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Bundle Quality, Safety and Experience Committee 6 June 2024

OPENING BUSINESS
13:00 - QS24/63 - Welcome, introductions and apologies for absence - Verbal - Chair
13:02 - QS24/64 - Declarations of interest relating to agenda - Verbal - Chair
13:03 - QS24/65 - Draft Minutes of Last Meeting - Attached - Chair
QS24.65.1 Draft Minutes of Meeting 18.04.24 V0.3 - Chair Approved
13:05 - QS24/66 - Matters Arising & Table of Actions - Attached - Chair
QS24.66.1 QSE Matters Arising & Table of Actions - Public 22.05.24
13:10 - QS24/67 - Patient Story - Attached - Executive Director of Nursing and Midwifery / Deputy
Director of Quality Governance
QS24.67.1 Patient Story - June 2024
QUALITY CONTROL
13:20 - QS24/68 - Quality Report - Attached - Executive Director of Nursing and Midwifery /Deputy
Director Quality
QS24.68.1 Quality Report - June 2024
13:35 - QS24/69 - Clinical Service of Concern Report - Vascular - Executive Medical Director
QS24.69 - Clinical Service of Concern Report - Vascular
14:10 - QS24/70 - Quality Delivery Group Chair’s Report - Attached - Executive Director of Nursing
and Midwifery / Deputy Director Quality
QS$24.70.1 Quality Delivery Group Chair's Report - June 2024
14:15 - QS24/71 - IHC/Regional Service Quality Deep Dive - East IHC - Integrated Health
Community Director of Nursing (East)
QS24.71.1 IHC Regional Service Quality Deep Dive East IHC - Cover Sheet - PPJ checked
QS24.71.2 IHC Regional Service Quality Deep Dive East IHC
14:50 - QS24/72 - Integrated Performance Report - Attached - Director of Performance
QS24.72.1 Coversheet for Integrated Performance Report to 31.03.24
QS24.72.2 Integrated Performance Report to 31.03.24
15:00 - COMFORT BREAK - 10 mins
ISSUES RELATED TO KEY RISKS
15:10 - QS24/73 - Corporate Risk Register — Attached - Director of Corporate Governance
QS24.74.1 QSE Corporate Risk Register June 24 Draft vl (003) v3 OM
CLOSING BUSINESS
15:20 - QS24/74 - Date of Next Meeting - 15 August 2024

15:22 - QS24/75 - Resolution to Exclude the Press and Public

"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 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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Betsi Cadwaladr University Health Board (BCUHB)
DRAFT Minutes of the Quality, Safety and Experience Committee meeting held

in public
on 18 April 2024 09:30 — 13:00

at The Board Room, Carlton Court, St Asaph

Committee Members Present

Name

Title

Caroline Turner

Independent Member/Chair of Quality, Safety and Experience
Committee

Urtha Felda Independent Member
In Attendance
Angela Wood Executive Director of Nursing and Midwifery (Executive Lead)

Dr Nick Lyons

Executive Medical Director

Gareth Evans

Acting Executive Director of Therapies and Health Sciences

Pam Wenger

Director of Corporate Governance

Other Executive Directors as required by the Chair

Dr Jane Moore

Acting Executive Director of Public Health

Other BCUHB Senior Managers as required by the Chair

Nesta Collingridge

Head of Risk Management

Nick Graham Assistant Director of Workforce Optimisation (Part of the meeting)
Matthew Joyes Deputy Director of Quality
Phil Meakin Associate Director of Governance (Part of the meeting)

Geraint Parry

Quality Improvement Fellow (Part of the meeting)

Philippa Peake-Jones

Head of Corporate Affairs

lain Wilkie

Acting Director of Mental Health

Ed Williams

Director of Performance

Agenda Item

Action

OPENING BUSINESS

QS24/30 Welcome, introductions and apologies for absence

QS24/30.1 The Chair welcomed everyone present and thanked the outgoing
Chair Rhian Watcyn Jones. Apologies were noted from Dave Harries, Internal
Audit, Mike Larvin, Independent Member, Chris Field, Independent Member,
Jane Wild, Associate Member, Dyfed Edwards, Chair who often observes the

meeting.

QS24/31 Declarations of Interest on current agenda

There were no declarations of interest made in respect of items on the agenda.
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QS24/32 Draft minutes of the previous meeting held on

QS24/32.1 The draft minutes of meeting held on 20 February 2024 were
approved.

QS24/33 Matters Arising and Table of Actions

QS24/33.1 Following a detailed discussion, the updates provided within the
action log were agreed.

QS24/34 Report of the Chair

QS24/34.1 The Chair advised that since she had been appointed as Chair of the
Committee, she had met with the outgoing Chair to have a handover, the Lead
Executive, the Deputy Director of Quality, the Director of Governance and

Head of Corporate Affairs and that with regards to her fellow Independent
Members of the Committee she had met with one, spoken to another and had
one meeting scheduled.

QS24/34.2 Further background research had enabled her to meet with Olivia
Shorrocks, Welsh Government and Cathy Dowling, NHS Executive, as well as
with Independent Advisors Graham Shortland and Susan Aitkenhead. The
Committee noted that Graham Shortland would support Independent Members
of the Committee for a few months.

QS24/34.3 The Chair advised that at the next meeting there would be a focus on
Vascular and that the areas identified in Special Measures would be reviewed
throughout the year. A future QSE Development session would be scheduled
and would review the Cycle of Business alongside the Annual Plan to ensure
alignment to the Plan. Attendees would also discuss Risk, Services of Concern
and Performance Indicators.

QS24/35 Notification of Matters referred from other Board Committees on
this or future agendas - Verbal - Chair

There was nothing to note.

QS24/36 Committee Terms of Reference - Attached - Director of
Governance

QS24/36.1 The Committee Terms of Reference were noted, it was agreed that
the Deputy Director of Quality would circulate a structure chart outlining the
groups that reported into the Quality Delivery Group

It was resolved that the Committee:
e Noted the Terms of Reference

MJ
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QS24/37 Committee Cycle of Business 2024/25

QS24/37.1 The Cycle of Business was noted and would be looked at during the
Committee Development Session.

It was resolved that the Committee:
¢ Noted the Cycle of Business

QS24/38 Patient Story

QS24/38.1 The Committee listened to a story from a patient describing the
journey he had experienced while recently undergoing hip replacement surgery
at Wrexham Maelor Hospital, following increased pain and inflexibility. The
learning identified from the patient sharing his experience was received.

QS24/38.2 The Committee were concerned that the waiting lists for Planned
Care had increased since Covid and noted that the figures on the wait times
were reported to Welsh Government. Plans were in place and movement on the
longest waits had taken place with plans to try and make as much progress as
soon as possible.

QS24/38.3 The Chair felt that it was good to make reference to the Multi-
Disciplinary Teams and queried whether it worked well across all areas. The
Acting Executive Director of Therapies and Health Sciences advised that
Orthopaedics was shining a light on Multi-Disciplinary Team working and that
there was a philosophy throughout the organisation to work in this way but that
there was more to do.

QS24/38.4 Clarification was sought around how the Orthopaedic Hub being
created in Llandudno would work with the Abergele site. Initially there would be
some double running of both sites with the ambition to see more services across
the whole of North Wales coming together, making the Health Board a more
attractive place to work.

It was resolved that the Committee:
¢ Noted the Patient Story

QS24/39 Quality Report

QS24/39.1 The Executive Director of Nursing and Midwifery presented the
report advising that it gave the Committee the narrative on organisational
learning, quality improvement, the forthcoming Quality Management System,
Patient Safety and information on Safeguarding and Infection Control. The
report identified organisational learning, that this had not been an area where
the organisation had historically been very good. The Learning Forum was
highlighted as way colleagues were able to come together to share learning, the
forum had been in place for a year. A learning depositary was being established
and that would be a way for all those through the organisation to have access to
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historical learning. The Committee noted that a Quality Improvement register
was in development and would be another way to share leaning.

QS24/39.2 The Quality Management System had been discussed at Senior and
Executive level and the Board would be taken through that at Development
session scheduled for the following week.

QS24/39.3 The Executive Director of Nursing and Midwifery shared information
on Patient Safety Incidents, Infection control, falls and complaints. An
Independent Member thanked her for the report and asked what had happened
with the Urology letters and was advised that it had been an internal
administration error around referrals which had been identified internally and
rectified. The Executive Medical Director advised that he had met with the
Clinicians on the matter and that further investigations were ongoing with
regards to an insourcing matter.

QS24/39.4 The process of Patient Safety Alerts was clarified and the Committee
understood that there were some outstanding from Welsh Government. Further
discussion took place on Safeguarding, Infection Control, flow and manual
handling. It was agreed that there should be a separate development session
on the Quality Report and Integrated Performance Report.

[The Director of Corporate Governance joined the meeting]

It was resolved that the Committee:
e Noted the Quality Report

PPJ

QS24/40 Integrated Performance Report

QS24/40.1 The Director of Performance presented the report highlighting two
specific points, one in relation to Never Events and one in relation to Clinical
Coding compliance. It was noted that there had been a business case received
at the previous Board around Clinical Coding and that the matter was being
managed by the Chief Digital and Information Officer.

QS24/40.2 A discussion took place around whether delays in responding to
complaints were due to having independent Primary Care contracts. It was
noted that any complaints would follow the individual Independent Primary Care
governance process before addressing the Health Boards process. Concern
was raised that the Health Board had a Duty of Quality but that there were few
contractual leavers to ensure that the Independent Organisations followed the
timescale set by the Health Board, or that they were consistent in their
processes; however, that was being worked on through relationship meetings.

It was resolved that the Committee:
¢ Reviewed the contents of the report and agreed that a separate
development session would be held on the subject.

QS24/41 Quality Delivery Group Chair’s Report
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QS24/41.1 The Executive Director of Nursing and Midwifery presented the
report, clarified reporting lines and advised that the report shared a summary of
what had been discussed at the Quality Deliver Group meeting. The Committee
noted that the Maternity Service had an active offer for home births and that a
number of service pressures and concerns from Integrated Health Communities
had been escalated.

QS24/41.2 It was noted that there was positive support from Workforce, Finance
and Data at the Quality Delivery Group and the Director of Governance
suggested that the Group would be a future place for External Reviews to be
shared. The Acting Director of Mental Health advised that the Quality Delivery
Group was a very good real-life example of integration and Multi-Disciplinary
approach, whereby corporate and clinical services come together to learn. The
Executive Director of Nursing and Midwifery advised that she had asked for a
review of attendance.

It was resolved that the Committee:
¢ Noted the Quality Delivery Group Chair’s Report

QS24/42 Regulatory and Legal Report

QS24/42.1 The Deputy Director of Quality presented the report and an
Independent Member asked if there had been a response to the fourth case on
the Concerns / Requests for Assurance from HIW, and were advised that there
had been. Details on the Coronial cases and Regulation 28 Notices would be
discussed in the private session.

QS24/42.2 The Deputy Director of Quality advised of the normal process around
the Ombudsman Letter, noting that this would normally be received by
Committee much earlier in the cycle but there had been an administrative error
that had delayed that this year.

It was resolved that the Committee:
¢ Noted the Regulatory and Legal Report
e Considered the Ombudsman Annual Letter and Health Board response
and noted that it would inform the Committee’s work on seeking
assurance of the complaint handling process.

QS24/43 Deep Dive report — East IHC

This item was deferred until the June meeting.

QS24/44 Clinical Policy Report

QS24/44.1 The Associate Director of Governance advised that the Policy on
Policy had been approved at the Audit Committee; it was agreed that
Committees would note policies.
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It was resolved that the Committee:
¢ Noted that the “Policy for the Management of Health Board Wide
Policies, Procedures and other Written Control Documents” were
received at the Audit Committee in March.
¢ Noted the progress that was being made on updating policies

QS24/45 Nurse Staffing Act

QS24/45.1 The Committee received a presentation on the Nurse Staffing Act,
noting that the Non-Act wards had not been reviewed for some time and that the
Community Hospitals were currently going through a review. It was noted that
systems were in place but that recruitment was difficult; despite that, permanent
recruitment had improved and many Integrated Health Communities had stopped
using Agency Staff. Each ward was being looked at independently alongside
acuity data. The detail around the not funded 179 beds was shared and the Act
explained in detail.

QS24/46 Commissioned Services Quality report

QS24/46.1 The Committee received a verbal update on the Commissioned
Services Quality report; it was highlighted that a no assurance report from Internal
Audit had been received and that they would be following up. Ongoing
conversations were taking place with the Executive Team to move this forward.

