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Bundle Quality, Safety & Experience Committee 16 July 2019
9.30am Boardroom, Carlton Court LL17 0JG

OPENING BUSINESS AND EFFECTIVE GOVERNANCE
09:30 - QS19/95 Chair's Opening Remarks : Mrs Lucy Reid
09:32 - QS19/96 Declarations of Interest

09:33 - QS19/97 Apologies for Absence

09:34 - QS19/98 Minutes of Previous Meeting Held in Public on the 21st May 2019 for Accuracy, Matters
Arising and Review of Summary Action Log

QS19.98a Minutes QSE 21.5.19 Public V0.02.docx
QS19.98b Summary Action Log QSE Public Live.docx

09:44 - QS19/99 Patient Story - Welsh Language Communication : Mrs Deborah Carter
QS19.99 Patient Story Welsh Language Communication 3.7.19 amended version.docx

FOR DISCUSSION
Performance ltems
09:54 - QS19/100 Integrated Quality & Performance Report : Dr Jill Newman

Recommendation:
The Committee is asked to note the report.

QS19.100a IQPR coversheet.docx
QS19.100b IQPR.pdf

10:14 - QS19/101 Annual Plan 2019-20 Progress Monitoring Report : Dr Jill Newman

Recommendation:
The Committee is asked to note the report.

QS19.101a Annual Plan 2019-20 Progress Report May 2019 _coversheet.docx
QS19.101b Annual Plan 201920 Progress Report May 2019 FINALamended.pdf

10:24 - QS19/102 Quality and Safety in Primary Care : Dr Chris Stockport

Recommendation:

It is recommended that the QSE Committee:

1. Confirms the core indicators meet the requirements of the Committee
2. Notes the actions taken in terms of the core indicators

3. Notes the progress in relation to the health & safety of GP practices
4. Considers any ‘focus on’ topics that the Committee would find useful
5. Notes the example provided in relation to quality improvement

QS19.102 Q&S in Primary Care_combined coversheet & paper_approved by CS.doc

10:39 - QS19/103 Infection Prevention Report Q4 (January to March 2019) Incorporating the Infection
Prevention Annual Report for 2018 -2019 : Mrs Deborah Carter

Recommendation:

The Committee is asked to:

1. Note the Infection Prevention Q4 report
2. Note the Annual Report for 2018/19

QS19.103a IP Q4 report v2.docx
QS19.103b IP Appendix 1_amended.docx

10:54 - QS19/104 Occupational Health and Safety (OHS) Annual Report 1st April 2018 -31st March 2019 :
Mr Peter Bohan (for Sue Green)

Recommendation:

The Committee is asked to:

1. Note the position outlined in the Annual Report.

2. Support the proposed improvement plan and full review of OHS systems through a gap analysis of
legislative compliance and subsequent proposed project plan and time line.

QS19.104 OHS Wellbeing Report April 2018-March 2019 _updated recommendations 10.7.19.docx
11:14 - QS19/105 Listening & Learning from Experience Report : Mrs Deborah Carter
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Recommendation:

The Committee is asked to:

1. Endorse the improvement actions identified within this report and provide feedback in relation to additional
interventions which may address the identified issues and risks, especially in relation to developing
improvement organisational and operational accountability for Listening, Learning and Acting on patient and
service user experience.

QS19.105 Listening and Learning report v0.6.docx

11:29 - Comfort Break
11:34 - QS19/106 Patient & Service User Experience Strategy 2019-2022 : Mrs Deborah Carter

Recommendation:

The Committee is asked to :

1. Endorse the ratification of the Patient and Service User Experience Improvement Strategy for
organisational and operational delivery to be adopted across BCUHB.

QS19.106a PSUE Strategy_coversheet amended.docx
QS19.106b PSUE Strategy 3.7.19.docx
QS19.106¢ PSUE EQIA 6.6.19.doc

11:54 - QS19/107 Mental Health Quality Safety and Experience Report [including progress against Quality
Improvement Governance Plan, Together for Mental Health Strategy and Performance : Mr Andy Roach

Recommendation:
The Committee is asked to:
1. Note the contents of the report

QS19.107 Mental Health QSE July 2019 v1.0.docx

12:14 - QS19/108 Quality Improvement Strategy : Mrs Deborah Carter and Dr Evan Moore
Presentation
12:29 - QS19/109 Children's Services Update : Dr Chris Stockport

Recommendations:

The Committee is asked to note:

1. The progress that is being made to services for children, young people and their families.
2. The risks that are identified and being managed through the Area Teams.

3. The external reviews of CAMHS during 2018-19 with a fuller report to be provided

QS19.109 Children's Services_combined coversheet & paper.doc

12:49 - QS19/110 Update paper following National audit of Handover of Care at Emergency Departments -
Health Board Related Recommendations : Mrs Deborah Carter

Recommendations:

The Committee are asked to note the report which provides assurance that:

1. regular review of the ambulance handover performance and actions are embedded within existing process.
2. structures are in place to effectively monitor patient safety within the Emergency Departments particularly
in times of escalation.

3. systems are supporting data capture to identify harm and recording performance impact

QS19.110 WAST Handover of Care_combined cover and paper.docx

13:04 - Lunch Break (attendees are reminded to bring their own lunch)
FOR CONSENT
13:24 - QS19/111 Policies, Procedures or Other Written Control Documents for Approval

Recommendation:
The Committee is asked to approve the attached written control documents for implementation within
BCUHB.

QS19.111a Policies_coversheet.docx

Community Treatment Order Policy MHLDOO051
QS19.111b CTO Policy.doc

QS19.111c CTO Policy EQIA.doc

Seclusion Policy
QS19.111d Seclusion Policy MHLD 0002 Final.docx

QS19.111e Seclusion Policy _EqlA.doc

Consent to Examination or Treatment Policy MD0O1
QS19.111f Consent for Examination or Treatment Policy v3.04.docx

QS19.111g Consent for Examination or Treatment EQIA.doc

Restricted Items Policy
QS19.111h Restricted Items policy - Mental Health Inpatient Wards & Community V5.docx
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QS19.111i Restricted Items policy EQIA.doc

13:34 - QS19/112 Quality Safety Group Assurance Reports : Mrs Deborah Carter

QS19.112 QSG Chair's reports_combined May and June.doc
13:44 - QS19/113 Progress report of Recommendations Arising from HASCAS Independent Investigation
and Ockenden Governance Review : Mrs Deborah Carter

Recommendation:
The Committee is asked to:
1. note the progress of the recommendations to date

QS19.113a HASCAS & Ockenden Review_progress report_coversheet.docx
QS19.113b HASCAS & Ockenden update report v2 FINAL.docx

13:54 - FOR INFORMATION
QS19/114 Issues Discussed in Previous In Committee Session

Recommendation:
The Committee is asked to:
1. Note the information in public.

QS19.114 In Committee items reported in public.docx

QS19/115 Documents Circulated to Members

28.5.19 Updated safeguarding annual report

QS19/116 Issues of Significance to inform the Chair's Assurance Report
QS19/117 Date of Next Meeting

Tuesday 24.9.19 @ 9.30am in Carlton Court

QS19/118 Exclusion of Press and Public

Resolution to Exclude the Press and Public - "That 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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Quality, Safety and Experience (QSE) Committee

Minutes of the Meeting Held in public on 21.5.19 in
The Boardroom, Carlton Court, St Asaph

Present:

Mrs Lucy Reid
Clir Cheryl Carlisle
Mrs Lyn Meadows

In Attendance:

Mrs Deborah Carter
Mrs Michelle Denwood
Mrs Kate Dunn

Mrs Sue Green

Mrs Grace Lewis-Parry
Dr Evan Moore

Dr Jill Newman

Miss Teresa Owen

Dr Chris Stockport

Mr Adrian Thomas

Mr Mark Thornton

Independent Member (Chair)
Independent Member (part meeting)
Independent Member

Acting Executive Director of Nursing and Midwifery
Associate Director Safeguarding (part meeting)

Head of Corporate Affairs

Executive Director of Workforce and Organisational Development (OD)
Board Secretary (part meeting)

Executive Medical Director

Director of Performance (via VC for part meeting)
Executive Director of Public Health

Executive Director of Primary and Community Services
Executive Director of Therapies and Health Sciences
Chair of Community Health Council (CHC)

Agenda Item Discussed

Action
By

QS19/61 Chair's Opening Remarks

The Chair welcomed everyone to the meeting and noted some adjustments would
be made to the order of the agenda in response to availability of presenters.

QS19/62 Declarations of Interest

None declared.

QS19/63 Apologies for Absence

Apologies were received for Mr G Evans, Mrs G Harris, Mrs J Hughes and Dr M

Maxwell.

QS19/64 Minutes of Previous Meeting Held in Public on the 19th March 2019
for Accuracy, Matters Arising and Review of Summary Action Log
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QS19/64.1 The minutes were agreed as an accurate record pending the following
amendments:

e Amend QS19/32.2 to read “Learning Disabilities” not “Learning Difficulties”
e Amend date on QS19/42.1 to0 3.11.18

QS19/64.2 Updates were provided and noted within the summary action log.

