | Pulmonary embolism | CKS | NICE

3. VTE Risk Assessments (sharepoint.com)

September 2025: Late diagnosis of Pulmonary Embolism

Mortality Learning Lesson of the Month
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4Teitl 
adroddiad:

Report title:
Integrated Quality & Performance Report (IQPR) – Month 4, 2025/26

Adrodd i:

Report to:
Quality, Safety & Experience Committee

Dyddiad y 
Cyfarfod:

Date of Meeting:
Thursday, 06 November 2025

Crynodeb 
Gweithredol:

Executive 
Summary:

This Report relates to Month 6, 2025/26.

Please note the title of the report has now been amended to IQPR to 
illustrate that the report has a significant section on quality. The 
structure of the IQPR is based upon the Quadruple Aims as per the 
Welsh Government’s ‘A Healthier Wales’s paper and the NHS Wales 
Performance Framework 2025-26. It identifies where metrics fall 
within the Special Measures Framework for BCUHB. 

Where appropriate, performance metrics are linked to items on the 
Corporate risk Register (CRR).

Performance is RAG (Red, Amber Green) rated against the targets 
set within the NHS Wales Performance Framework 2025-26, or as set 
by Welsh Government in the Special Measures Framework for 
BCUHB. However, where appropriate, BCUHB’s internal 
improvement trajectories as submitted and agreed by Welsh 
Government have also been included.

Key areas of escalation are identified within the ‘Performance 
Escalations Report’ section at the beginning of the report. (We will 
continue to strengthen this section to include more information about 
the plans to mitigate or improve performance). The responsible 
executive has reviewed the elements of the report that are within their 
portfolio.  

Statistical Process Control (SPC) charts have been included where 
appropriate. 

Argymhellion:

Recommendatio
ns:

The Quality, Safety, & Experience Committee is asked to:

Review the contents of the report and to propose any actions arising 
from the report, or identify any additional assurance work or actions it 
would recommend Executive colleagues to undertake.

Arweinydd 
Gweithredol:

Executive Lead:
Angela Wood, Executive Director of Nursing & Midwifery
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mechanisms/objecti
ves

Lefel 
gyffredinol o 
hyder/tystiola
eth o ran 
darparu'r 
mecanweithia
u / amcanion 
presennol

General 
confidence / 
evidence in 
delivery of 
existing 
mechanisms / 
objectives

Rhywfaint o 
hyder/tystiola
eth o ran 
darparu'r 
mecanweithia
u / amcanion 
presennol

Some 
confidence / 
evidence in 
delivery of 
existing 
mechanisms / 
objectives

Dim 
hyder/tystiola
eth o ran y 
ddarpariaeth

No 
confidence / 
evidence in 
delivery

Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim 
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, 
a'r terfyn amser ar gyfer cyflawni hyn:

Justification for the above assurance rating.  Where ‘Partial’ or ‘No’ assurance has 
been indicated above, please indicate steps to achieve ‘Acceptable’ assurance or 
above, and the timeframe for achieving this:
Cyswllt ag Amcan/Amcanion Strategol:

Link to Strategic Objective(s):

The performance measures included in
this report are from the NHS Wales
Performance Framework 2025-26.

Goblygiadau rheoleiddio a lleol:

Regulatory and legal implications:

This report will be available to the public
once published for Quality, Safety & 
Experience Committee

Yn unol â WP7, a oedd EqIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP7 has an EqIA 
been identified as necessary and 
undertaken?

N

The Report has not been Equality Impact
Assessed as it is reporting on actual
performance.

Yn unol â WP68, a oedd SEIA yn 
angenrheidiol ac a gafodd ei gynnal?

N
The Report has not been assessed for its
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In accordance with WP68, has an SEIA 
identified as necessary been 
undertaken?

Socio-economic Impact as it is reporting on 
actual performance

Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio 
at y BAF a'r CRR)

Details of risks associated with the 
subject and scope of this paper, 
including new risks( cross reference to 
the BAF and CRR)

References to Corporate Risks have been 
made in the body of the report, where 
applicable.

24-04 Failure to Embed Learning
24-10 Urgent and Emergency Care
24-11 Planned Care
24-12 Areas of Clinical Concern 
(encompasses ophthalmology and 
dermatology)
24-13 Timely Diagnostics

Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith

Financial implications as a result of 
implementing the recommendations

The delivery of the performance
indicators  within our IPR will directly/ 
indirectly impact upon the financial 
recovery plan of the
Health Board.

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith

Workforce implications as a result of 
implementing the recommendations

The delivery of the performance indicators 
within our IQPR will directly/ indirectly 
impact on our current and future workforce.

Adborth, ymateb a chrynodeb dilynol ar 
ôl ymgynghori

Feedback, response, and follow up 
summary following consultation

The full report has been reviewed by the 
Director of Performance and 
Commissioning.

Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg 
Gorfforaethol)

Links to BAF risks:
(or links to the Corporate Risk Register)

Where appropriate, performance metrics 
have been annotated with the Corporate 
Risk Register (CRR) reference number as 
a link to the Board Assurance Framework 
(BAF).

Rheswm dros gyflwyno adroddiad i 
fwrdd cyfrinachol (lle  bo'n berthnasol)

Reason for submission of report to 
confidential board (where relevant)

Amherthnasol

Not applicable

Camau Nesaf: 
Gweithredu argymhellion

Next Steps: 
Implementation of recommendations: Continued focus on any areas of under-
performance where assurance is not of sufficient quality to believe performance is or will 
improve as described.
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The Integrated Quality & Performance Report will undergo continuous development  and 
utilise the Performance and Commissioning Directorate’s internal Change Advisory Board 
(CAB) process to modify any reporting metrics and formatting.

Rhestr o Atodiadau:

List of Appendices: 2
1: Summary of Report
2: Integrated Performance Report in PDF
3: Escalations from Integrated Performance Report in PowerPoint

Appendix 1 – Summary of Report

Committee: Quality, Safety & Experience

Report title: Summary of Integrated Performance Report (Month 6)

Report Author: Deputy Director of Performance

1. Introduction

The Performance Directorate continues to develop the Integrated Quality and Performance 
Report with the key aim being to enable triangulation of intelligence and for focus to be 
placed upon areas of high performance or those metrics requiring improvement. The 
‘Integrated Quality and Performance Report’ (IPQR) includes a section summarising the 
areas requiring escalation for Committee members, divided into the following four quadrants;

• Quality (Safety, Effectiveness & Experience) Performance

• Access & Activity Performance

• People & Organisational Development Performance

• Financial Performance  

This structure enables an ‘at a glance’ view of the main concerns or message of the report 
through review of the initial one-page summary that is split into four quadrants, with the 
further slides contained within this escalation section articulating in more detail the current 
performance and actions being taken to support improvements. Following the summary 
quadrant page, there is a page on each section providing more detail about the measures 
escalated. This should be the area of most focus in the report.

Only escalations in the Quality quadrant of the IQPR has been included as these are what 
are in the remit of the Quality, Safety & Experience Committee.

Work is being  undertaken to improve the report, for example, re-introducing Mortality Rates, 
Surgical Site Infection (SSI) rates and developing metrics by rate of per 100,000 population 
or bed occupancy etc. to improve the intelligence, triangulation and assurance in the report 
as we go into 2025-26. 
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Appendix 1 Integrated Quality & Performance Report for QSE Committee, Month 6 
(September 2025)



Integrated Quality & Performance Report
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Quality, Safety & Experience Committee
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Escalated Performance Measures at a Glance

Produced on behalf of the Quality, Safety & Experience Committee 
by the Performance Directorate and Partners

Presented on 06.11.2025

Quality (CRR 24-04 Failure to Embed Learning)  

KEY:   = Better     = Worse   than previous reporting period

 New Never Events: 1 reported in August 2025 (Target 0)
 National Reportable Incidents (NRI): 7 overdue in September 2025 (Target 0)
 Learning From Events Reports (LFERs): 17 in September 2025 (Target 0)
 Clinical Coding Compliance: 93.3% in July 2025 (above trajectory)

Finance 
CRR 24-05 Financial Sustainability 

Financial Position
 Year to date – Deficit versus Plan -£15.1m
 In-month Variance to plan -£1.4m (a £0.9m improvement)
 Full year outturn position - Balanced Position as per Plan

Savings Position
 Year to Date Savings Delivery including Accountancy Gains v target £6.8m 
(£3.5m more than the £3.3m target)
 Forecast Savings Delivery including Accountancy Gains v Target £40.0m

Capital Expenditure
 Year to Date Plan is £10.4m. Spent £5.1m  Underspend £5.3m.

 

Access & Activity 
CRR 24-10 Urgent and Emergency Care; CRR 24-11 Planned Care; 
CRR 24-12 Areas of Clinical Concern; CRR  24-13 Timely Diagnostics

 CAMHS Part 1b Assessments within 28 Days of Referral: 53.4% (Target 80%)
 Neurodevelopment Assessment within 26 weeks: 12.4% (Target 95%)
 Adult Mental Health Part 1b Assessments within 28 Days of Referral: 85.1%    
.....(Target 80%) 
  Adult Psychological Assessment within 26 weeks: 75% (Target 95%)
 Ambulance Handover Delays over 4 Hours: 705 (Target 0)
 Emergency Department waits over 12 Hours: 3,757 (Target 0)
 Emergency Department Waits over 24 Hours 1,959 (Target 0)
 Number of patients with Delayed Pathways of Care: 280 (Target 0)
 Percentage compliance with 62 Day Single Cancer Pathway: 57% (Target 
.....75%)
 Referral to Treatment waiting over 52 weeks 1st Appointment: 19,319 
 Referral to Treatment waiting over 104 weeks: 4,525 (Target for end of Q2 
....2,800)
 Referral to Treatment waiting over 156 weeks: 266 (Target 0)
  Referral to Treatment waiting over 208 weeks: 1 (Target 0)
 Number of patients waiting over 8 weeks for Diagnostics: 18,826 (Target 0)
 Number of patients Over 100% due their clinical follow up: 101,456 (Target 0)