[Acting Executive Director of Public Health left the meeting]

QS24/47 Urology Review

QS24/47.1 The Executive Medical Director presented the Urology Review
Paper, highlighting that the action plan had been shared by email in Excel format
as the Board and Committee software did not support the upload of Excel
documents, and the Action Plan could not be converted into a readable PDF
version. He highlighted the background to the service review and explained that
it had not been possible to appoint a Clinical Lead. It was also difficult to recruit
to this speciality as most surgeons who were robotically trained use a DaVinci
robot and the one the Health Board had procured was not DaVinci.

QS24/47.2 1t was noted that a review had taken place and there had been no
evidence of harm; however, improvements had been slow and the key to change
was service reconfiguration but that would require consultation. Two surgeons
had resigned and recruitment was very difficult as the Royal College were
unable to approve the Job Descriptions as drafted due to the need for a
reconfiguration, as well as the robotic issue.

QS24/47.3 The Committee noted that despite a lack of clinical lead, the Network
Lead was very good, with the Deputy Medical Director leading on the
development and overseeing the implementation of the Action Plan. A
discussion took place around how to resolve the issues and it was noted that the
service reconfiguration would be key and as part of that reconfiguration the

NL
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robotic issue would be included. The Chair emphasised the importance of pace
in responding to the recommendations of the reports by the Royal College and
the GIRFT report, particularly those recommendations that had been identified
as being urgent; she also expressed concern at the lack of detail in the Action
Plan, and asked for a fuller version to be shared with the Committee.

QS24/47.4 1t was agreed that the Committee would be updated on progress at
the August meeting.

It was resolved that the Committee:

¢ Noted the Royal College of Surgeons England report and the Getting it
Right First-Time reports.

¢ Noted the approach to respond to the recommendations received and
noted the actions made which had already been to the Executive Team
for approval and support.

e Supported the approached outlined to identify a sustainable service
model and the development of a robotic resource for urology.

¢ Receive a further update on progress at it's meeting in August.

QS24/48 Corporate Risk Register & Board Assurance Framework

QS24/48.1 The Committee discussed the Corporate Risk Register and Board
Assurance Framework, noting that this subject would be reviewed in detail at the
forthcoming Development Session. The changes in risk scores in the BAF were
discussed and the rational understood but asked that the narrative be updated to
explain why changes had been made. Concern was raised in relation to the
cancer risk and nursing and noted that this had been escalated to the CEO and
a roundtable discussion was being scheduled.

QS24/48.2 In relation to the Corporate Risk Register, it was noted that there was
a proposal from both the Risk Management Group and Executive Team to close
a risk on Falls and open one on Risk of Harm which would compass falls and
broader issues relating to patient deterioration. With regards to Primary and
Community Care, it was agreed that the risk should be reviewed with risk
owners to look at disaggregating community from primary. The Committee
understood the reduction to the Safeguarding risk but asked that it be kept on
the risk register.

It was resolved that the Committee:
¢ Noted and received assurance on the management of two BAF risks to
which it had oversight
¢ received assurance on the six corporate risks to which the Committee
had oversight of.

PM

PM

QS24/49 Agree Items for referral to Board / Other Committees

There were no items identified as requiring referral
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QS24/50 Review of Risks highlighted in the meeting for referral to Risk
Management Group

There were no items identified as requiring referral

QS24/51 Agree items for Chairs Assurance Report

It was agreed that this would be done outside of the meeting

QS24/52 Review of Meeting Effectiveness

A brief discussion took place, where observations were made that the meeting
had been effective and had focused on appropriate issues.

QS24/53 Report items discussed in previous meeting private session

It was noted that the following items were received at the meeting held in private
on 20 February 2024:
e Confidential Quality Report November
e Update on progress and developments with the UK Covid-19 Inquiry and
Thirlwall Inquiry

QS24/54 Date of next meeting

The meeting date was to be agreed

QS24/55 Resolution to Exclude the Press and Public
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QSE Committee Action Log

Action | Minute Ref. Date Agreed Action Lead Timescale | Status
No.
1 QS24.151 20.02.24 | Bring the HAPU Improvement Planto | Angela June 2024 | This will be circulate to the
the most appropriate QSE Committee | Wood Committee as soon as it is available.
2 QS24.47 4 18.04.24 | To update the Committee at August Nick Lyons | August This will be scheduled on the August
meeting to understand progress with 2024 QSE Agenda
regards to the Urology Review.

Action | Minute Ref. Date Agreed Action Lead Timescale | Status

No.

1 QS23.115.1 27.10.23 | Internal Audit to be approached to gain | Rhian December | PPJ and DH met on 16 April to
assurance regarding Clinical Audit Watcyn 2023 discuss the action, a follow up of the
Strategy and the quality of Jones Quality Commissioning review is
commissioned services. scheduled in the first part of the

Internal Audit reviews taking place
and that the Clinical Strategy may fall
into the second half of the year,
however, it was noted that this is
being linked in with the Quality
Management System currently being
developed. This will form part of
normal reporting. Action closed on

18.04.24
2 QS23.135.2 19.12.23 | To keep Members updated as to Adele Updates were received at the
creation of formal Primary Care Gittoes meeting on 20/02/24 with regards to

QSE 2024 1|Page
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structure

the ongoing discussions around
Primary Care. This action to be kept
on the action log until a position is
able to return to Committee

Update in Meeting - Primary care is
still ongoing — a Board for Primary
Care has been established and QSE
will receive updates through normal
reporting

Action closed on 18.04.24

QS23.102.8

19.12.23

To update Members as to Diabetic
Programme Board which has recently
had its inaugural meeting.

Karen
Higgins

April 2024

KH is linking in with the Deputy
Medical Director who is Chairing the
Diabetic Programme Board.

Update in Meeting — the Steering
Group is being chaired by Julie Lewis
and the Clinical group by the Deputy
Medical Director. QSE will receive
updates through normal reporting

Action closed on 18.04.24

QS23.126.5

19.12.23

Agreed to do a deep dive evaluation of
the Patient’s Story and report back.

Angela
Wood

April 2024

Evaluation not complete, once this
has been received a deep dive will be
scheduled. Awaiting feedback on the
timescales.

Update in Meeting — This item related
to a story that came on Primary Care
and as above QSE will now receive
updates on this through normal
reporting.

QSE 2024
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An annual report on Patient Stories
and learning is now in the COB.

Action closed on 18.04.24

QS23.129.5 19.12.23 | AW agreed to update the committee as | Angela February | It has yet to be identified when the roll
to the date for rolling out the Call 4 Wood 2024 out will take place, most likely after
Concern initiative to Central and East thz orggnlsatlonal pressures have
reduce

The roll out at YG has been
completed.

The roll out at YWM is due to
commence imminently with a pilot on
critical care discharges and the
surgical admission wards.

The roll out at YGC is in the planning
stages.

Update in Meeting - Just keep
monitoring and the Committee will be
updated in due course

Action closed on 18.04.24

QS23.129.8 | 19.12.23 | AW to provide update to the Angela June 2024 | The development and implementation
Committee regarding key Wood of the Quality Assurance Framework
recommendations from the Older for Care Homes has given the HB
Persons Commissioner review into greater assurance in relation to the
Care homes across North Wales and 12 key actions from Operation
the newly developed Quality Jasmine and the Older Persons
Assurance Framework (QAF) and how Commissioner reviews. The key
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this develops over the next 12 months. Recommendations and actions for
next 12 months are

* A formal launch of the QAF and
CQSTs

* Continue to work with the
development groups, improving
services for our residents.

» Continue to ensure an equitable
approach to training is delivered for
all

* Annual review of CQSTs to ensure
evidenced based and fit for purpose
* Provide assurance report monthly to
the Patient Safety Group.

* Ensure the QAF is fully
implemented and adhered to across
the IHC’s

* Improve on Dementia services and
support to Care homes

* Develop a quality service
specification for Care homes

* Develop and improve discharges to
Care homes by improving trust
between our Care home providers
and HB services.

» Work towards developing a career
framework for Care homes

» Support the development of a live
quality monitoring/alert IT system
The Quality and Safety Committee
support the continuation and further
development of the QAF and
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associated processes

Update in Meeting — this now forms
part of business as usual

Action closed on 18.04.24

7 QS24.4.2 20.02.24 | To follow up with the Primary Care Phil Meakin | April 2024 | Update in meeting — this links with
Team with regards to consistent previous discussions around Primary
approach, definition and managed care and will pe taken forward in
practices and share outside of the normal reporting
meeting. Action closed on 18.04.24

8 QS24.9.3 20.04.24 | Amend the COB to reflect the change | Phil Meakin | April 2024 | Action completed.
in wording from “Clinical Service of Changes amended as per the
Concern” to Fragile Services/Services attached COB
that the Committee is concerned about

9 QS24.10.1 20.04.24 | Follow up with the Ward highlighted by | Angela April 2024 | Action completed.
the Chair, regarding Oxygen Wood Feedback received and followed up.
Administration. Learning has been identified and

shared.
Action closed on 18.04.24

10 QS24.10.1.2 | 20.04.24 | Share details on oxygen administration | Angela April 2024 | Complete — details shared
numbers and training outside of the Wood Action closed on 18.04.24
meeting

11 QS24.13.1 20.04.24 | To discuss with the Chair her Matt Joyes | April 2024 | Discussion taken place with RWJ and
experience of the Morris ward outside AW. Assurance has been received
of the meeting and follow up on the matter

Action closed on 18.04.24
12 QS24.13.4 20.04.24 | Ensure that the Annual Report of the | Matt Joyes | April 2024 ;Thlias ite(rjn is on the agenda and went
0 Boar
QSE 2024 5|Page
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Ombudsman is on the April Agenda for Action closed on 18.04.24
discussion

13 QS24.16.1 20.04.24 | Follow up on the risk around Managed | Nesta April 2024 | Michelle Greene gave assurances to

Practices Collingridge the corporate risk team that there is a
risk around managed practices and
action plan in place
Action closed on 18.04.24

14 QS24.36.1 18.04.24 | To circulate a structure chart of what Matt Joyes | June 2024 | Structure Chart circulated.
reported into the Quality Delivery Action Completed 18.04.24
Group

15 QS24.39.4 18.04.24 | To organise a separate development | Philippa June 2024 | This meeting took place on 29 May
session on the Quality Report and Peake- 2024
Integrated Performance Report. Jones Action Closed 29.05.24

16 QS24.17 20.02.24 | Change the policy to reflect the change | Nick The Policy has been changed to
from the Executive Director of Graham Director of Environment”.

Workforce to the Chief Executive Closed 22.05.24
Officer.

17 QS23.131.4.4 | 19.12.23 | PM to contact the two new Associate | Phil Meakin | June 2024 | PM has received an update from
Directors of Primary Care to define Director of Primary Care Contracting.
which services are included in Primary Whilst there appears to be no
Care. formally agreed national definition of

Primary Care it can be pure Primary

Care or encompass a wider group to

include Community Services etc.

The national Strategic Programme for

Primary Care covers a wide spectrum

of services and this document has
QSE 2024 6|Page
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been shared with QSE Chair and
members on 30 May 24.

The Director for Primary Care
Contracting has offered to discuss the
point raised at the Primary Care
Board will work the 2 Associate
Directors (who work nationally for
NHS Wales)

18

QS24.48.1

18.04.24

Update the narrative with the rational
as to why risk scores had changed in
the BAF.

Phil Meakin

June 2024

It was agreed by Audit Committee
that the 23/24 BAF would be closed
and a Board workshop will take place
in June to identify the new BAF risks
and unresolved BAF risks will also be
taken into account.

(Since the April Committee the lead
for Cancer Services presented to the
Integrated Performance Delivery
Group on where risks related to
Cancer Services (Chief Executive
was present) and key areas of
concern and focus identified. This
can be added to the final narrative
when the closure of the BAF is
considered)

19

QS24.48.2

18.04.24

Review the Primary and Community
Care risk with Risk owners to look at
disaggregating community from
primary.

Phil Meakin

June 2024

A lead has been identified for a
Community corporate risk and the
draft has been reviewed, this remains
in development and will be presented
to Risk Management Group and

QSE 2024
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approval by the Executive Team. An
update is provided in the Risk
Management paper for June 2024.

20 QS23.101.5 27.10.23 | Further work to be undertaken on Pam July 2024 | Now on the Board Development and
report writing and a Board Cover and | Wenger included in the Corporate
potentially taken to a Board Workshop. Governance Improvement work

21 QS23.131.2 19.12.23 | PM & NC to organise a bespoke Board | Pam June 2024 | Will be done at the Board
Development session aimed to Wenger Development session in July
specifically clarify what a BAF is and
details of each BAF related to each
IM’s Committee and understand risk
Management

22 QS23.131.3.1 [19.12.23 | RWJ to ensure Board advised that Rhian June 2024 | The Integrated Governance
there needed to be more early Watcyn Committee has been scheduled for
intervention to avoid health Jones 06.06.24 where this will be raised.
inequalities.