QS19/65 Patient Story

QS19/65.1 The Committee received a video presentation from a family sharing
their experience over a number of years of the services provided by the Mental
Health and Learning Disabilities Division. The story related to an individual with a
diagnosis of autism with challenging behaviours who was admitted to a villa
environment within Bryn y Neuadd Hospital and how these behaviours
significantly improved upon the change in his living experience in 2010. The
individual was able to take more control of his own time, and plan his daily life.

QS19/65.2 The story was well-received by the Committee and the Chair agreed
to draft a letter of thanks to contributors. A wider conversation around patient
stories ensued with members keen to see a balance of positive stories and those
where there were lessons to be learned. In addition, it was noted that outcomes
were key and that over time the Committee would wish to be assured how the
learning was rolled out and impacted more widely across BCUHB.

LR

QS19/66 Integrated Quality and Performance Reports

QS19/66.1 The Director of Performance presented this agenda item and
confirmed that two reports had been provided to include a year-end position as
well as the monthly report. She confirmed that all national indicators had been
aligned with the Board’s operational plan, and a cross-check made as to
relevance with Committees’ terms of reference. She set out challenges in terms
of ensuring timely reporting now that the QSE Committee met every two months.

QS19/66.2 Questions were invited on the year-end report. In terms of pressure
ulcers and the collaborative it was confirmed that this was not a Welsh
Government (WG) indicator. The Committee requested that this be continued as
a local indicator for reporting of performance trends in each IQPR report and to
also add narrative update reports on the work of the collaborative to the cycle of
business in September and March. In terms of clinical coding, the Executive
Medical Director confirmed that he was confident the target would be reached as
set out. [ClIr C Carlisle left the meeting]. A conversation took place regarding the
range of qualitative reports that were also submitted to WG and members were
informed that the majority were monitored and reported to other Committees or
Forums. However it was noted that the report on Improving the Health and Well-
being of Homeless and Specific Vulnerable Groups was not currently received
elsewhere and that this subject was and important area for the QSE Committee. It
was agreed that the latest report would be circulated. A question was raised
regarding the 30 day concern target and whether there were any specific areas of

JNDC

JN
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concern across the divisions. The Acting Executive Director of Nursing and
Midwifery indicated that in terms of actual numbers, the acute sites were most
challenged in meeting the trajectory and there was a notable change in the
complexity of complaints. The Chair raised queries around the accompanying
narrative for the Patient Safety Notices and Alerts and the Executive Medical
Director confirmed that a lead had been identified for PSA009, and that a decision
around PSN046 was expected at the next Quality Safety Group (QSG) meeting.
In respect of immunisations and children’s vaccines, clarification on the
terminology around “treatment queues” was provided and the Executive Director
of Public Health confirmed that performance was positive. An error was noted on
slide 28 regarding the Mental Health Measure in that the arrow should indicate a
deterioration. Reference was made to the mental health related helplines and
members were advised that the numbers did not relate to the actual numbers of
calls received. There were also challenges in relation to the criteria for monitoring,
for example calls to the dementia helpline from family members under the age of
40 are not counted in the figures. Members suggested that awareness of the
various helplines could be improved.

QS19/66.3 Questions were then invited on the April report. It was clarified that
the patient falls data incorporated community information too, and the reduction
was welcomed. In terms of nurse staffing, members were advised that the new
graduate recruitment weekend in March had gone very well and a number of
nurses had been recruited. However, the Executive Director of Workforce and OD
reminded members that the organisation was still losing more nurses than were
being recruited, therefore retention was a key challenge. The Chair of the CHC
enquired if there was a view as to the success of the Nurse Staffing Levels
(Wales) Act 2016 and it was acknowledged that it provided better benchmarking
opportunities, although it was noted the Act did not apply universally to all wards.
The Executive Director of Public Health added that other professions had an
important skillset to offer in terms of ward staffing which was not taken into
account within the definitions of the Act. An increase in EColi infections was
noted and it was confirmed there was a similar picture nationally and that actions
had been taken to address. It was highlighted that the sepsis six bundles
performance indicator was shown as red, however, the Director of Performance
confirmed that performance was marginally above plan and should have shown
as green.

QS19/66.4 It was resolved that the Committee note the report.

QS19/67 Infection Prevention and Control - Safe Clean Care Update

QS19/67.1 The Acting Executive Director of Nursing and Midwifery presented the
slides which provided a summary of the work ongoing in terms of Safe Clean
Care. She added that Ms Jan Stevens was currently undertaking her revisit to
BCUHB and her report would hopefully be available for the July QSE meeting.
Members were keen that it was also shared at Board level. Members
acknowledged how the Safe Clean Care programme had been positively received
by staff across a range of teams. The Chair of the CHC suggested that
sustainability and maintaining the positive momentum would be the key challenge




Minutes QSE 21.5.19 Public V0.02

and the Acting Executive Director of Nursing and Midwifery set out a range of
actions to address this including the re-profiling of teams to ensure they also
cover community services, increasing the number of infection prevention
champions, and onward monitoring through local infection groups up to QSG.
[Dr J Newman left the meeting]

It was resolved that the Committee note the information presented.

QS19/73 Safeguarding and Protection of People at Risk of Harm Annual
Report 2018-19 [Agenda item taken out of order at Chair’s discretion]

[Mrs Michelle Denwood joined the meeting]

QS19/73.1 The Associate Director of Safeguarding presented the report and
highlighted the challenges and achievements against the key drivers of the
HASCAS and Ockenden reviews. She suggested that 4 of the 6 specific
safeguarding recommendations were now fully implemented and confirmed that
the 2 outstanding actions related to the corporate safeguarding structure and
Deprivation of Liberty Safeguards (DOLS). She highlighted progress in terms of
the appointment of Best Interest Assessors. The Committee’s attention was
drawn to the potential impact on activity in terms of commissioned services in
care homes, due to amendments to the Mental Capacity Act. Finally, the
Associate Director confirmed that all 9 outstanding recommendations from the
internal audit review had now been implemented.

QS19/73.2 A discussion ensued. Generally, members acknowledged the
progress made within safeguarding to support and enhance the protection of
vulnerable people. In terms of the alleged abuse data it was suggested that it
would be helpful in future for the report to include outcome information to provide
context and progress. A typographical error was noted in paragraph 4.6 which
should read “priority for 2019-20”. The Chair noted there were challenges as
BCUHB was not the lead agency for safeguarding. The Chair of the CHC queried
the status terminology against the HASCAS and Ockenden recommendations
and it was confirmed that “actioned” meant there was ongoing action with an
intention to recommend closure to the Committee as part of the next report. The
Acting Executive Director of Nursing and Midwifery reminded members that
progress against the HASCAS and Ockenden recommendations were reported
separately to the Committee and the Health Board.

QS19/73.3 It was resolved that the Committee:

1. Note the progress made this year within the Corporate Safeguarding Team,
particularly in relation to the implementation of the HASCAS/DO
recommendations.

2. Note the emphasis of the Corporate Safeguarding Team on embedding
continual improvement through developing benchmarking, peer review and
identifying data led areas for improvement in an open and transparent way.

3. Approve the Corporate Safeguarding Priority Action Plan for 2019-20 for
delivery.
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QS19/68 All Wales Standards for Accessible Communication and
Information for People with Sensory Loss - Update on Implementation

QS19/68.1 The Acting Executive Director of Nursing and Midwifery presented the
report which set out how the Board was meeting the all Wales standards of
service delivery that people with sensory loss should expect when they

access healthcare. She indicated that the organisation had received some
positive informal feedback from WG on how this agenda was being addressed in
BCUHB.

QS19/68.2 Members welcomed the update. It was acknowledged the report was
based on a national template, however, members asked that additional self-
assessment narrative be included to help readers reconcile the risks that the
report was highlighting.

QS19/68.3 It was resolved that the Committee support the recommendations in
the organisational action plan to embed the actions where possible in the wider
organisation and governance performance framework

DC

QS19/69 Clinical Audit : The Proposed Way Forward

QS19/69.1 The Executive Medical Director presented the paper and confirmed
that as a result of work to realign executive portfolios, the responsibility for clinical
audit now lay within the Office of the Medical Director which would strengthen
links with the development of the Board'’s Clinical Strategy. The paper detailed
the three tiers of audit (national, corporate and divisional) and the role of the Audit
and QSE Committees in the clinical audit agenda. It was also highlighted that a
summary of actions from the Joint Audit and QSE Committee meetings had been
included. Finally, members’ attention was drawn to the conclusions and next
steps as set out.