People & Organisational Development

 Personal Appraisal & Development Review (PADR): 82.6% (Target 85%)
 Sickness & Absence: 6.1%  (Target Reduce)
 Agency Spend: 3.2% (Target Reduce)
 Staff turnover less than 1 year service: 14% (Target Reduce)
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Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate in partnership with the Quality Directorate

Quality: Escalated Performance Measures
Learning form Events Reports

Learning From Events Reports (LFERs): 
There had been a month on month decrease in number of overdue reports since December 2024, 
with an increase in July at 26. However, there were 17 outstanding LFERs at the end of 
September and more detailed information is available in the Quality Report.

Overdue reports pose a Quality and Safety risk from the perspective that if we haven’t completed 
the reports in a timely manner, how can we embed the learning to prevent future events. There is 
also the financial risk given that the Health Board can incur a penalty of £2,500 per overdue 
report. Continued focus is required to address the timely completion of LFERs and recovery of the 
overdue position. This measure will remain in escalation.

National Reportable Incidents overdue 90 Days

National Reportable Incidents Overdue 90 days: 
Performance against this measure has improved significantly compared to the same period in 
2024. However, there remains 7 NRIs overdue. As per the Integrated Performance Framework, 
this measure will remain in escalation until there have been 3 consecutive months of zero overdue 
NRIs. More detailed information is available in the Quality Report.

Clinical Coding Compliance:

Performance against this measure has continued above trajectory and the yet to be published 
figures for August indicate, a sustained performance, and one of the best performing in Wales. 
The latest meeting of the Integrated Performance Executive Delivery Group agreed that this 
measure should now be de-escalated to Level 1, Standard Monitoring from here on in.

Clinical Coding Compliance
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Performance 
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Summary of Performance to Month 12
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Section 1
Quality, Safety, Effectiveness 
and Experience 
Performance

Produced on behalf of the Quality, Safety & Experience  Committee by the 
Performance Directorate i
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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Quality: Performance
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by the Performance Directorate 
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Additional 
Information
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NHS Wales Performance Framework 2025-26

Quadruple Aim 1:
People in Wales have improved 
health and well-being with better 
prevention and self-management

Quadruple Aim 2
People in Wales have better 
quality and more accessible 

health and social care services, 
enabled by digital and supported 

by engagement

Quadruple Aim 3
The health and social care 

workforce in Wales is motivated 
and sustainable

Quadruple Aim 4  
Wales has a higher value health 
and social care system that has 

demonstrated rapid improvement 
and innovation, enabled by data 

and focused on outcomes

A Healthier Wales 
Quadruple Aims

The NHS Performance Framework is a key measurement tool for “A 
Healthier Wales” outcomes, the 2025/26 revision now consists of 53 
quantitative measures of which 9 are Ministerial Priorities and 
require Health Board submitted improvement trajectories. 

The NHS Wales Quadruple Aim Outcomes are a set of four 
interconnected goals or aims that aim to guide and improve 
healthcare services in Wales. These aims were developed to 
enhance the quality of care, patient experience, and staff well-being 
within the National Health Service (NHS) in Wales. 

The Integrated Performance Framework (IPF) aims to report holistically at service, directorate or 
organisation level the performance of the resources deployed, and the outcomes being delivered. Overall 
performance assessed via intelligence of performance indicators gathered across key domains including 
quality, safety, access & activity, people, finance and outcomes. 

Key for the framework is the system review, reporting, escalation and assurance process that aligns 
especially to the NHS Wales Performance measures, Special Measure metrics and Ministerial priority 
trajectories. In the Integrated Performance Review meetings we will address key challenges and provide a 
robust forum for support and escalation to Executive leads and provide actions and recovery trajectories for 
escalated metrics. 

Our Quality, Safety, Effectiveness & 
Experience Performance 

Our Access & Activity Performance

Our People & Organisational 
Development Performance

Our Financial Performance

Our Integrated Quality & 
Performance Report

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 
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Red, Amber & Green (RAG) Rating System

Green 

Amber

Red

Green = On track
A stable, sustained or improving position that is consistently on or above the Welsh Government 
Target for at least 3 or more consecutive months 

Amber = Early Warning or Off Track and in Exception – Short summary provided
On or above Welsh Government Target, but a deteriorating position of 3 or more consecutive months 
or inconsistently above/on/below the Welsh Government Target
Red = Off Track and in Escalation
Consistently below Welsh Government Target and below BCU submitted improvement 
trajectories – Detailed Exception report provided

Performance is monitored against our Annual Plan but is RAG rated against the Welsh Government targets.