23 QS24.9.2 20.02.24 | Ensure that when Annual Reports are | All June 2024 | Where Annual Plans were ready, they
received are circulated in a timely responsible have been shared.
manner rather than waiting until the Executives
next QSE meeting.
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Teitl adroddiad: Patient Story —

Report title: Access & Admission

Adrodd i: QSE Committee

Report to:

Dyddiad y Cyfarfod: | 6" June 2024

Date of Meeting:

Crynodeb A patient or carer story is presented to QSE to bring the voice of the
Gweithredol: people we serve directly into the meeting. A short summary is included

Executive Summary:

in the attached paper.

Argymbhellion: QSE is asked to note this report.

Recommendations:

Arweinydd Angela Wood, Executive Director of Nursing and Midwifery
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Assurance level: Significant Acceptable Partial No Assurance

O O O
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darparu'r mecanweithiau
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delivery of existing
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Lefel gyffredinol o
hyder/tystiolaeth o ran
darparu'r mecanweithiau
/ amcanion presennol

General confidence /
evidence in delivery of
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Rhywfaint o
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hyder/tystiolaeth o ran
darparu'r mecanweithiau
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evidence in delivery of
existing mechanisms /
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in delivery
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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
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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.
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Betsi Cadwaladr University Health Board

Access & Admission

Patient Story

| have a problem with my ankle and I've been suffering with it for a while now. The tendon
keeps slipping across the bone causing it to pop out. The more | put weight on my foot the
more it pops out. | am really worried the tendon is going to snap and then | will need an
operation.

| was referred to Orthopaedics clinic in February 2023. | then received a letter for an
appointment at Ysbyty Glan Clwyd on the 26th March 2023, which | attended. The outcome
of the assessment was to have further investigations and possibly have cortisone injections.

| was told | would receive my next appointment in about three months. | then waited a further
seven months and still did not hear anything. | felt like | was left in the dark waiting for an
appointment. | hadn’t heard anything so | thought | best phone up the department to enquire.
| was told that they were working on clearing the back log of patients and that | was on a list,
but they did not know what to do with me as they don't offer that treatment in that department.

| was told to go back to my Doctor to be referred again, and be at the bottom of another
waiting list not knowing when | would be seen. | was really annoyed by this response as by
now | had been suffering for 12 months and in daily pain. | am very distressed and
disappointed with this and feel this is very unfair as this should have been explained to me
seven months ago. | had to ring the service to get this update.

| am really struggling on a daily basis and do need further treatment. | like to walk with my
wife and my dogs, but at times | do struggle with this. | can no longer walk long distances. |
have been given insole shoe support which helped however it does restrict what types of
shoes | can wear.

| contacted the Patient Advice Liaison Service (PALS) asking for help and advice on what
to do next, as | didn’t know who to go to for help. Throughout my time waiting to be seen |
was not given any information on waiting times or what would happen now | am on a waiting
list. | did not receive any information on how to look after myself and my condition whilst
waiting to be seen. | am a self-employed window cleaner and this is affecting my ability to
work.

| just want to know where | am on the waiting list and for it to get it sorted quickly so it doesn’t
snap.

Key Messages

The storyteller highlights the lengthy wait he is experiencing.

The storyteller highlights the impact waiting for treatment is having on his physical health.
The storyteller poor communication whilst he has been on the waiting list to be seen.

The storyteller describes not knowing who to go to for help whilst on the waiting list.

The storyteller describes not being offered any support to manage his condition whilst
waiting to be seen.



Summary of Learning and Improvement

The storyteller shares his experiences of being on a waiting list to receive treatment, and
the impact this has had on his health and ability to work. The storyteller describes not
knowing who to go to for help whilst on the waiting list and not being offered any support to
manage his condition whilst waiting to be seen.

From April 2024 the Health Board is introducing the 3P’s programme (Promote, Prevent,
Prepare) introduced by Welsh Government Policy to empower people waiting for treatment
to optimise their health and well-being. Initially the focus for the Health Board will be on the
volume of patients waiting excessive periods of time to either be seen or treated.

The aim of this programme is to empower patients through improving communication
channels and keeping them informed whilst waiting for treatment. In addition to this, the goal
is to challenge the ‘traditional’ relationship patients have with their health through
empowering them to take responsibility and sharing decisions about their health.

The principles underpinning the 3P’s programme include;

« Keeping people informed throughout their health care pathway

e Informing and empowering people to share the decision making regarding their
health

o Ensuring that care that is individualised based on their needs

o Ensuring that people’s needs are seen as a whole, in a holistic manner

o Data is utilised to learn and improve services that people use for their health

The Health Board has no dedicated Single Point of Contact (SPOC) for patients to access,
they currently tend to call the consultants’ secretary or booking team, who may then direct
them onto other departments. Patients are often left feeling frustrated at having
being passed around the system. This is often highlighted within the complaints patients
make. From April 2024, the Health Board will be implementing a single point of contact for
people to access information and support following referral to specialist secondary care.

The 3P’s programme will be able to support the patient pre-treatment by easing the
information process through signposting to a robust directory of community and NHS
resources. A Task and Finish Group has been established to help set up the single point of
contact service for patient to access information and support following a referral to specialist
secondary care. The task and finish group is led by the Self Care Team, ensuring it is
robustly connected to existing services including PALS. The aim of the single point of contact
is to improve patient and carer experience by putting patients at the centre of their care and
decision making.

Welsh Government has developed a Patient Charter called ‘Promote, Prevent and Prepare
Services Charter’ outlining what patients can expect from Promote, Prevent and Prepare
services. The Health Board is engaging with patients who have contacted PALS with
enquiries around waiting times for planned care. Patients will be asked to review the charter
and to add promises to this.

A Task and Finish Group has been established to looking at Patient Experience Reported
Measures (PREMS) and Patient Reported Outcome Measures (PROMS). A programme of
feedback mechanisms has been agreed including the capturing of patient feedback through
the All Wales Real Time Feedback Survey through the Civica Feedback System, and the
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collection of data via the all Wales agreed combined PREMS and PROMS once it becomes
available linked to WPAS. A programme of involvement activity has been agreed with PALS,
including a series of Care 2 Share Discovery Interviews with patients at week 4, week 8 and
week 12 into the project where learning and opportunity for improvements will be identified
and implemented.

In implementing this programme, it is split into two phases;

1. Phase 1 — To standardise the 3P’s offer across Wales and ensure equity of access
to services for the people of Wales. From April 2024, the service will go live
supporting Orthopaedic patients who are on or entre waiting lists.

2. Phase 2 — Embed the model as business as usual and extend the scope of the model
supporting all patients on waiting lists to maximise integrated approaches across the
health and care system to deliver seamless support to the people of Wales.

Patients on waiting lists will have access to Education Programmes for Patients (EPP
Cymru) health and wellbeing courses led by the Self Care Team that are free and aimed at
adults who are living with or caring for someone with a long term health condition. There are
a number of courses available to suit a variety of patients and needs such as a living with
persistent pain course available that may be of benefit for the storyteller.

Two patients who are on current Health Board waiting lists for treatment have taken part in
a pilot of the 3 P’'s Programme. Please see below is feedback of their experience accessing
the 3 P’s Programme:

e ‘I am doing this as a pre-op request to find details and time scales of an operation
that | am waiting for. | am disappointed in the long delay, and the risk that | carry until
then’.

e ‘Having this option and service when first being diagnosed instead of being left to
look for answers and info myself and this would have prevented the denial of the
diagnosis and would have helped me cope better’.

e ‘| felt listened to and encouraged to move at my own pace. She was aware of my
feelings of overwhelm and acknowledged this. She made small suggestions that
helped me to be in control of the decisions. | wished | had had this counselling when
first diagnosed as | was just left to deal with the emotions of the diagnosis’.

The Patient and Carer Experience Team extend their gratitude and appreciation to the
storyteller for sharing their experience.
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QSE Committee — Quality Report

Report title:

Adrodd i: QSE Committee

Report to:

Dyddiad y Cyfarfod: | June 2024

Date of Meeting:

Crynodeb This report provides the Committee with assurance, underpinned by analysis, on
Gweithredol: significant quality issues alongside longer-term data and information on the

Executive Summary:

improvements underway

Argymhellion: The Committee is asked to note this report
Recommendations:
Arweinydd e Angela Wood, Executive Director of Nursing and Midwifery
Gweithredol: e Dr Nick Lyons, Executive Medical Director
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Report Author: Patient Experience and Chris Walker, Head of Safeguarding, Rebecca
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o Patient Safety Section: Chris Lynes, Deputy Director of Nursing (Patient
Safety) and Tracey Radcliffe, Head of Patient Safety
¢ Clinical Effectiveness Section: Dr James Risley, Deputy Medical Director
(Clinical Effectiveness), and Joanne Shillingford, Head of Clinical
Effectiveness
o Healthcare Law and Regulation Sections: Matthew Joyes, Deputy Director
of Quality, Erika Dennis, Quality Assurance and Regulation Lead Manager and
Debbie Kumwenda, Healthcare law Lead Manager
Pwrpas yr I'w Nodi | Benderfynu arno Am sicrwydd
adroddiad: For Noting For Decision For Assurance
Purpose of report: O O
Lefel sicrwydd: Arwyddocaol Derbyniol Rhannol Dim Sicrwydd
Assurance level: Significant Acceptable Partial No Assurance
O O |
Lefel uchel o Lefel gyffredinol | Rhywfaint o Dim
hyder/tystiolaethoran | o hyder/tystiolaeth | hyder/tystiolaeth
darparu'r hyder/tystiolaeth | o ran darparu'r orany
mecanweithiau / o ran darparu'r mecanweithiau / | ddarpariaeth

amcanion presennol mecanweithiau / | amcanion

amcanion presennol No confidence /
High level of presennol evidence in
confidence/evidence in Some delivery
delivery of existing General confidence /
mechanisms/objectives | confidence / evidence in

evidence in delivery of

delivery of existing

existing mechanisms /

mechanisms / objectives

objectives

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:

There is confidence in the data provided in the report however, the pace of learning and improvement
remains an area of concern and is a key focus of work. This is being addressed through a range of measures
including the actions aligned to Special Measures and the Board Assurance Framework.

Cyswlit ag Amcan/Amcanion Strategol:
Link to Strategic Objective(s):

Outcome 4 - Improved access, outcomes and
experience for citizens




Outcome 5 - Recognition of BCU as a learning
and self-improving organisation

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

The Duty of Quality is a statutory requirement
under the Health and Social Care (Quality and
Engagement) (Wales) Act 2020.

The statutory duty of quality requires the decision-
making processes by the Health Board take into
account the improvement of health services and
outcomes for the people of Wales — the duty also
includes new Health and Care Quality Standards.

Instances of harm to patients may indicate failures
to comply with the NHS Wales standards or safety
legislation.

Yn unol @ WP7, a oedd EqlA yn angenrheidiol aca | N/A
gafodd ei gynnal?

In accordance with WP7 has an EqIA been

identified as necessary and undertaken?

Yn unol a WP68, a oedd SEIA yn angenrheidiol ac | N/A

a gafodd ei gynnal?
In accordance with WP68, has an SEIA identified
as necessary been undertaken?

Manylion am risgiau sy'n gysylltiedig & 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)

BAF-SP18 and CRR-24-04 — Quality, Innovation
and Improvement

Goblygiadau ariannol o ganlyniad i roi'r
argymbhellion 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 6l
ymgynghori

Feedback, response, and follow up summary
following consultation

N/A

Cysylltiadau a risgiau BAF:

(neu gysylltiadau &’r Gofrestr Risg Gorfforaethol)
Links to BAF risks:

(or links to the Corporate Risk Register)

BAF-SP18 and CRR-24-04 — Quality, Innovation
and Improvement

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:
1. QSE Committee Quality Report




QSE Committee — Quality Report — June 2024

INTRODUCTION

For the NHS in Wales, quality is considered to be 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, Patient and Carer
Experience and Clinical Effectiveness. This reflects the organisational management arrangements
for quality leadership in the Health Board.

The Healthcare Law and Regulation Report has now been included in this report (which was
previously a separate report).

An Integrated Quality Dashboard is in development as outlined in the last report. Technical
development, testing and data validation is underway. The Dashboard will be made available in May
as this work is now complete.