QS19/69.2 A discussion ensued. Members were supportive of realigning
responsibility to the Office of the Medical Director but sought assurance that
momentum would be maintained once a new Executive Director was appointed.
It was noted that Dr Melanie Maxwell (Associate Medical Director) would have a
key lead role for clinical audit. The Committee Chair felt there would need to be
further conversations regarding the clarity of the roles of the respective
Committees including the Joint Audit, Quality and Safety Committee and noted
that the paper would also be considered by the Audit Committee on the 30" May.

QS19/69.3 It was resolved that the Committee:

1. Endorse the proposed way forward in terms of managing the clinical audit
function;

2. Endorse the proposals in relation to the clinical audit plan for 2019/20
acknowledging that the plan will be further refined over coming months to provide
assurance against risks to the Quality Improvement Strategy by September 2019.
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QS19/70 Quality Assurance "CLIICH" Report

QS19/70.1 The Committee Chair suggested that this paper be considered
alongside the Putting Things Right (PTR) Annual Report as she had found that
gaps within assurances in the CLIICH report had been supported by information
within the PTR report. The Acting Executive Director of Nursing and Midwifery
presented the paper and indicated that feedback to improve future reports would
be welcomed.

QS19/70.2 Members acknowledged that the report was evolving and made a
range of detailed and specific comments which were captured and would be
reflected within the next version. The Chair highlighted that the report needs to
include more analysis and details of lessons learnt in order to provide assurance
on organisational learning. More general comments were made in that members
were surprised that the category of ‘abuse of staff by patient’s’ was in the top
three themes for reported incidents. The Executive Director of Workforce and OD
suggested there may be a need to undertake some work to strip out the non-
patient elements from this report and would look into this further. It was also
requested that any outstanding never events or regulation 28s carry forward into
the next report and a longer timeframe included to provide trend analysis. The
amount of work being undertaken to address outstanding actions from Healthcare
Inspectorate Wales (HIW) reports was acknowledged, however the detail in
relation to the actions should be clearer. The Chair of the CHC noted that 1,200
falls had been reported in the reporting period of three months and enquired
whether this was of concern. The Acting Executive Director of Nursing and
Midwifery assured the Committee that this benchmarked well with other Health
Boards and that falls with actual harm were very low.

QS19/70.3 It was resolved that the Committee note the content of the report and
requested further improvements in the quality going forwards.

DC

SG

QS19/72 Putting Things Right Annual Report
[Agenda item taken out of order at Chair’s discretion]

QS19/72.1 Following on from the discussion of item QS19/70, the Acting
Executive Director of Nursing and Midwifery presented the annual report, noting
that it included a brief update on the response to HASCAS and Ockenden reports
as requested by WG. In response to a question regarding sustainability, she
added that actions were being developed as ‘SMART’ actions which could
provide organisational-wide learning.

QS19/72.2 The Committee Chair referred to several sections of the report which
she felt gave a better level of analysis and detail which could be used to inform
the format of the ‘CLIICH’ report. These related to redress, lessons learnt from
incidents, never events and clinical negligence claims. The Acting Executive
Director of Nursing and Midwifery welcomed the feedback and would reflect how
to utilise the best practice within the CLIICH report.
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QS19/72.3 It was resolved that the Committee approve the annual report.

QS19/71 Review of Corporate Risks Assigned to the QSE Committee :
Executive Leads

QS19/71.1 A general concern was raised that the target risk score dates were not
achievable based upon the narrative and age of the risk. It was noted however
that a review is being undertaken of risk management processes across BCUHB
and this could be addressed as part of that review. A discussion on the specific
risks ensued:

e CRRO2 Infection Control — noted that this remained a significant risk area for
the organisation although there had been a good level of progress.

e CRRO03 Continuing Health Care — the Executive Director of Primary and
Community Services indicated that progress was being made and hopefully a
reduction in risk score could be recommended shortly.

¢ CRRO05 Patient Experience — noted that the narrative was due for review and
that the operational group would consider this risk.

¢ CRR13 Mental Health - noted that a briefing note had been circulated from the
Division to explain the recommended reduction in risk score, however, the
Committee had outstanding concerns that sufficient assurance had not been
provided to warrant a reduction from 12 to 8. The Committee Chair would
raise with the Division as to the expectations of the Committee.

e CRR16 Safeguarding - noted.

LR

QS19/74 Reducing Avoidable Mortality - Update on Progress

QS19/74.1 The Executive Medical Director presented the paper and summarised
that the organisation remained on an improving journey to get to a position where
morality rates were better than expected. He drew members’ attention to specific
areas where mortality rates required a higher level of focus, namely — stroke,
myocardial infarction, hip fracture and sepsis.

QS19/74.2 The Committee Chair fed back a range of comments on the format
and flow of the report, and expressed a concern about the overall quality of the
report and that at times the information was difficult to interpret. She requested
that these points be addressed in future reports and suggested that one author
take ownership of the preparation of the paper and ensure that the information
was presented clearly with meaningful analysis in order to provide the Committee
with assurance.

QS19/74.3 It was resolved that the Committee note the report for information

EM

QS19/75 Review of Maternity Services at Cwm Taf Health Board (15-17
January 2019) — Report Published by Welsh Government on 30th April 2019

QS19/75.1 The Executive Director of Public Health thanked the Committee Chair
for enabling an update paper to be provided at short notice to sight the Committee
on this issue which had recently received a high media profile across Wales. She
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confirmed that the paper provided the background and a link to the full report.
Welsh Health Boards had been required to submit assurances to WG regarding
maternity services in their areas, and thanks were expressed to officers for
completing this within the short timeframe available. The Committee was
reminded that maternity services had been de-escalated from special measures
within BCUHB some time ago but that robust monitoring of quality and safety
within the service had continued. As part of responding to the Cwm Taf report,
further work had been identified around estates; timely care; bereavement care
pathways; recruitment and retention; the requirement for challenges to the quality
of data by Independent Members and Board training in corporate manslaughter.

QS19/75.2 A discussion ensued. Members welcomed the timely update.
Reference was made to recommendation 7.4 on the assurance template
regarding monitoring of clinical practice and the point raised whether there were
additional mechanisms other than those listed. The Executive Director of Public
Health undertook to work to strengthen the recording of evidence within any
future narrative updates. With regards to recommendation 7.11 relating to
mandatory attendance at meetings it was confirmed that the quorums were
monitored and mandated. With regards to recommendation 7.13 concerning the
identification of a clinical lead for governance it was confirmed that overall this
would fall to the Director of Midwifery and Women’s Services. In view of the
current situation with clinical audit, a query was raised regarding how the Board
gained assurance of the quality and safety of maternity and neonatal services
(recommendation 7.25). The Executive Director of Public Health acknowledged
the question however she was content with the green status as noted within the
document. Finally, a query was raised as to how ownership by the consultant on-
call could be evidenced (recommendation 7.38), and the Executive Director of
Public Health undertook to discuss with the Director of Midwifery and Women’s
Services.

QS19/75.3 It was resolved that the Committee

1. Note the assurances provided by the Directorate and support the identified
areas for improvements.

2. Recommend that the amber actions be specifically highlighted to the Health
Board with a copy of the full response being shared with all Board members

TO

TO

TO

QS19/76 Health and Safety Update Report

QS19/76.1 The Executive Director of Workforce and OD presented the update
paper and highlighted that the new Associate Director had now taken up his post
and was identifying a range of areas for focus and improvement, building on the
work already done. She was confident that the Health and Safety annual report
and improvement plan would be available for the July QSE Committee and Board
meetings. She referenced a growing area of concern around security services
which had formerly been managed within the estates teams and that there
remained an element of unhelpful separation. She indicated that the initial priority
would be to identify a new provider on acute sites and manage the associated
contract change. It was noted that the scope for a formal security review was
being prepared and until this had taken place, she did not recommend
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commencing any significant new work relating to security. Finally, the Executive
Director drew members’ attention to the detail of the HSE inspection following a

breach within Women’s Services. She confirmed that the inspector was positive
about how the Board had engaged with the review.

QS19/76.2 A discussion ensued. Members were keen to see how the new
Strategic Health and Safety Group would develop, noting that it would be chaired
by the Executive Director of Workforce and OD and would be a joint group with
Trade Union partners. It would meet on a monthly basis for the first 12 months
and would be supported by an operational group chaired by the Associate
Director. With regards to the arrangements for security services, the Executive
Director of Workforce and OD reminded members of the former and current
providers, and that clarity on the scope and expectations was essential. Finally, it
was acknowledged that enforcement of the smoke free legislation would have a
significant impact on estates teams in particular. The Committee acknowledged
the progress being made to improve the management of health and safety across
BCUHB and recognised that it would take time to fully embed these
improvements.

QS19/76.3 It was resolved that the Committee note the position outlined in the
report.