Exception Escalation
Referring to a deviation or departure from the normal or expected course of action, 
it signifies that a specific condition or event requires attention or further action to 
address the deviation and ensure corrective measures are taken.

When a performance matter (exception) does not meet target and hits criteria for a 
higher level for resolution, decision-making, or further action. 

Criteria of an exception Criteria for escalation
Any target failing an NHS Performance target, operational, or local target/trajectory Any measure that fails a health submitted trajectory as part of the Ministers 

priorities.

Where SPC methodology reports rule 2, or rule 4 (details on next slide) even if a 
measure is set target.

Performance recovery failing its Remedial Action Plan (local plan to improve or 
maintain performance)

Any reportable commissioned metric where performance is not meeting national 
target

Any significant failure of quality standard e.g. never event or failing accountability 
conditions.

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 
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Variance Assurance*

Common 
cause. No 
significant 
change

Special cause for positive 
change or lower pressure 
due to Higher (H) or Lower 
(L) values 

Special cause for negative 
change or higher pressure 
due to Higher (H) or Lower 
(L) values 

Variance indicates 
inconsistent performance 
(not achieving, achieving 
or passing the target rate)

Variance indicates 
consistent positive (P) 
performance (achieving or 
surpassing the target on a 
regular and consistent basis)

Variance indicates 
consistent negative (N) 
performance (not 
achieving the target on a 
regular or consistent 
basis)

How to interpret variance results How to interpret assurance results

• Variance results show the trends in performance over time
• Trends either show special cause variance or common 

cause variance
• Blue Icons indicate positive special cause variance 
• Orange Icons indicate negative special cause variance 

requiring action
• Grey Icons indicate no significant change

• Assurance results demonstrate the likelihood of achieving a target and 
is based upon the trends over time

• Blue Icons indicate an expectation to consistently achieve the target
• Orange Icons indicate an expectation not to consistently achieve the 

target
• Grey Icons indicate an expectation for inconsistent performance, 

sometimes the target will be achieved and sometimes it will not be 
achieved.

Interpreting Results of Statistical Process Control (SPC) Charts

* Assurance based upon observations of the data as presented in the SPC charts only. 

SPC Methodology Page

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 
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Introduction to Integrated Quality & Performance Report (IQPR)

What is an Integrated Quality & Performance Report (IQPR)?
The Integrated Quality & Performance Report (IQPR) combines the areas of Quality, Performance, People and Finance in one overarching 
report. It provides the reader with a balanced view of performance intelligence and assurances from across the organisation.

The Integrated Performance Framework (IPF)
The Integrated Performance Framework (IPF) for 2023-2027 was ratified by the Health Board on 28th September 2023. The Framework lays the 
foundations for an integrated approach to performance monitoring, intelligence, management, assurance and improvement. An integral element 
of the IPF is this new Integrated Performance Report and the governance structure wrapped around it.

The Integrated Performance Framework sits within a “triumvirate” together with the Integrated Planning Framework and the Risk Management 
Framework (also ratified at Health Board on the 28th September 2023). This triumvirate of frameworks will encompass the planning, safe delivery 
and monitoring of the Health Board’s strategic objectives between now and April 2027. Work has also commenced with the corporate 
directorates working together on the development of an integrated approach to organisational quality surveillance mechanisms. Once this initial 
phase is complete, we will then begin our work with the services.

Where does the IQPR feature within the Performance Governance Structure
The Health Board’s business rules are designed to highlight potential challenge and provide clear assurance for the Board and Public 
stakeholders. The IQPR as a function of the IPF contains information on all metrics, including those that are consistently achieving success 
however, the main focus is on metrics in exception or escalation. 

The IQPR will be embedded as the ‘single version of the truth’ and used to report on performance to the Health Board, it’s scrutinising 
committees namely Performance, Finance & Information Governance (PFIG) Committee and Quality, Safety & Experience (QSE) Committee and 
externally to Welsh Government. Once published for each Committee/Health Board, the report will be shared across the organisation via 
BetsiNet (internally), published externally on Betsi Cadwaladr University Health Board’s (BCUHB) external facing website and shared in parts or 
as a whole on other channels such as social media via our partners in BCUHB’s Communications Team.