PATIENT SAFETY

| PATIENT SAFETY INCIDENTS |

Oxygen ‘no flow’ incidents continue to occur in the Health Board when using CD cylinders. A
further incident has occurred in Ysbyty Gwynedd in mid-April. Further actions taken to support
mitigation are:

e ‘Feel the flow’ - Point-of-use reminders - Tie-on labels produced by the Patient Safety Team
for O2 cylinders — reminding staff to ‘feel the flow’ i.e., to confirm oxygen is flowing.

e Further internal alerts disseminated regarding the CD oxygen cylinders confirming the role
limitations of Health Care Support Workers, the requirement of a Registered Healthcare
Professional to administer oxygen and the need for a second checker.

e E-learning package under development.

e Transfer policy which incorporates the transfer checklist progressing with an aim for
completion next month.

The Executives considered a paper in March regarding new ‘Digital cylinders’ and the Health Board
is reviewing the national position.

BOC (manufacturer) are developing a new ‘single control’ cylinder which would address most risk
issues and a prototype demonstration is expected in May 2024 with an expected launch date of Q2
2025.

Following an inquest that concluded on 10th May 2024, the Coroner has issued a Prevention of
Future Deaths (Regulation 28) to BOC expressing concerns that the CD Oxygen cylinders
manufactured by them which, it is understood, supply most if not all Health Boards in Wales (under
procurement processes) are unsafe for use in heightened / pressurised situations in that it is not
overtly clear how the cylinders are to be operated with the confusion of the two valves.

Patient Falls

The following falls were reported in March/April 2024:

Fall's Total

Low 511
None 130
Moderate 115
Severe 4
Total 760

The Improvement Plan following the Health and Safety Executive (HSE) Notification of Contravention
(NOC) is being progressed and monitored through the Strategic Falls Group. The HSE have
intimated that the Health Board response to the NOC is with their legal team, and we expect to hear
back on the decision in June 2024.

The second Health Board desktop review for the improvement plan was undertaken on 18th March
2024 Led by the Executive Director of Nursing and Midwifery with the aim to review progress and
support against the actions within the overarching improvement plan which includes actions following
HSE notice, Internal Audit review and KPI’s for the National Audit of Inpatient Falls. The next meeting
is scheduled at the end of May 2024 to include the wider Multi-Disciplinary Team.

Selected actions identified and also discussed in the strategic inpatient falls group are specifically
around agency induction, training, risk assessments and post falls management.



There has been a dip in compliance for part 1a and 1b training due to a number of staff requiring
renewal at the same time. There has been an improvement in terms of overall compliance for moving
and handling, but it remains below expectation, this has been escalated to IHC/Divisional directors
to improve compliance.

Peer reviews have been monitoring quality of risk assessments and the patient safety team are
conducting spot checks of the Risk Assessments on the acute wards. Some areas are also
conducting spot checks via the Weekly Harms Meetings.

Pressure Ulcers

The following pressure ulcers were reported in March/April 2024:

HAPU None Low Moderate Severe Total
Pressure ulcer category 2 30 474 54 0 558
Suspected deep tissue injury 10 172 24 0 206
Pressure ulcer category 3 7 50 118 0 175
Unstageable pressure ulcer 2 28 81 1 112
Pressure ulcer category 1 11 44 5] 0 ol
Device-related pressure ulcer category 1

(d) 0 6 1 0 7
Pressure ulcer category 4 0 0 3 7
Device-related pressure ulcer category 2

(d) 0 6 0 0 6
Device-related suspected deep tissue

injury (d) 0 2 0 0 2
Total 60 782 288 4 1134

As part of the Improvement Plan, there will be an implementation of a change to the Datix system
Health Acquired Pressure Ulcers (HAPU) report to incorporate Tissue Viability Nurse (TVN) referrals
as this has been identified as a theme within incidents. The HAPU Lead and Patient Safety Team
are in the process of implementing a trial of a prompt for TVN referral/review on Datix. Thus, when
an incident is reported as moderate and above, it will notify the TVN and administration team. This
was progressed through the Development Request Process at the Quality Systems Group meeting
in February 2024. The Once for Wales team have confirmed that it requires initial approval with All
Wales Tissue Viability Nurses Forum; a request has been made for discussion at the AWTVN March
meeting and the Health Board is awaiting the outcome.

Mandatory Training for pressure ulcer prevention has been approved by the Executive Director of
Nursing and Midwifery and is going through the approvals process, to be rolled out across BCUHB
in 2024.

Analysis of the reported data across all IHCs demonstrates increased incident reporting of HAPU —
common themes still include:

e Delays in moving patients into the Emergency Departments in times of increased demand.

e Sourcing of pressure relieving mattresses.

e Correct classification of pressure Ulcers — wound photographs required as part of the TVN
referral.

e Purpose T completion including inconsistencies of regular skin inspection and
documentation.

The HAPU lead nurse is supporting action from learning from the National Reportable Incidents
outcome forms in addition to in the capture and management of themes arising through engagement



and 1:1 meeting with individual leads and clinical Teams (via local Harm Meetings) to highlight,
review and focus actions in line with Health Board Improvement Plan.

Incident Management

Following the escalation letter sent on 2nd February 2024 from Executives to IHCs/Divisions
regarding the focused intervention on the Management of Concerns and Incidents, an update report
on their current position on all open incidents to include Nationally Reportable Incidents and Never
Events has been provided.

The report included:

e The numbers of all open incidents within their area by working day and severity.
¢ The handlers with the highest number of open incidents.
e Overdue NRI position against trajectories.

A request has been made for an improvement plan to address the open incidents and overdue NRI'’s.
This will be monitored during the Weekly Concerns Improvement Meeting and in the Patient Safety
Group.An executive escalation has been undertaken to support the complaints recovery with
fortnightly meeting being held with the Executive Direcor of Nursing and the Chief Executive,
attended by IHC and Divisional Directors.

In addition, all handlers who have open incidents will receive automatic reminders every 2 weeks
from the Datix system for their attention, which will be one email with the detail in and not an email
per incident. This should act as an aid to review, action and close incidents in a timely way.

NRI themes/learning

In the months from 15t March to 30" April 2024, 30 National Reportable Incidents (NRIs) occurred,
and 55 notifications were submitted, including combined notification / outcome forms. The difference
relates to incidents occurring in prior months e.g. Health Care Acquired Pressure Ulcers or fall with
harm that have been awaiting outcomes from harms meetings. The total number of NRI
investigations that were open as of end April 2024 is 94, of which 32 were overdue closure with NHS
Wales Executive. This is down from the last report on 5" March where there were 109 open. 70 NRI
Outcomes forms were sent during March and April, of which 25 were for combined forms relating to
HAPUSs/ falls, and the remaining 45 were outcomes forms for all other incident categories.
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The main themes of the learning from closed incidents during March and April 2024 were related to
infection prevention, the need to follow correct checking processes to prevent never events and
appropriate monitoring of follow up and/or investigations for patients care and treatment. A more
detailed review of these cases is included in the private section of the Committee papers due to
potentially identifiable information.

The main themes from the learning from incidents (those not falls and Healthcare Acquired Pressure
Ulcers) relate to a lack of following agreed procedures and the need for robust patient pathways.

Examples of learning actions from submitted reviews:

e Development of a Standard Operating Procedure for the Management of Dermatology
Urgent Suspected Cancer.

e Actions aimed at improved communication between teams and services.

e Peer review by outsourcing company on published reports to establish data accuracy and to
identify any issues for learning. The report is now shared with Radiology Services on a
quarterly basis.

¢ Timely treatment of sepsis.

¢ Review of Ophthalmology waiting list process and change introduced regarding use of Do
Not Defer (DND).

BCUHB/WAST Incidents and learning

The Health Board currently has 92 open incidents in relation to WAST/BCUHB varying from intra
hospital transfers, Ischaemic limb to appendix B’s owing to inability to send an ambulance to a 999
call in a timely fashion.

Learning from Regulation 28’s, an element that has been highlighted on multiple occasions is the
inability to present a joint approach when reviewing harm. Terms of Reference have been developed
to support reviews with clear governance going forwards to support both internal and external
concerns. The reviews will run parallel with the Mortality Group to ensure shared learning.

The number of declined immediate releases continues to raise concern in comparison to the all-
Wales position, whilst the Health Board maintains a 100% compliance for red requests, Amber 1
requests remain <50%. A full review of the immediate release process is being undertaken with
requests from IHCs for feedback to support an all-Wales review.

PATIENT SAFETY ALERTS

There are no outstanding All Wales patient safety alerts.

There are two alerts not issued by the NHS Wales Executive and therefore compliance is not
required for submission. However, the Health Board are still collating compliance as good practice.

e MDA/2023/03 / NatPSA/ 2023/010/MHRA - Medical beds, trolleys, bed rails, bed grab
handles and lateral turning devices: risk of death from entrapment or falls.
e NatPSA_2024_001_DHSC - Shortage of GLP-1 receptor agonists (GLP-1 RA).

| SAFEGUARDING |

The Safeguarding and Public Protection Team provides oversight and organisational assurance in
relation to the Health Boards statutory duty under the Social Service and Wellbeing (Wales) Act 2014
and Wales Safeguarding Procedures 2019, the Deprivation of Liberty Safeguards (DoLS) and the
Mental Capacity Act (MCA) 2005. The activity includes key actions and activities to ensure that the
Safeguarding and Public Protection agenda remains paramount to service delivery across BCUHB.
Safeguarding reports throughout the organisation in accordance with the Safeguarding Reporting
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Framework. This framework reinforces organisational engagement, reporting and escalation by the
Safeguarding Governance and Performance Group (SGPG), and key Forums and Committees.

Safeguarding Governance Update

A review of the SGPG membership is underway to ensure safeguarding reporting and governance
is in-line with the Health Boards organisational framework. The last SGPG was cancelled at short
notice due to the high number of apologies and this was reported into QDG. However, Health Board
Safeguarding documents were distributed amongst the members for approval and information:

e SA05 TRAUMA Risk Management SOP, 7 Minute Briefing & EqlA
e RAD34 SOP Undertaking Imaging of Suspected Inflicted Injury (formally NAI)

Safeguarding Quality Assurance for Reviews

The Health Board Safeguarding and Public Protection Team has developed a Quality Assurance
Group covering Child Practice Reviews (CPR), Adult Practice Reviews (APR) and Domestic
Homicide Reviews (DHR). The group monitors review activity across North Wales to ensure that
BBCUHB are able to offer assurances in terms of identified learning.

The Quality Assurance Group meets monthly to:-

Identify early learning for the health board and agree any necessary actions

Identify any challenges/drift within the process

Identify and share good practice to support learning

Capture key themes and trends to support future actions

Capture agreed data

Respond to any triggers for internal escalation to the Director of Safeguarding and Public
Protection

e Group members are responsible for disseminating information to the Safeguarding and
Public Protection Team, and the wider organisation as appropriate as well as auditing the
group function.

Key functions include:-

Incorporating identified learning into relevant training packages

Developing relevant 7 Minute Briefings

Influencing internal and local policy, procedures and guidance

Ensuring timely escalation and sharing of information

Communication of learning and information across the Health Board

Developing expertise in the engagement with and function of CPR/APR/DHR’s

Working in collaboration with the Safeguarding Policies and Procedures Task Group to
ensure learning is included in Health Board policies and procedures

e Ensuring the Health Board Safeguarding webpage accurately reflects CPR/APR/DHR
learning

Through the above activity the Quality Assurance Group acts as an exemplar of multi-agency
learning and embeds an effective foundation for learning.

Safeguarding Activity

Safeguarding activity is shared weekly and monthly with respective Health Board services. Activity
is then scrutinised at monthly Integrated Health Communities (IHC’'s) and Mental Health and
Learning Disability (MHLD) Safeguarding Forums to allow for assurance and governance in relation
to concerns raised and actions taken. The Safeguarding Forum is held monthly across IHC’s and
MHLD services. The Forum is accountable to the in full SGPG Group and ultimately to the QDG and
the QSE. IHC and MHLD Nurse Directors and Medical Directors are accountable for the



Safeguarding function and reporting arrangements within their areas of delegated accountability and
responsibility. The purpose of the Safeguarding Forum is to ensure Safeguarding practices within
the geographical area of responsibility are not only implementing the strategic safeguarding agenda
set by the group and ultimately the Board, but are also actively engaged in the wider safeguarding
agenda including reporting, auditing and evaluating practice.

Safeguarding Training Data

Safeguarding training has improved across the organisation during 2023-24 in all areas. The latest
information highlights the majority of IHC’s and other services are compliant with the training. Some
areas require further support and input. This was highlighted at QDG in May with an agreed action
to be taken to engage in further activity to support training compliance.