QS19/77 HMP Berwyn Health and Well-Being Annual Quality and
Performance Report 2018-19

QS19/77.1 The Executive Director of Primary and Community Services presented
the report and highlighted key points to the Committee. He noted that the Did Not
Attend (DNA) and Could Not Attend (CNA) rates across all health appointments
may appear high but they were in line with expectations within a prison
environment. Some operational issues impacted adversely on CNA rates with
challenges in terms of the prison estate and recruitment and retention. He
reported that the longest waits related to dental care, and that it was only recently
that the second dental chair had been utilised due to estates issues within the
prison. He confirmed though that this had not affected the provision of urgent
dental care. He reported that the medication data for the prison was consistent
with other prison sites, and that the peer mentorship programme had been well-
received. Members were informed that an early draft report from HIW and HM
Inspector of Prisons appeared to be positive overall. Finally, it was reported that
confirmation had been received that HMP Berwyn would be taking remand
prisoners in future. This was a matter of concern due to the significant impact on
workload and challenges in terms of recruitment and retention.

QS19/77.2 A discussion ensued. A member noted that there was no mitigation of
risks set out in the paper and it was confirmed this would be detailed within the
internal risk register. Reference was made to previous concerns regarding the
Liverpool prison and it was noted the Committee had received an update in
September 2018. A question was asked whether length of stay was taken into
account when prioritising the needs of the men under Part 2 of the MH Measure
relating to active care and treatment plans. The Executive Director of Primary

CS
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and Community Services would respond to the Committee Chair outside of the
meeting. The Executive Director of Public Health noted that she could not find
reference within the report to a new health needs assessment on the prison
population which was commissioned in 2018-19. Finally, it was noted that it was
not anticipated that the prison would be up to capacity even when it started taking
remand prisoners.

QS19/77.3 It was resolved that the Committee receive and note the report

QS19/81 Continuing NHS Health Care (CHC) Assurance Report

[Agenda item taken out of order at discretion of Chair. Mrs Grace Lewis-Parry
Joined the meeting]

QS19/81.1 The Board Secretary presented the paper which followed a familiar
format of reporting to the Committee. She informed members that she was
seeking clarification from WG as to which indicators the organisation was required
to report on, and to benchmark the format against other Boards’ reports to
develop the template for the future. She went onto highlight the use of a system
called Broadware which now held all new cases and the majority of historic cases,
and which would be tested in terms of generating data and reports from around
July onwards. She reminded the Committee that the Board spent around £100m
on continuing health care each year and cared for about 400 patients in care
homes.

QS19/81.2 A discussion ensued. Members welcomed the helpful paper and the
intent to strengthen and improve the format and content for the future. They
sought assurances around how the organisation would be addressing the fragility
of the residential sector more widely. The Board Secretary indicated that this
approach was multi-stranded and would include methodology for fees, workforce
aspects and collaboration with Local Authorities. She acknowledged there was a
degree of variability across Local Authority areas but there were no significant
issues of concern.

It was resolved that the Committee:

1. Note issues identified in the report

2. Note the development of Corporate CHC Team and Functions

3. Note the current position of the Health Board on the processing of retrospective
claims;

4. Note the review of national policy and delivery systems that may include a
review of the role of the National Complex Care Board;

5. Note the Health Board position on the current WG mandated performance
measures, and the work underway which aims to embed CHC performance within
the wider outcomes frameworks in future years.

6. Note the immediate priorities for the CHC department

[Mrs G Lewis-Parry left the meeting]
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QS19/78 Policies, Procedures or Other Written Control Documents for
Approval

Committee members raised concerns at the volume of policies coming through
the Committee and that there were issues around quality assurance of the
documents including formatting and grammatical errors, lack of clarity over
consultation and the quality of the associated Equality Impact Assessment
documentation. It was suggested that where amendments to an existing policy
were being submitted there should be a mechanism to draw out and highlight
those specific changes. It was also suggested that a cover sheet should be
provided at the front of every policy to provide explicit sign off by the Executive
Lead confirming that the document had received sufficient scrutiny such that its
status is appropriate for Committee approval. The Executive Director of
Workforce and OD referred to a recent paper approved by the Remuneration and
Terms of Service Committee which offered a proposed solution to ensuring a
manageable and timely approach to policy approval, and suggested this might be
appropriate for the QSE Committee also. It was agreed that this would be
reviewed to see if it was suitable to be adopted by this Committee. Subject to
these comments from Members, it was agreed that the following policies would be
approved by the Committee.

SG

QS19/78.1 Pandemic Influenza Plan Distribution - Collection and Delivery of
Antivirals

It was resolved that the Committee approve the policy for implementation.

QS19/78.2 Cardiopulmonary Resuscitation (CPR) Policy

It was resolved that the Committee approve the changes to the
Cardiopulmonary Resuscitation Policy

QS19/78.3 PTR1 Concerns Policy (Complaints, Claims and Incidents)

It was resolved that the Committee approve the policy.

QS19/78.4 Policy for Administration and Use of Emergency and Non
Emergency Oxygen in Adults in Managed Services

It was resolved that the Committee approve the policy.

QS19/78.5 Unlicensed Medicines Policy

It was resolved that the Committee approve the policy.

QS19/78.6 Medicines Policy

It was resolved that the Committee approve the policy




Minutes QSE 21.5.19 Public V0.02

12

QS19/78.7 Mental Health and Learning Disabilities Division Section 17 Leave
of Absence Policy

It was resolved that the Committee approve the policy for implementation.

QS19/78.8 Mental Health and Learning Disabilities Division Therapeutic
Engagement and Observation Policy

It was resolved that the Committee approve the policy for implementation.

QS19/79 Quality Safety Group Assurance Reports March and April 2019

QS19/79.1 The Acting Executive Director of Nursing and Midwifery presented the
reports, noting that the format had been reviewed to allow for better identification
of themes.

QS19/79.2 A discussion ensued. With regards to the Gosport report, members
were informed that assurances had been received from the Pharmacy and
Medicines Management team, however, a short contextual explanatory note and
assurance as to whether prescribing patterns were within expected levels would
be circulated. In terms of the Reducing Avoidable Deaths Group, members were
assured that these meetings were now taking place. Clarification was provided
as to the significance of the stated secondary care radiology risk in that this
related to the ability to recruit to specialist clinicians. A member noted that DBS
checks had been flagged as an issue within the Mental Health and Learning
Disabilities Division, and it was confirmed this was an issue across all
organisations and that the Executive Director of Workforce and OD would need to
work with others in terms of the levels of checks. A question was also asked
about whether independent contractors were required to register with the on-line
service and it was agreed that this would be checked.

EM

SG

QS19/80 Progress report of Recommendations Arising from HASCAS
Independent Investigation and Ockenden Governance Review

QS19/80.1 The Acting Executive Director of Nursing and Midwifery presented the
progress report which built upon previous submissions. She highlighted that a
self-assessment RAG rating had been undertaken against each recommendation
with some red ratings having now moved to amber (eg; records and psychotic
medication). A paper was being prepared for Executive Team discussion seeking
additional resources to try and move actions on further. The Acting Executive
Director of Nursing and Midwifery also reported that teams were testing what the
Board had committed to achieving and whether these messages had filtered
through more widely.

QS19/80.2 The CHC Chair suggested that a target date for closure and a
‘percentage complete’ indication for actions would help demonstrate how far off
the Board was from achieving the whole suite of recommendations and delivering
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outcomes. This would be taken into consideration however it was acknowledged
that there were complexities in translating the broad recommendations into timely
and deliverable actions and reporting clearly against each of these.

QS19/80.3 It was resolved that the Board note the progress against the
recommendations to date

DC

QS19/82 Annual Quality Statement (AQS) 2018-19

QS19/82.1 The Acting Executive Director of Nursing and Midwifery presented the
Annual Quality Statement and set out a range of ongoing challenges to ensure
the content and format met the statutory requirements whilst also being
meaningful and appropriate for a public audience. She indicated the possibility
that there may be national changes to the requirements for the AQS in future.

QS19/82.2 A discussion ensued. It was noted that the Committee Chair would
need to agree a statement for inclusion. A comment was made regarding the
section on concerns and incidents and that the narrative could be improved to
provide a balanced view of the year rather than just stark figures. This would be
taken on board.

QS19/82.3 It was resolved that the Committee:
1. Approve the AQS.

2. Note that the final formatting will take place following approval in preparation
for publication on 31st May 2019.

LR

DC

QS19/83 Issues Discussed in Previous In Committee Session

It was resolved that the Committee note the information within the paper.

QS19/84 Documents Circulated to Members

Details of documentation circulated between meetings was noted.

QS19/85 Issues of Significance to inform the Chair’s Assurance Report

To be agreed with Chair.

QS19/86 Date of Next Meeting

QS19/86. 1 Noted as Tuesday 16th July 2019 @ 9.30am. The Chair noted that
routinely the duration of the meeting was likely to be extended to a full day

meeting to ensure that the Committee had sufficient time to deal with its business.
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QS19/86.2 In her closing remarks the Chair extended her thanks to Dr Evan
Moore who was stepping down from his Executive role shortly.

QS19/87 Exclusion of Press and Public

It was resolved that 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.'