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 
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The Integrated Performance Reporting & Governance Superstructure

Performance, Finance & 
Information Governance 

(PFIG) Committee

Integrated Performance 
Executive Delivery Group 

Minister

Joint Executive 
Team (JET) Meetings

BCUHB 
Health Board

Integrated Quality & 
Performance Report 

(IQPR)

JET Presentation

Quality, Safety & 
Experience (QSE) 

Committee

IQPD Presentation

Integrated Quality & 
Performance Delivery 

Meetings 

Decision & Action Logs 
from substructure

Integrated Performance 
Dashboard Note: There is a substructure of reporting 

and governance that sits underneath this 
layer. See next page.

Key:
Meeting
Formal Presentation
Excel based Report (ambition to use PowerBI)

Every 6 Months Every Month

Every Month

Every Month

Every MonthEvery Month

Every 2 Months Every 2 Months

Every 2 Months

Executive-led Directorate Level Integrated 
Performance Reviews

Every 6 Months

Every MonthEvery 6 Months

This 
Report

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 



Individual PADRs

Ward/ Department / Team Level
Performance Dashboards (IPD)
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The Integrated Performance Reporting & Governance Substructure

Executive Delivery Group 
Finance & Performance

Directorate Level
Integrated Performance Dashboards (IPD)

Decision & Action Logs 
from substructure

Integrated Performance 
Scorecard

Note: There is a superstructure of 
reporting and governance that sits above 
this layer. See previous page.

Key:
Meeting
Formal Presentation
Excel based Report (ambition to use PowerBI)
Formal Documentation

Directorate Led Integrated Performance Reviews

Ward/ Department / Team Level Integrated 
Performance Reviews

Individual PADRs

Note: For Directorate, please think IHC, 
Pan-BCU services etc. Includes Corporate 
Services. 

Every Month

Every MonthEvery Month

Every Month

Every Month

Every Year

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 
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Performance Directorate Outputs

Integrated Performance 
Scorecards

Integrated Performance 
Dashboards

Integrated Performance 
Reports

Formal and comprehensive reports to the Health Board and its scrutinising committees, Integrated Quality & 
Performance Delivery Group (IQPD)(Welsh Government) and Joint Executive Team (JET).

Summary scorecards for– Integrated Performance Executive Delivery Group et al

Operational level performance dashboards with drill through capabilities. For end of month’s submitted 
position. Ambition for production in PowerBI. – Produced by Digital, Data & Technology (DDAT) in 
partnership with the Performance Directorate(PI&AD)

Deep Dive Reports
Detailed Deep Dive reports used in accompaniment  to Formal Reports, Scorecards and Dashboards to 
complement data, provide context, add intelligence and provide assurances as appropriate. Used at all 
levels as necessary, I.e. to support escalation, de-escalation.

Ad-hoc Reports
Ad-hoc reports used outside of the formal channels and for specific queries to complement data, provide 
context, add intelligence and provide assurances as appropriate. Used at all levels as necessary to provide 
additional intelligence and assurances as required.

Produced on behalf of the Quality, Safety & Experience Committee
by the Performance Directorate 



This report has been produced on behalf of the Health Board by the Performance Directorate in partnership with:
• Integrated Health Communities (West, Centre & East)
• Digital, Data & Technology Directorate (DDAT)
• People & Organisational Development Directorate (POD)
• Adult Mental Health & Learning Disabilities Directorate (AMH&LD)
• Children & Young Adolescent Mental Health Services Directorate (CAMHS)
• Women’s Services Directorate (WS)
• Public Health
• Finance Directorate
• Office of the Medical Director (OMD)
• Quality & Patient Experience Directorate (Q&PE)
• Equal Opportunities Team
• Corporate Risk Management Team
• Corporate Communications Team

...and the following as Senior Responsible Officers for the measures within their respective Executive Portfolios.
• Chief Operations Officer 
• Executive Director of Finance
• Executive Director for Public Health
• Executive Director for People & Organisational Development
• Executive Director of Mental Health & Learning Disabilities and of Therapies and Health Sciences
• Executive Director of Strategic Planning & Transformation (Acting)
• Executive Director of Nursing & Midwifery
• Executive Medical Director (Interim)

Benchmarking information has been sourced (as identified) from NHS Benchmarking Network, Welsh Government and CHKS

Appendix A: Further 
Information
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Our Partners



Our Integrated Quality & Performance Report 
   Further information is available on our performance can be found online at:

Our website www.bcu.wales.nhs.uk

Stats Wales https://statswales.gov.wales/Catalogue/Health-and-Social-Care

We post regular updates on what we are doing to improve healthcare services for patients on social media:   
  

     follow @bcuhb http://www.facebook.com/bcuhealthboard

Appendix A: Further 
Information

Further Information on 



Presentation of the 
Nurse Staffing Levels

Reporting Period: 
Autumn 2025



Introduction / Background
Section 25B of the Nurse Staffing Levels (Wales) Act 2016 applies to adult acute medical 
inpatients wards; adult acute surgical inpatient wards; and paediatric inpatient wards.