Safeguar | Safeguar | Safeguar | Safeguar
ding ding ding ding
MCA MCA Adults Adults Children Children | VAWD

Staff Level 1 | Level 2 Level 1 Level 2 Level 1 Level 2 ASV

Health Economy

Corporate Services 12975 72.6% 69.6% 76.4% 73.3% 76.0% 73.0% 65.5%
Health Community Centre (HCCX) 5525 85.3% 87.1% 88.5% 89.7% 88.7% 89.9% 79.0%
Health Community East (HCEX) 5541 86.1% 86.0% 90.6% 89.3% 90.7% 89.5% 82.8%
Health Community West (HCWX) 4449 86.4% 87.3% 90.3% 90.8% 90.7% 91.4% 78.9%
Integrated Clinical Delivery - Primary

Care (ICDP) 754 83.0% 84.2% 83.8% 84.9% 85.0% 87.0% 80.0%

Integrated Clinical Delivery -
Regional Care (ICDR) 1609 84.3% 84.9% 88.1% 87.9% 86.6% 86.9% 79.6%
Mental Health & LDS (MX00) 2179 91.9% 92.0% 94.1% 93.9% 94.1% 93.7% 87.3%

Midwifery and Womens Services

(WXXX) 827 87.9% 88.0% 90.1% 90.3% 94.0% 94.3% 77.8%
Total 33859 81.1% 80.2% 84.7% 83.5% 84.7% 83.6% 75.0%

| INFECTION PREVENTION AND CONTROL |

In comparison with other Welsh Health Boards, BCU finished 2023/24 1st for MRSA, 2" for
Klebsiella and MSSA, 3 for Pseudomonas and 4t for E.coli and C. diff.

CPE - an outbreak of 2 patients has been declared on a Ward at YGC: 2 patients linked, one
transferred to a bay on Holywell Community Hospital before result known. All contacts
screened and negative to date.

A measles case has been diagnosed from a patient visiting ED in WM. IP are working with
Public Health and Health Protection to trace and risk assess contacts.

Other infections: COVID-19 overall numbers remain low. Norovirus numbers and outbreaks
have reduced, Influenza case numbers have reduced. Cases of B pertussis continue to
increase: there were 40 cases 2023/24 compared to 1 the year before.

SBAR on Gram negative blood stream infections: discussed with Angela Wood and agreed
to obtain further information from IHCs on their progress with the recommendations to be
able to present a more detailed assessment to the Executives and be more specific with what
is required.

SBAR presented on Standards for the Identification, Management and Treatment of Clinically
Significant Antimicrobial Resistant Organisms (CSARO): there are 3 main areas rated red
above that require additional resource for BCU to comply. These are:

- Additional side rooms (preferably ensuite) are required in YG and WM.




- Additional Facilities staff are required to meet all of the requests for enhanced cleaning and
high level disinfection (HLD) related to patients, incidents and outbreaks associated with
CSARO and decant facilities need to be identified and ring-fenced in each acute site, to
enable HLD to occur.

- Increased medical support for the Antimicrobial Stewardship Group and the Antibiotic
Resistance Group along with further education and training for staff in antimicrobial
stewardship.

e Metis machines: these high level disinfection machines are still not in use due to further
electrical concerns and there are no proactive HLD programmes taking place due to site
pressures and escalation of all available beds / decant areas. A meeting is to take place this
week with the manufacturers to try and resolve the outstanding issues.

e Capital programme budget reduction: only £100k allocated to Estates this year for ‘Safe
Clean Care’ so there will be minimal improvements seen this year.

¢ Only one NRI relating to infection prevention was reported for the period. This related to a
COVID-19 outbreak in a ward in Mold Community Hospital in August 2023. Five patients and
one member of staff were involved (who was thought to be the index case; she had felt unwell
but not had any respiratory symptoms while at work). Patients with symptoms were separated
from others and reviewed by the doctor. The infection prevention team supported and
advised the staff, and the outbreak was quickly brought under control. Infection prevention
practices in hand hygiene, the use of PPE and commode cleaning were found to be good.

OTHER PATIENT SAFETY CONCERNS AND IMPROVEMENTS

Nosocomial Covid-19 Project (NNCP)

The project ended on 31st March 2024, with disbandment of the team. Original caseload of 3539
cases were reviewed including 671 deaths.

¢ Allinvestigations have been uploaded to Datix and closed.

e Learning report finalised by the Quality Analyst and submitted to the National Programme
Team.

e End of Programme Report and checklist completed and sent to the National Programme
Team.

There are currently 4 cases referred to Legal and Risk to determine the extent of any qualifying
liability. All 4 cases are aligned to an outbreak in Morris Ward (Wrexham Maelor Hospital) which was
closed to admission on 17th July 2020 following a cluster of cases of Covid-19. A contributory factor
to the outbreak was due to wandering patients making social distancing difficult and potentially
resulting in environmental contamination. Unfortunately, it has not proved possible to determine the
index case for this outbreak.

An improvement programme based on the learning from the reviews will be carried forward via the
Patient Safety Team.
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PATIENT EXPERIENCE

COMPLAINTS

Between February, and April, 2024 the Health Board received 446 complaints.

Nov,23 Dec,23 Jan,24 Feb,24 Mar,24 Apr,24
50 51 79 103 148 195

The majority of the complaints related to Secondary Care Services. The top three complaints areas
remain the same from the last report relating to:

e Surgery, Anaesthetics and Critical Care (255)
e Emergency Care (87)
¢ Medicine (74)

Broken down by themes as follows

Surgery, Anaesthetics and Critical Care 255
Delay/Lack of treatment or Assessment 163
Delay in appointment/waiting time/transport 41
Reaction to procedure/ treatment 16
Incorrect/insufficient treatment or Assessment 11
Communication with patient/service user 10
Attitude/Behaviour of Clinical Staff
Delay/Lack of diagnosis

Emergency Care 87
Delay/Lack of treatment or Assessment 53
Incorrect/insufficient treatment or Assessment 14

Inappropriate/unsafe discharge

Incorrect diagnosis

Delay/Lack of diagnosis

Lack of assistance with patients personal hygiene - bath, teeth, toilet
Attitude/Behaviour of Clinical Staff
General care and respect

NINININ | |

Medicine 74
Delay/Lack of treatment or Assessment 45

Incorrect/insufficient treatment or Assessment 16

Delay/Lack of diagnosis

General care and respect
Attitude/Behaviour of Clinical Staff
Communication with family

NN U,

At the end of April, there were 643 total open complaints.
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361 of the 643 total open complaints (56%) related to Delay/Lack of
treatment/Assessment/Diagnoses/Appointments.

Of the 643 Open complaints, 312 complaints were Grade 1 and 2 (48.5% of the total number of
open complaints) highlighting opportunities for improved performance.

At the end of April, there were 420 overdue complaints in total of which 224 complaints were Grade
1 and 2 (563.3% of the total number of overdue complaints — 420)

The contributing factors to an increased number of complaints is due to the number of planned
care complaints received, staffing pressures within the Integrated Health Communities and within
the Patient and Carer Experience Department.

Breaking this down further by the 3 main IHC’S, to which as of the end of April, owned 548 of the
643 total open complaints

Length of Time IHC Central IHC West IHC East
<=1 Month 51 49 48
Over 1 Month 54 31 33
Over 2 Months 26 29 21
Over 3 Months 22 25 7
Over 4 Months 20 14 11
Over 5 Months 18 14 15
Over 6 Months 6 1 23
Over 7 Months 6 2 4
Over 8 Months 11 1

Over 9 Months 1
Over 10 Months

Over 11 Months 1
Over 12 Months 1

Grand Total 218 166 164

Each Integrated Health Community (IHC) has adopted a weekly Putting Thing Right Meeting to
manage the progress of complaints received. The Complaints Team have developed a suite of data,
to inform performance against trajectories to reduce the number of overdue complaints. Additional
scrutiny is provided by a weekly performance meeting, and a bi weekly meeting with the CEO.

The IHC’S / Divisions supported by the complaints team have adopted a targeted approach to
complaint management to ensure that new complaints are closed within the 30-working day
timeframe, streamlining the approvals process, ensuring that those due to “trip over” to overdue are
prioritised to ensure that deadlines are met.

The number of complaints closed between February, 24 and April, 24 was 577 complaints.
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5 12 19 26 4 11 18 25 1 8 15 22 29
Feb | Feb | Feb | Feb | Mar | Mar [ Mar | Mar | Apr | Apr [ Apr | April | April
27 45 24 23 33 29 37 32 55 51 78 68 75

Overall: Complaints received — 446, with Complaints closed 577 resulting in a positive variance of
131.

PATIENT FEEDBACK

Within the reporting period 1st February 2024 to 30" April 2024, the Patient Advice and Liaison
Service (PALS), logged 1564 cases. 1334 of those were enquiries, 198 were compliments and 32
were suggestions. The key themes identified from PALS enquiries within this reporting period, which
are consistent with the top three areas of complaints, include:

¢ Delays in appointments/ waiting times
e Delay/lack of treatment or assessment
e Communication with family

The Patient Advice and Liaison Service continue to work with Integrated Health Communities and
Specialist Services to identify and support areas where there is an increase in the number of PALS
enquiries, with the aim to encourage local resolution to concerns or enquiries.

From 1st February 2024 to 30" April 2024, 13,077 All Wales Real Time Feedback survey responses
were received via the Civica feedback system.

Key findings from the real-time survey feedback include:

81.13% of respondents were satisfied with their overall experience

80.53% of respondents were always given all of the information needed

83.62% of respondents always felt listened to

80.27% of respondents felt that staff always took the time to understand what mattered to
them as a person and took this into account when planning and delivering their care.

Please find some positive comments regarding patient and carer experience from the reporting
period;

¢ “| would like to say a big thank you to the Betsi Cadwaladr NHS service. A week ago, one of
my grandchildren had a fall in our garden, | drove him straight to ED and he went straight
through as the 999 operator had already let them know. He was x-rayed and assessed for
emergency surgery which took place only 2 and a half hours after we arrived. Every member
of staff that helped were fantastic. | can’t thank you enough. You really have wonderful people
working in your teams”

e “Since my referral, | have been so impressed with the pre-hab team at Wrexham. | received
friendly and welcoming phone call arranging my appointments which put me at ease during
this stressful time. | received a thorough assessment that tailored my exercise programme,
expert diet advice and supportive psychological training and help which have prepared more
than what | could achieve myself for my operation. The team have gone the extra mile to
support me and | can’t thank them enough”

Between 15t February 2024 — 30" April 2024, 106 All Wales Real Time Emergency Department (ED)
Feedback survey responses were received via the Civica feedback system. Response rates remain
low and the Patient and Carer Experience Team are working with Heads of Nursing and Emergency
Quadrant staff to improve the feedback response rate, so that patterns and trends and associated
learning can be identified, and a sufficient improvement plan put in place. The Patient and Carer
Experience Team are progressing the implementation of SMS feedback surveys to patients who
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have attended the Emergency Department this will offer patients the opportunity to provide feedback
on their recent experience following their visit to ED.

Key findings from the All Wales Emergency Department Real-time Feedback Survey include:

e 91.53% of respondents felt from the time they needed to use this service they waited much
too long

46.23% of respondents felt they were sometimes well cared for

21.90% of respondents always felt listened to

15.09% of respondents always got assistance when needed

20.75% of respondents always felt things were explained in a way that they could understand.

The Patient and Carer Experience Team have been supporting Cancer Services embed Civica All
Wales Feedback System. All ‘tumour sites’ are now mapped to CIVICA feedback system to provide
the opportunity for patients and carers to give feedback. All tumour sites now receive monthly data
reports which allow staff to demonstrate direct listening and learning from patient feedback. Further
collaborative work is being undertaken with Cancer Services and the Patient and Carer Experience
Team to understand their feedback data and to drill down on data identifying areas of improvement.

The Mental Health and Learning Disability Service (MHLD) are working with the Patient and Carer
Experience Team to undertake a piece of work to increase patient feedback across all services. To
ensure the patient feedback received reflects all service areas across North Wales, all MHLD
services are being mapped to the Civica Feedback system and will receive monthly data reports.
MHLD Services will be the first Specialist Service/l[HC to have all service areas receiving real-time
patient feedback on a monthly basis. Staff at the Hergest Unit run a fortnightly ‘Feedback Friday’
with PALS Officers to allow patients the opportunity to share their experiences and feedback with
staff. An example of patient feedback received from the Feedback Friday event acknowledges how
lovely staff were with them and that they “couldn’t be faulted” with the care provided.