BCUHB QUALITY, SAFETY& EXPERIENCE SUB COMMITTEE - Summary Action Log Public Version

Officer/s

Minute Reference and summary of action
agreed

Original
Timescale

Latest Update Position

Revised
Timescale

29t November

2018

G Harris

QS18/174.1

Circulate details of actions that had been
taken in relation to the public interest report
regarding complaints handling as detailed
within the PSOW annual letter

March

May 2019

Briefing note sent to Committee Chair 15.1.19.

22.1.19 Committee Chair indicated she was not
happy to close the action as the briefing note
wasn’t specific to the public interest report in
question. It was agreed that the Executive
Director of Nursing & Midwifery would follow this

up.

12.2.19 Update received from Assistant Director
Service User Experience as follows. The review
of this case found that whilst an investigation had
been completed in line with PTR, an SIR report
had not been produced but instead the findings
of the investigation had been captured in a PTR
response letter. The briefing note previously
sent described the improvements made/being
made that would address this.

19.3.19 Complaints action plan now in place
which addresses themes from that complaint.
2" |etter from Ombudsman re Annual Review
letter — DC updated during meeting stating that
an updated report was being presented to
Board. Agreed paper to be prepared for next
QSE meeting.

09/07/2019 16:07
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21.5.19 DC confirmed this information would be
provided for the July meeting.

9.7.19 Copy of letter from BCU Chair to PSOW
circulated.

July

J Newman
D Carter

QS18/185.3
Arrange for exception report within IQPR on
the backlog for sign-off of incidents

January

22.1.19 Not included within IQPR but will be
worked upon for the March meeting.

19.3.19 JN apologised for the exception report
not being included with QSE papers and
confirmed that an update would be circulated
outside the meeting and would be included in the
version being presented to March Board. Next
iteration to QSE to contain exception report.
21.5.19 Noted that IQPR contains the numbers
of incidents but the narrative of what was being
done to address them was still lacking. DC
suggested that a further slide be included within
the IQPR for July meeting.

4.7.19 Director of Performance confirmed will be
incorporated into July report.

May

Closed

A Roach

S Green

QS18/178.1

Provide a briefing note on email to explain the
recommendation to decrease the corporate
risk register score (CRR13)

December

22.1.19 Committee noted that this action
remained outstanding. To be followed up
urgently with Director of MHLDS

6.2.19 Briefing note circulated on behalf of
Director of Nursing MHLDS.

19.3.19 — Committee wish to keep this action
open pending wider risk register/management
review. This work is being overseen by the
newly established Risk Management Group who
ultimately will report to the Board in due course.
21.5.19 Committee not content with indicative
timeline of April 2020 and suggested this matter

Complete

09/07/2019 16:07
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be aligned to the development of the risk
management strategy.

22" January 2019
D Carter QS19/8.4 February | 19.3.19 To be circulated outside meeting.
Provide briefing note on the improvement 24.4.19 Spreadsheet has been provided to the
plan and trajectories relating to concerns 30 Chair who has requested a narrative providing
day target (including explanation of how far the background to the position, the improvement
over the 30 days the breaches are) plan that is in place, age profile and how this will
be monitored.
13.5.19 Further briefing provided to Committee
Chair.
21.5.19 Awaiting Chair’s approval.
12.6.19 Copy of further briefing circulated to
Committee members via email. CLOSED
D Carter QS19/9.2 February | Feedback has been provided. Amended policy | CLOSED
Feedback to Ann Jones (clinical pharmacist) awaited for circulation with the associated EQIA
that the covert administration of medication 19.3.19 — keep open.
policy was not approved and requires the 21.5.19 Amended policy still awaited. Chair’s
EQIA and agreed amendments to be action to be taken upon receipt.
completed for circulation to QSE Committee 1.7.19 — Chair’s Action completed
members on email with option of then taking
Chair’s action to approve.
19" March 2019
J Newman QS19/32.2 May 21.5.19 JN confirmed that some questionnaires | Closed
Ensure members’ comments were had been returned. Highlighted that the ongoing
incorporated into future iterations of the changes to exec portfolios meant some timing
IQPR, and that the correct Executive Leads issues to ensuring correct exec leads were
were listed. identified.
FOwen QS19/32.2 May 21.5.19 IMs were surprised to learn of the
C Stockport Provide CAMHS divisional update to next change in Exec lead. An apology was offered

meeting.

that this hadn’t been formally reported. Noted it

09/07/2019 16:07
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would need to be reported to RATS Committee. | July
Divisional update to be provided to QSE July.
1.7.19 Paper will be presented to the Committee | Closed
by the CAMHS team on 16.7.19
C Stockport QS19/32.2 April 21.5.19 CS reported that the dataset was a | Closed
Discuss the accuracy of the performance national annual dataset and there were a variety
being reported within the IQPR for GP of methods to inform it which did increase the
practice opening hours with the Director of margin for error. Work was ongoing to
Performance. standardise methodology.
S Green QS19/34.5 May 14.5.19 Review of Risk to be considered by
Reconsider the scoring of the Health & Safety Strategic Health and Safety Group on 31st May
risk alongside an updated risk description. 2019
L Reid QS19/36.2 June Provisional date of 20" June
K Dunn Arrange workshop for Committee role and 21.5.19 LR reported that provisional date would
cycle of business need to rescheduled. Suggestion made that the
IMs meet on the 10.6.19 for initial discussion.
12.6.19 Workshop held of IMs. Outputs to be
shared at further workshop on the rise of the July | Closed
Committee meeting.
L Reid QS19/37.4 Prepare a further Pharmacy Sept 2.7.19 The Committee Chair has discussed | Closed
(B Owen) Medicines Management report for the future reporting requirements for QSE with the
September meeting that this would feature Chief Pharmacist and agreed that the
on the cycle of business going forward (in Committee would receive a pan-BCUHB wide
addition to the Annual report being report on medicines management twice a year.
presented in March). The Chair to discuss
the detail of the report with the Chief
Pharmacist outside the meeting.
B Owen QS19/37.5 July 21.5.19 Noted is also a board action and in hand

Give further consideration to how a safety
programme in Wrexham regarding

suspected medication-related admissions
might be rolled out across all three sites in

via Louise Howard-Baker.

09/07/2019 16:07
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North Wales and linking in with the Quality
Improvement Hub.

A Roach QS19/38.4 May 21.5.10 LR reported she had met with the | Closed
S Forsyth Provide a supplementary divisional update Director of MHLDS to review reporting
addressing additional areas of improvements arrangements.
within Mental Health
D Carter QS19/49.1 April 14.5.19 Generic Job Descriptions for majority of
S Green Discuss further the suggestion that new Nursing posts agreed and on the Job
nursing job descriptions have lost the Description Library. Reference to Safeguarding
standardised message regarding is contained within the “General Requirements”
accountability for safeguarding, and the section of the All Wales Job Description
medical staff job description has lost the Templates. All contracts of employment include
wording regarding notifying organisation of requirement to notify the employer of police
any police investigations. investigations. This would not be appropriate in
the Job Description.
21.5.19 Further clarification provided that all
nursing JDs did have a section included
regarding safeguarding. The issue of concern | Closed
was around the potential for including section
within medics’ JDs to notify employer of any
police investigations.
21st May 2019
K Dunn QS19/64.2 Immediate | Relevant briefing notes are uploaded for | Closed
Ensure mechanism to provide copies of members’ attention only
briefing notes within ibabs agendas, when
they arise from an action within action log
L Reid QS19/65.2 June 2.7.19 The letter of thanks has been drafted and
Draft a letter of thanks regarding the patient will be reviewed with the Acting Executive
story Director of Nursing prior to distribution.
J Newman QS19/66.2 July 4.7.19 Director of Performance confirmed that | Closed
D Carter Include pressure ulcer performance as local the IQPR will include the HAPU as a local

indicator within IQPR and in addition provide

indicator from July 2019.

09/07/2019 16:07
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narrative report on the collaborative for
September and March

J Newman QS19/66.2 July Circulated on 9.7.19 Closed
Circulate the Homeless & Vulnerable Groups
qualitative report to Committee Members
D Carter QS19/68.2 This will be incorporated into next planned report | Closed
Add an additional self-assessment narrative
to the accessible communication / sensory
loss reporting format for next submission.
D Carter QS19/70.2 Sept The report will be refreshed following the | Closed
Reflect on detailed comments regarding the discussion.
CLIICH report format for next submission
S Green/ (D QS19/70.2 Sept
Carter) Consider whether non-patient elements need
separating from the CLIICH report in terms of
category ‘abuse of staff by patients’, for next
submission
L Reid QS19/71.1 June 2.7.19 The review of risks delegated to the QSE | Closed
Raise concern with the MHDLS division Committee will be undertaken as part of the
regarding lack of assurance to warrant Health Board review of the corporate risk
reduction in risk score from 8 to 6 for CRR13 register. A discussion has been held with the
MHLDS  division on  future  reporting
requirements to QSE which will include current
risks and issues relevant to the service.
E Moore QS19/74.2 Sept
Reflect on comments regarding format and
flow of mortality report including the need to
ensure a single author/owner for next
submission.
T Owen QS19/75.2 As 8.7.19 The Director of Midwifery & Women’s | Closed
Ensure that evidence was strengthened | required Services has since met with the Committee

within any future narrative updates relating to

Chair to go through the narrative and evidence

09/07/2019 16:07
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maternity services (following the Cwm Taf
report).

submitted to support the local benchmarking
action plan that was presented at the May
meeting and agreed to provide a formal update
to QSE in September.