The Act has two key requirements:

1. A duty to calculate and take steps to maintain nurse staffing levels
1 

2. Apply triangulated methodology to nurse staffing level calculations i.e. Professional 
Judgement / Patient Acuity / Quality Indicators

In line with the Act, nurse staffing calculations are to be approved by a designated person who 
is authorised to undertake this calculation on behalf of the Chief Executive Officer.  The 
designated person should be registered with the Nursing and Midwifery Council and have an 
understanding of the complexities of setting a nurse staffing level in the clinical environment.  
Within Welsh Health Boards the designated person is the Executive Director of Nursing.

“The calculation undertaken by the designated person must result in the nurse staffing level for 
the ward area. In practice, the nurse staffing level will be the required establishment and the 
planned roster”2. 

1 
Statutory calculations of nurse staffing levels across wards pertaining to Section 25B take place between March/April (reporting to Board in May) and 

August/September (reporting to Board in November).2 
Nurse Staffing Levels (Wales) Act 2016: Statutory Guidance



Section 25C: method of calculation
Section 25C of the Act describes the triangulated method of calculation that must be used for calculating 
the nurse staffing levels. The triangulated methodology involves collecting, reviewing and interpreting data 
relating to:

• Professional Judgement - applying knowledge, skills and experience in 
a way that is informed by professional standards, law and ethical 
principles to develop a decision on the factors that influence clinical 
decision making

• Patient Acuity - an estimate of the amount of care a patient requires 
based on the intensity, complexity and unpredictability of their holistic 
needs. In Wales the Welsh Levels of Care is the tool used to assist 
nurses in measuring the acuity and dependency of their patients.

• Quality Indicators – a measure of factors that relate to the delivery of 
nursing care and are used to demonstrate whether the department 
delivers good outcomes for patients and staff.

During the process of calculating the nurse staffing levels using the triangulated approach there is no pre-
determined hierarchy in terms of the evidence with equal weighting given to all the information that 
informs this process. The designated person will make the determination of the nurse staffing levels based 
on an analysis of all the information collected about the ward and the contributions of those staff involved 
in the process. 



Nurse Staffing Levels Calculations Process 

Ward Level 
Data Collection & 

Review

Health Board Wide 
Multi-site, Service 
Specific Reviews

Review & Approval 
by Designated 

Person

Ward Manager presentations to 
Associate Director of 

Nursing/Director of Nursing 
outlining ward acuity/care 

quality indicators/and applied 
professional judgement.  

Discussion takes place regarding 
current workforce 

issues/temporary staffing 
usage/future workforce 

needs/staff development & 
innovation.

A Health Board wide (multi-site) 
review is undertaken to ensure 

a consistent approach, share 
good practice/lessons 

learned/opportunity to improve 
patient care pathways. 

Autumn 2025 reviews were 
undertaken during the week 

commencing 15th September.

Formal presentations were 
made to the Executive Director 

of Nursing and Midwifery on 
15/10/2025. In attendance was 

the Executive Director of 
Finance.

Agreed Nurse Staffing Level 
calculations will be formally 
presented to the Board on 

27/11/2025. 



Acuity Audit Data
Acuity Audit data
During the months of January and June 
each year a national acuity audit is held 
as directed by the Chief Nursing Officer. 
The acuity audit is used to collect data 
relating to patient acuity, patient flow 
and nurse staffing levels. 

Patient acuity is assessed using the 
Welsh Levels of Care evidence-based 
workforce planning tool. This measure 
of patients levels of acuity indicates 
how much care is required in order to 
determine the nurse staffing level that 
is required to meet reasonable 
requirements of care.

This information when used as part of a 
triangulated approach alongside the 
use  of quality indicators and 
professional judgement will determine 
the nurse staffing level for the ward.

Individual BCU ward acuity details can 
be viewed here

Welsh Levels of Care

The Welsh Levels of Care are 
summarised opposite, further detailed 
information can be found here 

BCUHB Section 25B Wards June 2025 Acuity Audit data



Quality Indicators
When calculating the nurse staffing level the quality indicators that are particularly sensitive to care 
provided by a nurse must be considered. These include patient falls, pressure damage, medication errors 
and complaints.

The below chart details the total number of patient falls; pressure damage and medication errors that have 
occurred across BCUHB Section 25B wards, and as recorded within the DATIX system for the period 
01/04/2025 – 30/09/2025.

Data Source: DATIX system as at 06.10.2025



Approved Nurse Staffing Levels – 
Autumn 2025 (Summary)
The nurse staffing level calculations undertaken during this reporting period (September 2024 – March 2025) 
identified a number of wards that require a change to their establishments, with the overall FTE changes 
summarised in the table below: 

*Funded establishment sourced from Finance Ledger
Note: The required and funded establishment figures exclude any additional staffing requirements needed to support the unfunded bed base, and also exclude the supernumerary 
ward manager and ward support staff i.e. housekeepers, dementia support workers etc. 