Patient Stories

Within the reporting period 7 patient stories were captured and shared with relevant services to
identify learning and share good practice.

Collection of Vascular experiences
Internationally Educated Nurses

Orthopaedics — access and admission
Orthopaedics — waiting times

Dermatology — delays in treatment

Access to the canteen by a patient with Cannula
Community Stroke Prevention Team.

The Patient and Carer Experience Team supported the Vascular Service by contacting 40 patients
to capture their experience of the service. The patient experience information shared helped inform
the Vascular Service review.

OTHER PATIENT EXPERIENCE CONCERNS AND IMPROVEMENTS

Small Business Research Initiative (SBRI) Patient Communication Project

The SBRI Patient Communication pilot funded by Welsh Government is live in Ysbyty Glan Clwyd
on wards 1 and 9 and Glaslyn, Prysor and Ogwen Ward within Ysbyty Gwynedd The aim of the
project is to improve communication between the families and key contacts whilst their loved one is
in hospital. Staff provide written and verbal daily updates using a digital portal that supports text
messaging and voice notes. The uptake of the pilot has been slightly slower than anticipated due to
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lack of patient/relative uptake and ward acuity impacting and staffing on the ability to provide daily
messages e.g. Ward 9 had a flu outbreak so had to pause.

The pilot will continue until 14 June 2024. The Patient Advice and Liaison Service are engaging with
relatives to capture their experience of using this system to understand if this has helped improve
communication between the wards and relatives. To date, feedback from relatives has been positive.
Examples of feedback provided by relatives who have used the system in Ysbyty Glan Clwyd have
been submitted as follows;

o ‘Excellent. Service was beneficial, it worked well. Would absolutely use the service again’
(Ward 9).

e ‘It was easy to use and | would recommend it to a friend. | received good quality messages
and | found it useful. It reduced the amount of times | had to phone the ward and it gave me
the information | needed’ (relative Ward 9).

e ‘Really good way of communication. We live far away. Good quality of messages and it
reduced the amount of times | called the ward. | would recommend service. Worked really
well and simple’ (Ward 1).

o ‘lliked it and | felt positive about it. | sent messages and received responses sometimes. |
think there is room for improvement. Didn’t get everything | wanted to know at times. | think
the idea is excellent. Good quality messages. | was happy with it and was well educated well
on the system. Very user friendly. | would use it again and | would want it if | was a patient
(Ward 1°).

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. Within the reporting
period 19 patient information leaflets were reviewed by the Readers Panel. Examples of patient
information leaflets reviewed include:

e |BD — Managing Breathlessness
e IBD — Managing your energy
e Cancer Services — Blue Folder information

Ongoing work continues to support the Radiology Service who are reviewing all their patient
information documents, including patient letters and patient information leaflets to ensure consistent
information is being given to patients across North Wales. Cancer Services have reviewed all of
their patient information contained in a ‘blue folder’ that is given to all patients who receive a cancer
diagnosis. The aim of the review was to improve the quality of information given to newly diagnosed
patients and to produce information in an accessible format for all patients to access.

The Patient and Carer Experience Department is improving the way it communicates with customers
by improving access to its services and the quality of information available online. To support the
website improvement work 22 patients who had recently contacted PALS via the internet for support
were interviewed. Patient feedback and suggested improvements made by patients will help inform
website changes so access to PALS/Complaints services is more accessible and easier for the
public to share compliments, provide feedback, make an enquiry and raise a formal complaint.
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In May 2024, the Patient and Carer Experience Department will be implementing a new single point
of contact telephony system for the PALS and Complaints Team. The new telephony system will
improve call handling and call waiting experiences for customers and will enable the department to
monitor quality control. The telephone line will also have a survey at the end, allowing callers to
provide us with feedback on their call experience. In line with the improvement made to the PALS
website and telephony the PALS service opening hours from 1st April 2024 will change to Monday,
Tuesday, Thursday and Friday 10 am — 4pm and on Wednesday 9 am — 12.30pm. The change in
operating hours will enable PALS Officer to increase face to face patient experience and
engagement activities, being more visible on wards and across community hospitals capturing and
learning from patient and carer experiences.

PALS Activity

As well as completing 1334 PALS enquiries, the team have also supported with significant areas of
development including presentations to the Student Nurses Forums pan BCUHB allowing the PALS
team to run through the process and functionality of the service as well as the importance of patient
and carer experience. Further work is being undertaken with internationally educated nurses to
ensure they are given patient and carer experience training as part of their induction.

Emergency Department engagement work pan BCU has begun with replicated actions and topics
being covered to ensure a standardised approach. Support has been given to Wrexham Maelor ED
to help identify re-occurring themes. An example of improvement is the introduction of a waiting time
announcement on a loop allowing patients, relatives and carers to understand how long it may be
until they are seen. In Wrexham Maelor ED, a scheme called streaming is available Monday - Friday
where patients arriving in ED are triaged to see if they can be signposted to a more suitable service
elsewhere for example out of hours or their GP.

In Ysbyty Glan Clwyd ED, a PALS Officer has worked with staff to revise and update the Patient and
Carer Experience board, which includes the most recent patient feedback reports, signposting
information for relatives and carers and PALS contact details as well as QR codes for links to
surveys.

In Ysbyty Gwynedd ED, a PALS Officer has been working with staff to promote the use of WITS and
equipment available for staff to use such as the translator on wheels and language line.

A significant piece of work has been undertaken to ensure information, videos and resources are
available to staff through SharePoint to support their usage of WITS. An analysis of WITS usage has
been undertaken to determine staff training requirements to promote digital first access of service.
PALS staff are engaging with service to provide training and information on how to access the
service.

Within Cancer Services a User Involvement Facilitator has been appointed into the Service. Their
role is to work with staff and patients to improve person centred care and patient experience.

The User Involvement Facilitator’s role is to:

» Support the North Wales Cancer Forum - to ensure the voice of patients is representative of
the population of North Wales.

» Develop mechanisms to engage with Cancer Services patients across North Wales to ensure
they have a voice in service design.
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» Capture experiences of Cancer Services patients through a variety of methods,
demonstrating learning and improvement.

* Improve communication with patients and families.

*  Work closely with BCUHB PALS and Engagement Team.

The Patient and Carer Experience Team have been providing support to Central integrated
Health Community (IHC) Patient and Carer Experience Group to strengthen their group’s
membership to reflect IHC services, developing reporting mechanisms and to demonstrate
learning from patient feedback/experiences.

Chaplain and Spiritual Care Service

Between 1st February 2024 - 30t April 2024 the Chaplaincy and Spiritual Care Service have
organised and delivered the following events across the Health Board:

e Gong Bath — In partnership with Wellbeing Team, the Chaplain and Spiritual Care Service
organised a Gong Bath session for staff at Ysbyty Gwynedd to help aid relaxation and
meditation. The event was very well attended by staff and further events will be planned for
the other sites across the Health Board. Such events promote a wider holistic view of what
spirituality and chaplaincy.

e Following the success of the Christmas events, a series of music and spiritual care sessions
were delivered across community hospitals. An afternoon of music and pastoral care took
place in Mold, Eryri and Holywell Community Hospitals. In February 2024, the Chaplain
Manager launched evening staff Ukulele lessons with 8 members of staff attending. Once
staff members are feeling confident the ambition is that they will create a staff band and visit
wards playing the Ukulele to patients and relatives.

e The Chaplain and Spiritual Care Service has developed strong working relationships with
external partner organisations. In February 2024, the Chaplain Manager attended an event
in Llandudno, organised by Conwy Connect Project to provide information and support to
people with a learning disability.

In partnership with the Equality and Human Rights Team three events were organised across the
Health Board to celebrate the breaking of the Ramadan fast event (lftar) for staff in the Chaplaincy
at Ysbyty Gwynedd, Ysbyty Glan Clwyd and Wrexham Maelor Hospital. There was a great
attendance across all three sites The ceremony started with all staff eating a date (something sweet)
to signify breaking of the fast for the day, this was then followed with prayers of which we were
allowed to observe. Once the prayers were finished staff then shared food together.

During this period the Chaplaincy & Spiritual Care Service has delivered pastoral care to patients
across the Health Board including a number of baby and adult funeral, end of life blessings, and
pastoral counselling of patients and staff. All out of hours calls were responded to within the target
of delivering care within 1 hour of the initial request for all end of life or urgent care
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CLINICAL EFFECTIVENESS

CLINICAL AUDIT

National clinical audits (Tier 1) are mandated and aimed at measuring and benchmarking the
improvement of healthcare services in Wales; this year an additional 8 audits have been added. Tier
2 audits are determined by the Health Board’s priorities, high-level risks or concerns, and the focus
is on the main Health Board’s governance priorities of risk, incidents, and complaints. Each year the
Tier 2 list is reviewed and submitted to Strategic Clinical Effectiveness Group, and subsequently the
Quality Delivery Group, for discussion and agreement.

Progression of both Tier 1 and Tier 2 audits is monitored quarterly to provide accountability and to
identify any assistance that may be necessary to ensure completion against agreed timelines.

These reports are submitted to Strategic Clinical Effectiveness Group for discussion and review and
then the Quality Delivery Group. Below is a summary of Tier 1 nationally published reports (the
information in the report is relating to the care received by patients for the relevant audit topic) during
Quarter 4 with an update on key achievements.

* The establishment of dual consultant
operating for elective abdominal aortic

State of aneurysm repair;
National the 09-Nov- | 11-Jan- * regular participation in a supra-regional
Vascular Nation 23 o4 Yes Yes Yes aortic multidisciplinary meeting with the
Registry 2023 University Hospital of the North Midlands,
Report and improved pre-operative assessment,

investigation and case selection for
abdominal aortic aneurysm repair
West: * Specialist rehab unit established in
Eryri Hospital, led by Consultant Therapist in
Stroke.

» ESD (Early Supported Discharge)
established.

» Stroke Specialist Nurses completed
clerking training facilitating early transfer of
stroke patients to ASU

« Established a weekly deep dive meeting
including stakeholders from Therapies, ED
(Emergency Department) and Stroke
services

Sentinel State of *» Re-established monthly Stroke service
Stroke the meeting including stakeholders from
National . 09-Nov- | 11-Jan- Therapies, ED, Pharmacy and finance,
Audit lz\lggg n 23 24 e e Ve across acute and community settings.
Programme Report Central: * The Computed Tomography (CT)
(SSNAP) P scanning time has improved with Stroke

Clinical Nurse Specialist (CNS) on duty scan
requestors.

* Improvement with swallow screen
assessments with on-going ED staff trained
East: » The CT scanning time has improved
with extended Stroke Coordinator cover, with
Stroke Coordinators able to request scans

*» Time to Specialist Nurse Assessment has
improved with four coordinators post and
extended hours cover.

* Time to swallow screen test has improved
with 100% of ED staff trained in addition to
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the extended hour’s cover of the Stroke
Coordinator and the awareness training.

Inpatient
falls and WEST: There has been an improvement in
Fracture the quality of the completion of the MFRA
s - One (Multi Factorial Risk Assessment) but still
chance needs work.
National to get it Positive feedback provided from the
Audit of In- right. Coroner for North Wales on the ongoing
patient The Falls Prevention work.
Falls (NAIF) 2023 Improvement engagement in the fall's
(Falls & National 09-Nov- | 16-Jan- Yes - scrutiny meeting.
Eraqili audit of Yes Yes EAST: East IHC hold a quarterly ‘Harms
ragility A 23 24 Draft . ) L
Rt Inpatient Prevention Conference’, YVhICh is well
Audit Falls attended py s.taff— there is a Fallg .
Programme (NAIF) Presentation included at this, which is well
report received with good feedback regarding Falls
) on 2022 prevention, and shared learning.
Clinical CENTRAL: Draft Service Assessment
data 1st response received however details still under
Jan - review, will be included in Quarter 1
31st Dec (2024/25) Report
22
National
Diabetes Publication not shared for a response as
Audit: provided without the provision of Local LHB
Young 222;(;25 14'2%9"' . ; ; ; data from the Host (NHS Digital) This level of
People with data is not provided due to the size of Cohort
Type 2 for Welsh HB
Diabetes
West: Service meets all seven Key
performance Indicators
All recruitment plans are now complete.
Improved process of patient recruitment to
rehab.
Added an additional exercise assessment
to enable lower functioning patients to have
National Quality a validated exe.,\rcise assessment
Audit of and Central: Serwcg meets all seven Key
Cardiac Outcom 14-Dec- | 22-Feb- Yes - Yes - Yes - performance Indicators
Rehabilitati | S 23 24 Draft Draft Draft Increased use of online tools
on (NACR) Report Nursing staff fully recruited
2023 East: Service meets all seven Key
performance Indicators
Virtual group education commencing
Service delivery alteration aiming to
increase uptake and quality of CR
interventions provided — offering education
and exercise sessions at separate venues
and times
National State of
%;;ﬂzago e 1dan- | 1oMar- |yl Ves ves | None highiighted by the service / Audit
standards being met
Cancer 2023
Audit Report
National St?r:e &
Prostate N e 11-Jan- 13-Mar- None highlighted by the service / Audit
Cancer gl 24 24 Ve ES VB standards being met
. 2023 g
Audit Report
UK RR
Renal 25th 21-Dec- | 15-Feb- Yes - Yes - Yes - None highlighted by the service / Audit
Registry Annual 23 24 Draft Draft Draft standards being met. Action plan awaited.
Report
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There has been improvement in all aspects of NICE guidance compliance since the introduction of
the Audit Management and Tracking (AMaT) tool, as demonstrated below.