As assurance the benchmarking exercise
against the RCOG Review of Maternity Services
in Cwm Taf and the related local improvement
plan is managed as a live documents and is
continuously updated with the relevant evidence
by the Women’s Directorate

T Owen

QS19/75.2

Discuss with the Director of Midwifery &
Women’s Services how ownership by the
consultant on-call could be evidenced against
recommendation 7.38 in the Board’s
response to Cwm Taf report.

June

8.7.19 This requirement is detailed in relevant
job descriptions and in the roles &
responsibilities section in the new staff induction
pack.

To note the consultant on-call for the labour ward
has ownership of all patients in the maternity unit
for the period of call, but may not always perform
the antenatal ward round. For example, a
registrar may be allocated to perform the
antenatal ward round with consultant oversight.
Where a daily review is delegated the reviewer
should feedback promptly to the consultant any
concerns they have about a patient.

On discussion with the All Wales Head of
School, Associate Dean for O&G and RCOG
Fellows Representative for Wales, it has been
considered appropriate to use board rounds and
suitable delegation when a single consultant is
on call for obstetrics and gynaecology

Closed

09/07/2019 16:07
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emergency cover with responsibilities for an
antenatal and gynaecology ward round. It has
been agreed that this will be taken to the RCOG
by NSAG for further discussion.

The use of board rounds and appropriate
delegation should be considered based on the
NHS England’s document: Seven Day Services
Clinical Standards (Last updated September
2017).

https://www.england.nhs.uk/wp-
content/uploads/2017/09/seven-day-service-clinical-
standards-september-2017.pdf

Included in these standards is the following:
“Use of Board rounds and delegation: There
should be consultant-led Board rounds on every
acute inpatient ward every day, and every
patient should have a highly visible care plan
(based on written protocols for individual
conditions) that is updated daily at the Board
round. At the Board round the consultant
decides which, if any of the patients’ reviews that
day can be delegated to another competent
clinician, such as a specialist nurse or senior
medical trainee. The following are
considerations that may be used to exclude
individual patients from requirement for daily
consultant review:

* The patient’s physiological safety (low early
warning score (EWS)).

09/07/2019 16:07
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*+ The patient's level of need for further
investigations and revision of diagnosis.

* The patient’'s level of need for therapeutic
intervention.

* The level of need for communication with
patient, carers, clinical colleagues.

* Their likelihood of imminent discharge. For
example patients who are medically fit for
discharge and awaiting a social care placement
(delayed transfers of care) may not need daily
consultant review unless there are signs of
clinical deterioration. The effective use of the
skills and experience of a multidisciplinary team
should be preserved, and this group will still
need daily review with access to same day
consultant advice. Where a daily review is
delegated the reviewer should feedback
promptly to the consultant any concerns they
have about a patient.”

In addition, team consultant job plans are under
review to assess whether additional consultant
cover could be provided on mornings to allow for
dedicated consultant ward rounds.

T Owen

QS19/75.2

Provide copy of the organisational response
to the Cwm Taf maternity report with the
whole Board

June

The Women’s Directorate within BCUHB has
formally presented the findings of the RCOG
Review of Maternity Services at Cwm Taf, the
Service’s local benchmarking exercise against
the recommendations in the report and local
areas for improvements, with updates, to the
Board Workshop held on 6" June 2019.

Closed

09/07/2019 16:07
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The Service has subsequently submitted its self
assessment as required to HIW in advance of
their maternity unannounced visits to all Health
Boards scheduled between end of June and
December 2019.

At the Board Workshop it was made explicit that
the benchmarking exercise and identified
improvement plan would be monitored via the
Health Board’s QSE Committee. The first update
was presented on the 21st May, 2019.

The Director of Midwifery & Women’s Services
has since met with the Chair of QSE to go
through the local benchmarking action plan, the
CHC maternity concerns log and agreed to
provide a formal update to the September QSE
Sub Committee.

The Service will also be meeting with CHC
colleagues on the 30th July 2019 to review
maternity concerns that they have highlighted for
further discussion and assurances.

C Stockport QS19/77.2 June 25.6.19 Email provided to Committee Chair | Closed
Respond directly to Committee Chair as to confirming that men who have who have an
whether length of stay was taken into account imminent release date are prioritised by the
when prioritising the needs of prisoners under mental health team at HMP Berwyn to ensure
Part 2 of the Measure relating to active care that appropriate discharge arrangements are in
and treatment plans. place and a referral to the patient's community

mental health team is made
S Green QS19/78 June 4.7.19 Copy of paper circulated. Closed

09/07/2019 16:07
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Share details of the Remuneration & Terms of
Service Committee proposals regarding
streamlining policy approval at Committee
level.

E Moore QS19/79.2 June 9.7.19 Briefing note circulated Closed
Provide a short explanatory note giving
context to Gosport issue (as per QSG report)
and assurances as to whether prescribing
patterns were within expected levels.

S Green QS19/79.2 June The Policy for updating DBS checks is subject to | Closed
Follow up wider issues around DBS checks review on an All Wales basis. WOD Directors are
(as flagged within QSG report) linked into this work and will advise on the

proposal when it is made.

D Carter QS19/80.2 July The report has been refined to include additional | Closed
Continue to refine the HASCAS and detail
Ockenden progress report, to try and include
a target date for closure and a “percentage
complete” status.

L Reid QS19/82.2 End of | 2.7.19 The statement has been included within | Closed
Agree Committee Chair's statement for | May the AQS
inclusion  within the Annual Quality
Statement.

D Carter QS19/82.2 End of | This has been amended to reflect the | Closed
Take on board comments regarding | May comments.
improving the narrative within

concerns/incidents section of AQS to provide
a more balanced view.

09/07/2019 16:07
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Patients’ Stories Transcript Form

Who took the
patient’s story:

Name: Carolyn Owen

Contact details: Carolyn.Owen@wales.nhs.uk 01978 726157

Sensitive issues
to be aware of:

Welsh language
Consent

Active offer
Communication

Brief summary of
the story:

My father in law (Arthur) was a larger than life character with a
huge sense of humour, he was passionate about everything he
was involved in from painting to Bee keeping.

He had 3 great loves: his wife, his family and the sea, he ran
away to sea at 15 and worked his way up from galley boy to chief
steward/purser in the merchant navy, he eventually went to work
on oil rigs in the same role and then in the late eighties he
purchased his own boat and ran trips around St Tudwal’s island
and Bardsey, his wife Hefina, who was his first love, would often
join him both at sea and on his trips around the islands. He was
well known in Abersoch for his sense of humour and his tireless
work for the Abersoch harbour committee of which he was chair.
A lot of the improvements to the jetty and facilities were due to
his efforts. Ultimately it was his family he lived for, we enjoyed
many happy years with him in and around the sea, we went on
family picnics often to Mona for the car boot, where Hefina loved
to buy crockery! He was always there with a bit of pocket money
for the kids, buying special clothes for his birthday meals and
making sure we all had everything we needed.

He was not just Taid but dad to not only his own children but to
both me and Mike, his daughter’s partner. We had both lost our
fathers some time ago, mine over 30 years ago and Mike more
recently.

He was kind, thoughtful, funny and grumpy at times, always
generous, always loved and always missed.

My Father in law was admitted to the Emergency Department
(ED) in Ysbyty Glan Clwyd with vomiting and diarrhoea. As a first
language Welsh speaker we explained to staff that this was my
father in law’s first and preferred language. We as a family were
dissatisfied and unhappy with the way he was treated and
managed in ED but just wanted to get my father in-law better.




Despite our request no Welsh speaker was provided while he
was in ED and this meant that my father did not have a great
understanding of what was happening with his care and
treatment. He was in a great deal of pain and distress and this
clearly exacerbated his level of understanding of English.

He was admitted and transferred to a ward, this was a
Wednesday. The first thing we asked when he was admitted
was for a Welsh speaker along with an explanation to the staff
that my father in law spoke very minimal English (whilst giving
the impression that he did). Contact details and telephone
numbers of all family members were provided to ensure that staff
were able to inform us as a family of any changes, treatment and
procedural plans. However no one contacted us at any time
despite the repeated request to do so as we understood how
anxious he would be feeling. On Friday night | received a phone
call to say that my father in law had become very distressed
when they tried to insert a nasogatric tube. . (He had been for a
CT scan earlier in the evening which showed a partial
obstruction). He wouldn’t have really understood what they were
intending to do as there was no Welsh speaker. | believe this
would have caused him to become extremely upset as he would
not have been able to communicate well enough. | asked again
for a Welsh speaker to be present when dealing or explaining
things to my father in law.