Spring 2025 review determined a change in staffing was required across 4 wards within YMW (Arrivals, Pantomime, Prince of 
Wales & Morris). The EAST SLT pre-empted this change and directed funds from the Covid BAU allocations of 23/24, to fund 30 
beds across the YMW site that had been in sustained escalation over a period of years. In July 2025 the funding was recalled to 
central HB reserves, resulting in these beds resorting back to an unfunded position. However, nurse staffing establishments have 
been recruited up to the required numbers for the additional 30 beds on a permanent basis.



Section 25B wards requesting a change 
to nurse staffing levels 
During the autumn 2025 reporting period two statutory calculations of nurse staffing levels have taken place, these 
being spring 2025 (reported to Board in May 2025) and autumn 2025 (to be reported to Board in November 2025). 

Across both calculation periods 9 wards have requested changes to their establishments. The changes proposed 
(identified in red) and those approved following review by the Executive Director of Nursing (identified in green) 
are summarised in the table below. 



Section 25B wards requiring a change to 
nurse staffing levels 
Two statutory nurse staffing level calculations have taken place during this reporting cycle (spring 2025, reported 
to Board in May 2025; autumn 2025, to be reported to Board in November 2025). Across both calculation 
periods 9 wards have requested changes to their establishments. The changes approved and the rationale for 
these, are summarised in the table below. 



Section 25B wards maintaining the 
nurse staffing level
The Act requires LHBs and Trusts to take all reasonable steps to maintain the nurse staffing level. “Maintaining 
means having the number of registered nurses the required establishment and its planned roster require. The 
maintenance of the nurse staffing level should be funded from the LHB’s (or Trust’s) revenue allocation, taking into 
account the actual salary points of staff employed on its wards”1

The wards detailed below are awaiting associated budgetary uplifts to meet their approved staffing levels. 

1 
Nurse Staffing Levels (Wales) Act 2016: Statutory Guidance



Recommendations
• Continue to review the impact of nurse staffing levels within the clinical areas, observing 

workforce and quality metrics. 
• Implement the Calculating & Maintaining Nurse Staffing Levels SOP across all nursing services.
• Continued focus on recruitment and retention and innovation to support workforce utilisation 

and reporting. The BCUHB People Strategy & Plan has been an essential enabler, which is 
further supported by the All Wales National Workforce Implementation Plan; the subsequent 
Nurse Retention Plan and the Strategic Nursing Workforce Plan. 

• In line with the Act and the Statutory Guidance, on approval by the Executive Director of 
Nursing & Midwifery as the nominated Designated Person:
• Amend budgets to reflect the approved rosters. Nurse staffing levels presented to Board 

in November 2024 and May 2025 remain unfunded at present.
• Amend planned roster templates within E-Rostering to reflect the approved nurse staffing 

levels. 
• Ward Managers to recruit nursing staff in line with approved nurse staffing numbers
• Ward Managers to ensure public facing boards at ward entrances display the agreed 

nurse staffing levels



Diolch / Thank you
Any questions?
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Teitl adroddiad:
Report title:

Welsh Risk Pool and Legal and Risk Services - Annual Review 2024-2025

Adrodd i:
Report to:

QSE Committee 
  

Dyddiad y Cyfarfod:
Date of Meeting:

November 2025   

Crynodeb 
Gweithredol:
Executive Summary:

This report provides the QSE Committee with a copy of the latest annual review 
from the Welsh Risk Pool and Legal and Risk Services (both part of the NHS Wales 
Shared Services Partnership). 

Legal and Risk Services (L&R) provides professional legal advice and 
representation for health bodies and general medical practitioners in Wales. L&R 
is a division of the NHS Wales Shared Services Partnership. 

The Welsh Risk Pool (WRP) is hosted within L&R and is a mutual risk pool scheme 
which provides indemnity against risk to all Health Boards, NHS Trusts and Special 
Health Authorities in Wales. Using an approach which considers causal factors of 
harm and the cost of improvement, the Welsh Risk Pool focusses on Improving 
Safety Through Learning. 

Strategic oversight of the work of the Welsh Risk Pool is provided through the 
Welsh Risk Pool Committee – which is a sub-committee of the NHS Wales Shared 
Services Partnership Committee. The Welsh Risk Pool Committee makes 
decisions in relation to the reimbursement procedures, workplans for reviews and 
the reimbursement of claims and redress cases. Membership of the Welsh Risk 
Pool Committee is drawn from Welsh Government and Executive and Independent 
Members from NHS Wales Health Bodies. Committee members represent their 
professions rather than individual organisations and a Terms of References 
outlines the roles and responsibilities of the group.