The Clinical Effectiveness Facilitator for NICE is continuously working to support departments with
guidance and training where needed, and any overdue guidance is escalated via the Strategic
Clinical Effectiveness Group (SCEG) when necessary.

NICE Guidelines - Summary of activity
Guidelines published between: - 1st April 2023 & 1st May 2024

ity Achieved

I ot Achieved

I ot Appiicable (N/A)
o

I ©verdue

I ity Achieved

I ot Achicved
I ot Applcabie (M/A)
I - Frogress
e

Status of compliance responses requested - Diagnostics and Specialist Clinical Support Services

I Partiatly Achieved - Acceptable
B #artially Achieved - Improvement Needed

B Partially Achieved - Acceptable
[ 7artuily Achieved - impravement Needed

IHCs
Status of compliance responses requested - IHC West
N e Perorntoge
B 7ty Achieved L - romdsm 8 e deh 66 1% [ ol Achieved
I rartially Achieved - Acceptable L —apremimd w o 3 1% [ Partiatly Achieved - Acceptable
B rastially Achieved - Improvement Needed *» B - s 30 1% [ Pactintly Achieved - improvement Needed
I it Achieved » o imd i L 4 7% [ Vot Achieved
I it Applicable (N/A) L B LT w am FE ] 1% [ Vot Anplicable (N/A]
I Frogress W e e owe 6N 28 13% [ - Frogress
B ecue W e o i 8 w1218 56 27% [l Overdue
Torsl L] et i) ZLE 210
Status of compliance responses requested - IHC Central
e e Pevcrntage
I 7oty Ackieved L =pemdts P A% 70 2% [Pty Achieved
I Partialty Achieved - Acceptable <+ T I ] L% 7 3% [N Partially Achieved - Acceptabie
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MORTALITY REVIEW

The All-Wales Learning from Mortality Reviews Model Framework (second edition) and Single
Process for Mortality Reviews in General Practice (second edition) have been finalised by NHS
Wales Executive and Welsh Government and have been distributed to BCU Mortality Lead contacts
for sharing and dissemination.

Legislation changes are now being processed; as previously reported this will encompass primary
care and community deaths, and also now extends to all private care incidents being sent directly to
the Health Board for consideration of mortality review.

Changes to the Mortality Datix module have been made and changes will continue to be made by
way of improvement that are agreed at an All-Wales level.

The Mortality Associate Medical Director position is currently vacant, which is impacting the review
of backlogs. There has however been improvement in processing front door reports from the ME
service in a timely manner as they are now being uploaded in real time onto Datix. Therefore, they
are accessible to colleagues at any time if required.

A report of Medical Examiner cases that have been received and inputted into the Mortality Datix
module with an outcome of investigation or HMC referral are being shared at the weekly Harms Free
Care meeting to ensure oversight and triangulation with the Complaints Team and Patient Safety
Team.
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For info: *New Within 3 months & over DOD (awaiting mortality admin s&s) refers to inputted cases being
sent to the relevant services/departments and then being closed or sent for Corporate Mortality clinical
review. These are included on the risk register and are due to lack of staffing resource.

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.

RAG Rating Key = Red, Amber, Green and is a form of report where measurable information is classified by colour

Input/Ou | Red = when total output of cases input into Datix is lower than total cases received from
tput Medical Examiner Service per week

Amber = when total output of cases input into Datix is equal to the total cases received from
Medical Examiner Service per week

Green = when total output of cases input into Datix is more than total cases received from
Medical Examiner Service per week

Backlog | Red = backlog of cases requiring inputting within 3 months of the receipt from the MES

Amber = backlog of cases requiring inputting within 2 months of the receipt from the MES

Green = backlog of cases requiring inputting within 1 month of the receipt from the MES

Datix Red = cases within 3 months from date of death that require corporate mortality review

Status . . . .
Amber = cases within 2 months from date of death that require corporate mortality review

Green = cases under 1 month and over from date of death that require corporate mortality
review

O
Ir\-'lE Referrals Received vs Input 01.03.24-26.0:3..241‘L

OTHER CLINICAL EFFECTIVENESS CONCERNS AND IMPROVEMENTS

Below is an update on areas of data collection issues reported for review raised through
Quarter 4.

Updates on NELA and TARN were submitted within previous quarterly reports to QSE, and updates
are included; the remainder are new for this report. Any concerns are escalated initially to local
Clinical Effectiveness meetings, if no improvement is made the IHC/Divisions would note to Strategic
Clinical Effectiveness group in form of SBAR or through Chair’'s report as a risk and put on risk
register. Strategic Clinical Effectiveness Group will raise with Quality Development Group.
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National Emergency
Laparotomy Audit
(NELA)

The Audit lead raised an issue
of data entry by Consultants
before stepping away from the
role in 2021. West has
consistently raised the issue of
data entry by Consultants and in
2023 the West Anaesthetic
Lead stepped down as a result.
SBAR submitted to Strategic
Clinical Effectiveness Group in
September 2023.

Following consideration of
the SBAR, the Deputy
Executive Medical Director
advised that the issue
regarding data input by
Consultants should be
progressed within the service
by means of a business case.
Should that prove
unsuccessful, the matter
should be escalated by the
service through the
appropriate reporting line.

No issues reported.

No issues reported.

Trauma Audit
(previously Trauma &
Research Network
(TARN) to be replaced
by National Major
Trauma Registry

Participation suspended for all
Health Boards UK-wide in June
2023 due to cyber-attack on
host organisation (University of
Manchester). NHS England
have developed a new registry
which is now live for major
trauma centres. Training is
ongoing for the data co-
ordinators in other trauma units
(23 April for BCU) however, for
legal reasons data cannot be
uploaded to the new registry as
yet. Information Governance
will confirm when data upload
may commence.

Participation suspended for all
Health Boards UK-wide in June
2023 due to cyber-attack on
host organisation (University of
Manchester). NHS England
have developed a new registry
which is now live for major
trauma centres. Training is
ongoing for the data co-
ordinators in other trauma units
(23 April for BCU) however, for
legal reasons data cannot be
uploaded to the new registry as
yet. Information Governance
will confirm when data upload
may commence.

Participation suspended for all
Health Boards UK-wide in June
2023 due to cyber-attack on
host organisation (University of
Manchester). NHS England
have developed a new registry
which is now live for major
trauma centres. Training is
ongoing for the data co-
ordinators in other trauma units
(23 April for BCU) however, for
legal reasons data cannot be
uploaded to the new registry as
yet. Information Governance
will confirm when data upload
may commence.

National Diabetes
Inpatient Safety Audit
(NDISA)

HARMS element - data
submission to this element of
the audit not established since
the re-launch in Nov 2022

HARMS element - data
submission to this element of
the audit not established since
the re-launch in Nov 2022

HARMS element - data
submission to this element of
the audit not established since
the re-launch in Nov 2022

National Heart Failure
Audit

-Data entry not progressing in
West as the audit administrator
post is vacant.

-Data entry not progressing in
West as the audit administrator
post is vacant.

Myocardial Ischaemia
National Audit Project
(MINAP)

-Data entry not progressing in
West as the audit administrator
post is vacant.

The National Clinical
Audit of Seizures and
Epilepsies in Children
and Young People
(Epilepsy 12)

-Data collection did not progress
for Cohort 3. Clinical teams
agreed in 2021 to allocate time
to collect data for Cohort 4 and
5 but East have reported a lack
of time resources again.
However, the team write an
action plan for improvement
based on the National
recommendations.

NRAP: Children and
Young People Asthma

No data submitted since Nov
2019

Data submitted up to Feb 2023
(issue raised Oct 23)

NRAP: Adult Asthma

Never submitted data to this
audit
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NRAP: COPD

25.03.24 Issues with Coding 5
months behind will have an
impact on the data submission
for Jan to end of March

Never submitted data to this
audit

National Early
Inflammatory Arthritis
Audit (NEIAA)

New elements added to this
audit which are not being
captured due to resources

New elements added to this
audit which are not being
captured due to resources

National Dementia
Audit

Not participating in Round 6, HB
decision to pool resources and
submit for 1 site only

Not participating in Round 6, HB
decision to pool resources and
submit for 1 site only

Fracture Liaison
Service (Falls &
Fragility Fractures
Audit Programme)

Never submitted data to this audit. 13.12.23 Response letter sent to Dr Inder Singh, National Clinical
Lead for Falls and Frailty on behalf of the Welsh Government. As a Health Board we can confirm
recognition of the Health Ministers ambition for everyone in Wales to have access to an FLS by
September 2024. For further information please see letter is saved in NCAORP (National Clinical Audit
& Outcome Review Programme) Fracture Liaison folder
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HEALTHCARE LAW AND REGULATION

This report provides the Committee with a summary of quality related regulatory and legal
assurances.

The report covers the period of March and April 2024.

The Health Board’s Regulatory Assurance Group provides central oversight and coordination of
quality related regulatory matters to strengthen the approach to quality governance.

The group, and the work of the Quality Assurance and Regulation Team and Healthcare Law Team,
has focused over the last year on significantly on improving process and evidence.

| 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.

The Quality Assurance and Regulation Team manage the internal process for HIW regulatory activity
and play a key role in providing oversight and assurance.

Healthcare Inspectorate Wales Activity March to April 2024

Inspection Reports (1)

An inspection took place in the Emergency Department, Ysbyty Glan Clwyd from the 29 April to
the 1st May 2024.

Whilst the overall inspection was positive and HIW could see evidence that the Health Board has
taken further steps to improve certain areas of concern, the below immediate concerns were
identified. The Health Board awaits clarification as to whether HIW will accept the Health Boards
response as providing sufficient assurance in relation to the steps it is taking to ensure patient
safety is protected :-

o Ensure that there are measures in place to ensure that risks to patient health and safety
are assessed and mitigated in a timely way.

Ensure that staff administer medication in line with prescriptions

Ensure staff accurately record patient fluid intake and output

Ensure that staff complete a care plan when a patient has a cannula

Ensure that checks of resuscitation equipment are undertaken and recorded on a regular
basis

e Ensure consistent monitoring and recording of visual and physiological observations
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Concerns / Requests for Assurance (4)
Case 1: IHC Central

The Health Board received a letter of concern from HIW regarding a patient who was transferred
from the Emergency Department to the Surgical Assessment Unit. The concerns related to staff
attitude, lack of observations, infection control, dietary issues and overall lack of care.

Case 2:, IHC West

The Health Board received a letter of concern from HIW following a query regarding safeguarding
of an inpatient. The patient had pressure sores and blistering and there was query around neglect
and whether a safeguarding referral had been made.

Case 3: IHC East

The Health Board received a letter of concern from HIW in relation to the care of a patient. The
family of the patient reported a lack of dietary care, specifically, that the patient did not receive
meals for a period of two days upon admission.

Case 4: IHC East

The Health Board received a letter of concern from HIW in relation to patient who had sustained
a fall.

Case 5: MHLD

The Health Board received a telephone call from HIW in relation to a patient who had expressed
concerns around their quality of care.

The Health Board responded to the assurance requests from HIW to timescales required, and was
able to give information and assurance in each case. No further action was taken by HIW.

Healthcare Inspectorate Wales — Progress with Improvement Plans March to April 2024

Performance Overall RAG status
Markers
ﬁ Increase Complete / Fully Complete (Awaiting Approval)
|:> Stagnant In progress
I:L Decline Overdue
Service / Area Date | Responsible Lead Position
overview
Local Review of Discharge Arrangements | Mar lain Wilkie, Interim Director,
for Adult Patients from Inpatient Mental 2023 | MHLD
Health Services (adapted from the ﬁ
CTMUHB Mental Health Discharge
Review).
Nant Y Glyn Community Health Jan lain Wilkie, Interim Director,
2024 | MHLD E>
Emergency Department, Ysbyty Gwynedd | Aug Ffion Johnstone, Integrated
2023 | Health Community Director, E>
West
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Quality Checks (to be known as Quality Peer Reviews) were introduced at the end of last summer
(with a visit to YGC ED) and most recently a review was undertaken of Maternity Services at Ysbyty
Gwynedd, West. A similar methodology approach to that of HIW is used for consistency. The report
and improvement plan have now been finalised. Further reviews are planned for other parts of the
Maternity Service abd across the Health Board.

| 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).