We visited over the weekend and again supplied a full list of
family mobile numbers and reiterated that we would be available
any time if needed. We explained that Arthurs default position
was to reply Yes, if anything was asked him, he would not
necessarily have understood what was going on as due to
previous difficulties (when in Africa) he was in the habit of
accepting anything he was told.

On Monday (still no Welsh language) my father in law was taken
to theatre. My father in law managed to contact his grandson and
consequently Hefina was able to see him just before the surgery
but had no real opportunity to say goodbye.

The decision to take my father in law to theatre was not
discussed with or communicated to anyone in the family by the
ward. The consent process was communicated with my father in
law in English.

On the Friday morning my father in law passed away. As a family
we are devastated to have lost him. He was the most valued
husband, father, father in law and grandfather anyone could wish
for. His loss to us all is beyond words.




We feel that had communication from start to finish been better
and in a language he understood( Welsh) then there may have
been a different outcome, that he would have survived the
surgery and we would have had an opportunity to come to terms
with the prognosis. The opportunity for us to say goodbye was
taken from us and him and he missed the event that would have
given him the most joy—the birth of his first great grandchild.

Welsh is very important to us a family, it is the language that was
and still is spoken at home and the language he was most
comfortable with. We feel that our wishes as a family were
ignored and no effort made to try and support our needs.

Key themes
emerging:

e Receiving sufficient Information such that patient and family
members were able to be fully, informed and involved in
decisions made in relation to Arthur’s care.

e Welsh Language/Communication in Welsh — clear failure to
respect Arthur's communication needs resulting in lack of
information about, and involvement in decision concerning
ongoing care (see above) and non-compliance with the
(Welsh Language Measure (Wales), WG 2011) in so far as
Welsh was treated less favourably than English.

Consent give the themes identified above it is difficult to argue
that consent in any form or function informed

o Staff Attitude/Knowledge & Skills; there was a complete lack
of empathy and response to Arthur’s stated communication
needs, it did not appear that anyone was prepared to take
responsibility for these, and indicative of a complete lack of
understanding of BCUHB's statutory responsibility in relation
to the (Welsh Language Measure (Wales), WG 2011). Why
didn’t ‘someone’ take responsibility for informing the family
members, why were they left isolated, why were their needs
not acted on — complete lack of candour in relation to a
responsibility to communicate honestly, transparently and
with integrity?

e Interdisciplinary Working; implicit and underpinning this story
is a care plan which appeared to lack integration, and regular
review as Arthur’s condition deteriorated — symptomatic of a
poor organisational/clinical leadership.

e Quality of care; clearly for the reasons stated above the care

fell well below BCUB’s statutory obligations, and it is
concerning that the employment of the surgeon was
terminated shortly after Arthur’'s admission.

Lessons learnt:

In line with BCUHB Welsh Language policy and protocol

Where a patient’s first language is Welsh all efforts to
accommodate the patient’s wishes utilising Welsh speaking
staff members should be made. Should this not be possible,
then Language line can be used or WITS for face to face
interpretation as described above.




Listening and hearing the patient and family’s voice and concerns
Ensuring that Welsh language staff or translators are in place to
support the patient’s preferred language

Interpretation Services

When and how to arrange for interpretation services — a guide
to services available

When

¢ |f a patient cannot communicate effectively in English
or Welsh information about treatment (any activity
requiring consent) needs to be communicated

e Or when other vital information needs to be
communicated for example information at the time of
discharge from hospital

If there are any concerns that the patient (who needs the
interpreter) is regarded as a ‘vulnerable person’ then a
registered independent interpreter will be required. Vulnerable
persons could include:

e Children
e Vulnerable adults

e Patients who have been subjected to domestic abuse
and/or violence;

e Other e.g. for a mental health assessment when face
to face interpretation is necessary

Adran yr laith Gymraeg / Welsh Language Section
There are options available for obtaining interpretation services

e Telephone Interpretation Service
e Face to Face Interpretation Service
e Wales Interpretation and Translation Service (WITS)

Montgomery principle and consent:

e Causation in informed consent case is often very difficult
and very fact specific. Therefore it is vitally important that
the Patient understands the proposed procedure that they
are consenting to Put yourselves in the shoes of the
patient at the point they would have made the decision

e Consent must be more patient-focused

e Crucial that there has been proper consent and good
documentation of that process




Shared with: Quality Safety Group

Proposed action: | Share the story widely and include in Patient and Service User
digital story library

Cascade widely through PALS teams in all regions to support the
importance of using interpretation WITS language line to all staff
in all areas and inform Patients’ and Service Users of the facilities
available when there are no Welsh speaking staff available to
represent the Patient’s requirements.

Responsibility: Carolyn Owen
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AN LoV I Ma ISR o Jo]g@ll Section 1: Report Structure 3

This Integrated Quality & Performance Report (IQPR) is intended to provide a clear view of current performance against a selected number of Key Performance
Indicators (KPI) that have been grouped together to triangulate information. This report should be used to inform decisions such as escalation and de-escalation of
measures and areas of focus. Actions for escalation should be captured in the Chairs report for the Board and minutes of the committee.

The measure code relates to the code applied within the NHS Wales Annual Delivery Framework, which Welsh Government hold the Board accountable for delivering. A key
difference in the structure of the IQPR for 2019/20, in comparison to 2018/19 is that it is that the report reflects the organisational priorities as set out in the Operational Plan
approved by the Board . The report maps each the measures included against the corresponding work programme within the Annual Plan for 2019/22. This is done via a

reference number at the right hand side of the Measure Component Bar (shown below). The next page contains a list of all the Programmes in the Annual Plan in the order
of the reference numbers.

Description of the Measure Component Bar:

Measure Description \ National Target Current Reporting Period Status/ Movement since last reported Responslble Executve Officer
DFM Of the serious incidents due for assurance, the percentage which were assured within 0 WWEES Executive Deborah Plan
023 the agreed timescales = = May-19 I 36.00% [ ' Benchmark Lead Carter Ref APO39
\ Measure Code Local Profile for current reporting period Actual Performance Wales Benchmark Positon Reference to Annual Plan Programme
Green = On Target Reported one month in
Red = Not on Target arrears
Status Key:
\[o]§ \[o]§ \[o]§ . : .
. : : Achieved Achieved Achieved
Achieved Achieved Achieved .
Static Worse Better
Better Worse
Integrated Quality and Performance Report J u I 20 19
Quality, Safety & Experience Committee Version y
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AN oJe IV I M| R{:Te]e]g M Section 3: Report Content for 2019/20 4

Profiles

The Executive sponsor has confirmed the profile of performance expected to be delivered during the year based on the actions and resourcing set out in the operational
plan. The report will track performance against this profile . It is noted that profile set will reflect the reporting requirement and rate of change of performance expected.
Therefore some indicators are annual, others bi-annual, quarterly, bi-monthly or monthly. In addition the executive sponsor is ‘RAGP’ rating the monthly progress of their
actions in the Annual Plan and therefore this report should be read alongside the Annual Plan monitoring report.

Escalated Exception Reports

When performance on a measure is worse than expected, the Lead for that measure is asked to provide an exception report to assure the relevant Committee that they
have a plan and set of actions in place to improve performance, that there are measurable outcomes aligned to those actions and d) that they have a defined timeline/
deadline for when performance will be ‘back on track’, preferably demonstrable through a recovery trajectory. Although these are normally scrutinised by Quality & Safety or
Finance & Performance Committees, there may be instances where they need to be ‘escalated’ to the Board. These will be included within the relevant Chapter on an ‘as-
required’ basis.

Statistical Process Control Charts (SPC)
Where possible SPC charts are used to present performance data. This will assist with tracking performance over time, identifying unwarranted trends and outliers and
fostering objective discussions rather than reacting to ‘point-in-time’ data.

Cycle of business

This report demonstrates performance against profile for May 2019 where the measure and profile is reportable monthly.

This report also includes the local indicator ; Healthcare Acquired Pressure Ulcers from July 2019.

An additional slide is provided this month on the actions being taken to address the backlog incidents requiring closure.

In addition to this report all committees are provided with a RAGP self-assessment of progress against the actions within the Annual Plan. This committee will receive this
additional report from its July meeting.