The enclosed reports summarise the activity of the two functions over the last 
financial year and is provided for information to the Committee (and the wider 
public).

The Annual Review outlines the impact and reach of the Legal & Risk Services 
teams.

The Annual Review outlines the financial position, details the future financial 
forecast, and summarises the NHS Wales claims & redress caseload. The Annual 
Review also outlines the work of the Welsh Risk Pool in learning assurance and 
summarises the progress with Safety & Learning Programmes. 

The Health Board is active in all of the Safety & Learning Programmes run by the 
WRP and these link to internal forums and projects. The Health Board continues 
to work closely with both the WRP and L&R and has regular engagement meetings. 

In many cases takes, the Health Board takes an active national role, for example:

• The Director of Corporate Governance represents their profession across 
Wales on the Welsh Risk Pool Committee;

• The Deputy Director for Legal Services is the national chair of the Once 
for Wales Concerns System Content and Governance Group;

• The Senior Legal Services Manager (Redress) is national co-chair of the 
Redress Network;

• The Senior Legal Services Manager (Claims) is national co-chair of the 
Claims Network;

• The Associate Medical Director (Consent and Ethics) is the national lead 
for the Decision Making and Consent Programme.

Argymhellion:
Recommendations:

The committee is asked to receive this report.
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Arweinydd 
Gweithredol:
Executive Lead:

Pam Wenger, Director of Corporate Governance 

Awdur yr 
Adroddiad:
Report Author:

Matthew Joyes, Deputy Director for Legal Services 

Pwrpas yr 
adroddiad:
Purpose of report:

I’w Nodi 
For Noting

☒

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☐

Arwyddocaol 
Significant

☒

Derbyniol 
Acceptable

☐

Rhannol
Partial
☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:
Assurance level:

Lefel uchel o 
hyder/tystiolaeth o ran 
darparu'r 
mecanweithiau / 
amcanion presennol

High level of 
confidence/evidence in 
delivery of existing 
mechanisms/objectives

Lefel gyffredinol 
o 
hyder/tystiolaeth 
o ran darparu'r 
mecanweithiau / 
amcanion 
presennol

General 
confidence / 
evidence in 
delivery of 
existing 
mechanisms / 
objectives

Rhywfaint o 
hyder/tystiolaeth 
o ran darparu'r 
mecanweithiau / 
amcanion 
presennol

Some 
confidence / 
evidence in 
delivery of 
existing 
mechanisms / 
objectives

Dim 
hyder/tystiolaeth 
o ran y 
ddarpariaeth

No confidence / 
evidence in 
delivery

Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim Sicrwydd' wedi'i 
nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, a'r terfyn amser ar gyfer 
cyflawni hyn:
Justification for the above assurance rating.  Where ‘Partial’ or ‘No’ assurance has been indicated 
above, please indicate steps to achieve ‘Acceptable’ assurance or above, and the timeframe for 
achieving this:
N/A
Cyswllt ag Amcan/Amcanion Strategol:
Link to Strategic Objective(s):

Objective 1 - Building an effective organisation

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

Claims in NHS Wales are governed by the 
National Health Service (Concerns, Complaints 
and Redress Arrangements) (Wales) Regulations 
2011 as well as standards set by the Welsh Risk 
Pool and UK wide requirements for litigation such 
as the Civil Procedure Rules.

Yn unol â WP7, a oedd EqIA yn angenrheidiol ac a 
gafodd ei gynnal?
In accordance with WP7 has an EqIA been 
identified as necessary and undertaken?

N/A

Yn unol â WP68, a oedd SEIA yn angenrheidiol ac 
a gafodd ei gynnal?
In accordance with WP68, has an SEIA identified 
as necessary been undertaken?

N/A

Manylion am risgiau sy'n gysylltiedig â phwnc a 
chwmpas y papur hwn, gan gynnwys risgiau 
newydd (croesgyfeirio at y BAF a'r CRR)
Details of risks associated with the subject and 
scope of this paper, including new risks( cross 
reference to the BAF and CRR)

N/A
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Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith
Financial implications as a result of implementing 
the recommendations

N/A

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith
Workforce implications as a result of 
implementing the recommendations

N/A

Adborth, ymateb a chrynodeb dilynol ar ôl 
ymgynghori
Feedback, response, and follow up summary 
following consultation

N/A

Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg Gorfforaethol)
Links to BAF risks:
(or links to the Corporate Risk Register)

N/A

Rheswm dros gyflwyno adroddiad i fwrdd 
cyfrinachol (lle  bo'n berthnasol)
Reason for submission of report to confidential 
board (where relevant)

N/A

Camau Nesaf: Gweithredu argymhellion
Next Steps: Implementation of recommendations
N/A
Rhestr o Atodiadau:
List of Appendices:

Appendix 1 - Welsh Risk Pool / Legal & Risk Services - Annual Review 2024-2025
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