To help strengthen governance and assurance, a standard six month service quality review template
has been developed for all registered services to complete (aimed at encouraging a culture of quality
improvement), alongside a quarterly assurance declaration. These two formal processes support the
overall annual declaration made by the Health Board.

Work is underway with the Nursing Professional Education and Revalidation Team to ensure that all
healthcare support staff who are working in a CIW registered service are regulated with Social Care
Wales.

Quality of Care Review visits

The first of the six monthly Quality of Care Review visits took place at Tuag Adref / Home First, IHC
East on 29 February 2024 and IHC West on 13 March 2024 with a visit to Enhanced Community
Residential Services (ECRS) in Mental Health and Learning Disabilities to be scheduled for May
2024.

The services have completed a Quality of Care Review Report ahead of the visit which helps to
demonstrate that they are meeting the four key well-being areas in line with legal requirements. The
purpose is for them to assess their performance and look at any opportunities to improve and
develop.

IHC Centre have made a formal request to amend their service registration with CIW which will
initially be reviewed by the Regulatory Assurance Group on 23 May 2024. The request has been
made in line with the considerations outlined in the Regulation and Inspection of Social Care (Wales)
Act 2016. If approved, the Health Boards Responsible Individual will inform CIW and clarify the next
steps.

Annual Return

The Health Board is in the processing of collating information from services to submit an Annual
Return to CIW by 26 May 2024. This is required under section 10 of the Regulation and Inspection
of Social Care (Wales) Act 2016. The return includes questions about regulated services operated
by the Health Board (the service provider) and reflects the position as at the 31 March 2024.

| HEALTH AND SAFETY EXECUTIVE / LOCAL AUTHORITY |

The Health and Safety Executive (HSE) is a UK government agency responsible for the
encouragement, regulation and enforcement of workplace health, safety and welfare, and for
research into occupational risks. Within Wales, the HSE enforces health and safety legislation which
covers the protection of the public, patients, and staff. Health and safety law is also enforced in
Wales by all Local Authorities; and HSE works closely with them to ensure that we work on significant
risks and matters of common interest to reduce accidents and ill health and also, to avoid duplication
of enforcement effort.
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The Health Board awaits further contact from the HSE following its response to the Notice of
Contravention regarding falls in 2023 in September 2023.

| HIS MAJESTY’S CORONER |

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.

During March and April 2024, the Health Board has received 2 Regulation 28 Prevention of Future
Death Reports. A summary of the issues raised by the Coroner are listed as follows:

1. East—issues raised in relation to miscommunication or misunderstanding when a ward nurse
bleeped a junior doctor with a view to action being taken in relation to the administration of
the beriplex infusion. This resulted in a delay in the doctor attending as they did not prioritise
a task which was time critical and the subsequent delays resulted in an unrecoverable
deterioration in the patient’s condition. Evidence was received in the course of the inquest
that the current bleep system did not enable information to be conveyed electronically and
that this in turn created a risk of misunderstanding as to work requirements and hence
impacted upon prioritisation of tasks and therefore potential delays, the effects of which (as
in this case) could be catastrophic in terms of patient safety.

2. Central - issues raised relate to inter-hospital transfer. An investigation by the Health Board
indicated that the transport request for urgent transfer for vascular surgery should have been
booked by the ward with the Adult Critical Care Service Cymru (ACCTS) and not WAST and
evidence was received in the course of the inquest which suggests that there is inadequate
knowledge of the use of ACCTS and its operation across the whole of the Health Board,
including clinical site managers as well as clinicians and nursing staff.

These Notices are being reviewed and responses drafted — the Health Board has 56 days to respond
and is therefore within time for all Notices. All Notices are allocated to a lead within the relevant
service, with responses scrutinised and approved by the Executive Medical Director.

A bi-weekly Inquest Oversight Panel was established in autumn last year to provide Executive
support to ensuring deadlines were achieved. There is a significant improvement in the timely
submission of documents. A number of inquests continue to be listed which are several years
following a death however these are beyond the control of the Health Board and reflect various
external factors such as the long term impact of the pandemic.

The Coroner raised concerns with the Chief Executive and Executive Medical Director in relation to
the length of time it takes for investigation reports to be concluded and made available to the
Coroner. Noted was the inevitable impact this has not only on the progress of inquests but also how
these delays can exacerbate grief for bereaved families. In April, the Coroner highlighted 11 cases
that were of particular concern. The cases were escalated to all services, and every overdue report
was individually reviewed and services committed to dates to address them.

The Health Board shares the concerns raised by HM Senior Coroners regarding investigation
timeliness, quality and evidence of learning. In response, a review of the investigation process is
underway. A project is also underway to provide assurance of investigation quality, learning and
supporting evidence for previously completed investigations.

The Health Board continues to meet with the two Senior Coroners to ensure good working practices.

| PUBLIC SERVICES OMBUDSMAN FOR WALES |
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PSOW has legal powers to look into complaints about public services and independent care
providers in Wales.

The Health Board has received 2 draft public interest reports;

1. Public Interest Report ID1962: IHC East (Medicine): The Health Board received the draft
public interest report on 29 April 2024 and have been asked to review and comment on the
conclusions and recommendations by 21 May 2024. The draft remains under embargo and
will be shared in this report when finalised and published.

2. Public Interest Report ID5663, IHC East (Urology): The Health Board received the draft
public interest report on 06 March 2024 and has commented on the proposed conclusions
and recommendations. The draft remains under embargo and will be shared in this report
when finalised and published.

The Ombudsman measures responsiveness using a measure called Average Variance to Target
(AVT). This is regularly shared with all health boards. The Health Board AVT is currently -5 (i.e.
submissions are on average 5 days ahead of a deadline).

The Health Board continues to meet with the Ombudsman’s Complaints Standards Authority to
ensure good working practices and to facilitate awareness training for staff working within the Health
Board.

The Annual Letter from the Ombudsman was received, and responded to. A copy of both letters
were provided at the last board meeting. A further letter from the chairman is due to be sent to the
Ombudsman to confirm the steps the Health Board is taking to comply with the recommendations
made within the Ombudsman’s report, Groundhog Day 2: an opportunity for cultural change.

| LITIGATION (WELSH RISK POOL) |

The Welsh Risk Pool is part of the NHS Shared Service Partnership Legal and Risk service. It
provides the means by which 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.

Where claims are justified, the Health Board works for early settlement to provide support for those
affected by harm and to reduce costs. All claims are managed to ensure a fair and equitable
settlement. However, where unjustified claims are made, these are robustly defended, and are taken
to trial if necessary. No trials took place during the period of March or April 2024.

The Health Board has a number of overdue Learning from Events Reports (LFERs) which are due
to be submitted to the Welsh Risk Pool (WRP). At the time of writing, this number was 27 (all of
which were with services for providing evidence of learning). There is a risk of financial penalty for
delayed forms. As with other areas of overdue documents (such as incidents and complaints which
both remain unacceptably high) support is being provided to divisions to facilitate completion and
regularly reporting and escalation is in place.
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Executive Summary:

As part of the Special Measures intervention, Welsh Government
requested a further external assessment of the vascular service at
BCUHB (Vascular Assurance Assessment — Part 1). The review was
undertaken during May 2023 by the Vascular Clinical Network. It was
agreed with the Health Board that this Assurance Assessment would be
a supportive piece of work, undertaken in collaboration with the Health
Board. The purpose of Part 1 of the Assurance Assessment was to
review the quality of the vascular service and other related services that
are involved in the pathways of care, and to assess the extent to which
recommendations from various reviews and reports, had been
implemented sustainably. Part 1 of the Assurance Assessment was
published in October 2023 and highlighted an overall improvement in
the quality and safety of the vascular service.

Welsh Government then commissioned a review of 40 case notes from
vascular patients between August 2022 and August 2023 (Vascular
Assurance Assessment — Part 2). The purpose of this case note review
was to support the Part 1 assessment by analysing the extent to which
recommendations from various previous reviews and reports has been
implemented and are operationally in place. This report was shared with
the Health Board in March 2024. The findings of the panel are that 38
out of 40 of a number of vascular procedures undertaken during the
time period have been graded as overall acceptable. Taking into
account the timeline of this assessment work, it is considered by the
Panel that this demonstrates on ongoing positive trajectory of
improvement within BCUHB vascular practice.

It is important to recognise that this progress forward is underpinned
by many examples of good work happening across the Health Board.
Several patients and their families highlighted that they were pleased
and most appreciative of the care that they had received. The Panel also
noted that it was clear from the local vascular team representation, that
there is a strong desire to deliver optimal care to patients and their
families.

There were also several areas where it was considered that
improvements could be further addressed or strengthened. It should be
recognised that these areas are not solely associated with the direct
practice of the vascular service and include other related services and




practice involved in the delivery of multi-professional pathways of care.
Some of these areas had also been identified within previous reviews. It
is important then, that the Health Board and the Vascular Network
make every effort to ensure all outstanding improvement
recommendations are acted upon in a timely manner.

This report outlines the management response to Parts 1 and 2 of the
Assurance Assessment, and has been developed in partnership with our
clinicians. A summary of the key findings of the Assurance Assessments
are outlined, as are the actions that will be taken forward in order to
deliver the suggested service improvements.

Argymbhellion:
Recommendations:

QSE are asked to note this report
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Executive Lead:

Dr Nick Lyons, Executive Medical Director
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Dr Jo Flannery, Vascular Network Manager
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Assurance level:

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

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

ran y ddarpariaeth

No confidence / evidence
in delivery

Some confidence /
evidence in delivery of
existing mechanisms /
objectives

General confidence /
evidence in delivery of
existing mechanisms /
objectives

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

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):

To support Special Measures

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

Incidents of harm to patients may indicate
failures to comply with the NHS Wales Health
and Care Standards or safety legislation

Yn unol & WP7, a oedd EqlA yn
angenrheidiol ac a gafodd ei gynnal?

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

N/A for this paper. However, an EqlA will be
completed as part of the overall improvement
work




Yn unol 48 WP68, a oedd SEIA yn
angenrheidiol ac a gafodd ei gynnal?

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

Not applicable

Manylion am risgiau sy'n gysylltiedig a
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)

CRR22-25: Risk of failure to provide full
vascular service due to lack of available
consultant workforce

CRR22-26: Risk of significant patient harm as
a consequence of sustainability of the acute
vascular service

CRR22-30: Risk that a lack of robust and
consistent leadership can contribute to the
safety and quality concerns

Goblygiadau ariannol o ganlyniad i roi'r
argymhellion ar waith

Financial implications as a result of
implementing the recommendations

Health Board delivery against the following
improvement recommendations is dependent
upon the development of Business Case:
VAA_P1 _R4: Further recruitment of Foot &
Ankle surgeons, Diabetologists and Therapists
to support the MDFS, especially in the spoke
sites

VAA_P1_R5: Ensure sustainable funding for
the MDFS which is currently pump primed

Goblygiadau gweithlu o ganlyniad i roi'r
argymbhellion ar waith

Workforce implications as a result of
implementing the recommendations

Health Board delivery against the following
improvement recommendations is dependent
upon the development of Business Case:
VAA_P1_R4: Further recruitment of Foot &
Ankle surgeons, Diabetologists and Therapists
to support the MDFS, especially in the spoke
sites

VAA_P1_R5: Ensure sustainable funding for
the MDFS which is currently pump primed

Adborth, ymateb a chrynodeb dilynol ar 6l
ymgynghori

Feedback, response, and follow up
summary following consultation

This report has been shared with the C-IHC
Director and Deputy Executive Medical
Director, who have approved the report

Cysylitiadau a risgiau BAF:

(neu gysylltiadau &’r Gofrestr Risg
Gorfforaethol)

Links to BAF risks:

(Or links to the Corporate Risk Register)

BAF21-02: Recovering access to timely care
pathways

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

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

Not applicable

» To commence implementation of the improvement recommendations outlined in Parts 1 and

2 of the Assurance Assessment

» To commence implementation of the improvement recommendations outlined in Parts 1 and

2 of the Assurance Assessment




Quality and Safety Executive Committee — 6" June 2024

Special Measures Ind