Integrated Quality and Performance Report J U Iy 2019
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About this Report Qperational Plan Programmes 201.9/2022
linked to Measures within the remit of QSE

Annual Plan Programme

Plan No
AP001

AP004

APO005
APO0O06
APOO7
APO009
APO013
APO15
APO025
APO27

APO039

AP045
APO047
NIP

Smoking Cessation Opportunities increased through 'Help Me Quit' programmes
Delivery of ICAN Campaign promoting mental well-being across North Wales communities

Implement the "Together for Children and Young People Change Programme'

Improve outcomes in first 1000 days programmes

Further develop strong internal and external partnerships with focus on tackling inequalities

Put in place agreed model for integrated leadership of clusters in at least three clusters, evaluate abd develop plan for scaling up
Develop and implement plans to support Primary Care sustainability

Implementation of RPB Learning Disability Strategy

Fully realise the benefits of the newly established SURNICC Service

Develop Rehabilitation Model for people with Mental Health or Learning Disability

Implement Year Three of the'Quality Improvement Strategy’

Develop a 'Strategic Equaility Plan for 2020-2024
Develop an integrated workforce development model for key staff groups with health and social care partners
Not in Plani.e. Mesures are required by NHS Wales Delivery Framework, but are not linked to Actions in the Operational Plan

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version ‘J u Iy 2019
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Most Improved

Status ___(Targey

Serious Incidents: Pressure Ulcers 0 0
New Never Events 0 0
Universal Mortality Reviews 90.90% >= 95%

Of Most Concern

Status___(Targey

Infection Prevention: MSSA 17 <=11
Incidents: % Assured within agreed timescales 39.00% >= 90%
Pri mary Total Healthcare Acquired Pressure Ulcers (HAPU) 177 AP
Care
Sepsis Six Bundle: Emergency Department 51.55% Improve

1 1

Integrated Quality and Performance Report J U Iy 2019
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Executive Summary 7

This report contains the measures reportable to the committee based on the end of May reported performance. The majority of indicators are
quarterly, biannual or annual measures and so are shown greyed out in the report.

The report covers measures under the chapters of Quality, Infection Control and Mental Health. The prevention chapter is not reported as there are
no monthly indicators in this chapter.

Quality: Compared to the previous reporting period performance improved in May for 3 of the measures and deteriorated for 8 measures. Anew
local measure has been introduced to include the total number of healthcare acquired pressure ulcers. It is pleasing to note full compliance with the
3 indicators delivering the national target i.e. 100% compliance with the Sepsis 6 in patient bundle, O never events and 0 serious incident reportable
pressure ulcers. Details of actions being taken to improve performance for the indicators not meeting the national targets is outlined in the exception
reports.

Infection Control: Of the 5 measures reportable monthly 1 is delivering the national target but 4 have deteriorated in performance this month.
Graphs for the number of infections over time have been included to inform the committee of the volume of patients affected by these infections
each month,

Mental Health: 3 of the mental health measures are delivering the national target this month, including CAMHS Assessments within 28 days.
Where the targets are not being met exception reports are provided.

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version ‘J u Iy 2019
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A
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ST NOEUINA Summary Page 1 9

Serious Incidents Assured within timescales 39.00% f >=90%
Serious Incidents: Patient Falls 12 f AP
Serious Incidents: Pressure Ulcers 0 f AP
Spesis Six Bundle: Inpatients 100% » 100% Total Number of Healthcare Acquired Pressure Ulcel 177 N/A AP
Spesis Six Bundle: Emegrgency Department 51.55% ‘ >=68% Total Number of New Never Events 0 » 0
Universal Mortality Reviews within 28 Days 90.90% f >= 95%
Crude Mortality Rate (Under 75 years of age) 0.83% ‘ <=0.70%

Integrated Quality and Performance Report J U |y 2019
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AN OLQETI IO Summary Page 2 10

Number of Postopned Procedures (Non-clinical) 2,451 f Reduce
Ward Staff Fill Rate (Nursing) 86.00% f >=95%
Ward Staff Skill Mix (Nursing) 55.00% 4@  >=60%
Integrated Quality and Performance Report J I 2019
Quality, Safety & Experience Committee Version u y
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DFM in-pati i iti i i i Target Wales Executive Plan
Percentage of |r‘1 patle_nts _\/\/Jth a positive sepsis screening who have recg!ved all _ May-19 | 100% EEIE 1st Evan Moore APO39
014 elements of the ‘Sepsis Six first hour care bundle within one hour of positive screening Improve Benchmark Lead Ref
Percentage of patients who presented to the Emergency Department with a positive Target Plan Wales Executive Plan
sepsis screening who have received all elements of the ‘Sepsis Six first hour care May-19 [ 51.55% BSIEWE Benchmark 3rd Lead Evan Moore Ref AP039
bundle within one hour of positive screening Improve >= 68%

Actions: Outcomes: Timelines:

» Meetings now in place for all acute site emergency » With the continuation of the collaborative this will * Work will continue on this throughout 2019/20 to
departments to review sepsis cases, identify areas support further improvement in sepsis 6 support sepsis work in emergency departments
of issue and make required improvements compliance for emergency departments across + Dates for the sepsis collaboratives throughout the

» Further sepsis collaborative dates set for 2019/20 BCUHB remainder of 2019/20 have been set as 5" Sep

» Sepsis dashboard in use at all meetings » All emergency departments will have access to the 2019, 10t Dec 2019 and 11t Feb 2020.

» Support provided to each site meeting by senior dashboard and will be able to monitor compliance
members of the Health Board Quality Improvement for there department with sepsis 6 bundle
team

» Bi-monthly meetings held across BCUHB to
discuss and drive improvements with sepsis and
responding to the deteriorating patient

Integrated Quality and Performance Report J U |y 2019
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ST IgN MOV Incidents 13

DFM Of the serious incidents due for assurance, the percentage which were assured within Wales Executive Deborah M ET

023 the agreed timescales May-19 |39'00% Status n Benchmark Lead Ref APO39

Actions: Outcomes: Timelines:

* Weekly Incident Review Meeting in place which is ensuring a more * Reduction in the number of incidents New trajectories have been issued to
focused approach to managing major and catastrophic incidents. Also significantly overdue for closure each of the Divisions with expectation
focusing on over due incidents which have been reported to Welsh that they will be in line with these by 315t
Government (WG). * Reduction in the number of August 2019

, major/catastrophic incidents
* Review of model for corporate and governance teams to allow greater

support to the wider incident management « Improvement in the total number of overdue

Welsh Government Incidents

* Improvements in the standard/quality of
closure forms being submitted

» Single senior lead for incidents management
across BCUHB

Integrated Quality and Performance Report Ju |y 2019
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Chapter 1 — Quality

Incidents Graphs 14
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SLETICTIMIENOIEUIN Incidents Backlog Update 15

Actions:
Actions taken to address incidents:

All major, catastrophic, WG reportable or never event incidents are subject to a rapid review within 72 hours in order to:
* Make safe for patient and staff

» Mitigate any further risk

+ Escalate to senior staff

* Close the incident if no further investigation required

* This prompt review will reduce the volume of incidents becoming overdue in future.

2. Workshops & training has been implemented to support staff in effectively and efficiently closing incidents. The training includes:
» Application of “PTR”

* Investigation training

* Closure form workshops

+ Datix clinics

+ These are aimed to support staff in timely incident management.

3. Use of performance trajectories
These have been set up to demonstrate the impact of the learning on the closure rate and to establish a performance measure which the divisions are to deliver with the
support provided.

Integrated Quality and Performance Report Ju |y 2019
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SUETICI RO Serious Incidents: Patient Falls 16

e - o e G
Actions: Outcomes: Timelines:
* Health Board Falls Faculty established — » Wards undertaking first tests of change following Cohort wards due to feedback outcomes of tests of
multidisciplinary; MDT engagement at ward level; change at second masterclass 17t July 2019.
* Masterclass to launch the collaborative with the
wards June 11t attended by cohort wards » All Wards adopting the tools developed by HAPU Cohort presentation due October following 3 months
representative of all areas across the Health collaborative as cross over are you chair aware; of testing to determine interventions as standard
Board identified via data and Quality practice for the Health Board.
Improvement (QI) work; » Standardise reporting of inpatient falls via Datix to
+ Collaborative aim to reduce inpatient falls by support local QI work;
15% by the end of November 2019;
* The collaborative will develop a toolkit of  Falls collaborative dashboard developed to support
evidence based interventions that are QI as a cohort and as individual ward-data
individualised to meet the needs of patients captured for all inpatient falls by:
following risk assessment; » Severity
+ All Wales Falls Assessment tool agreed prior to » Location
digitalisation to be shared with cohort wards. * Type

Integrated Quality and Performance Report J U Iy 2019
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Serious Incidents: HAPU
(Healthcare Acquired Pressure Ulcers)

Wales Executive Deborah Plan
May-l9| 0 I Benchmark Lead Ret [l
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&7 VR e Chapter 1 — Quality 18

: WWEIES Executive Deborah Plan
Total Number Healthcare Acquired Pressure Ulcers(All Grades) May-19 I 177 BNeul Benchmark Lead Ref NIP
Actions: Outcomes: Timelines:
»  Collaborative with original cohort inpatient wards *  Over 130 staff members attended launch * Masterclasses planned for July/August 2019
continues; across HB to:
« Health Board launch in May across all acute sites * Resources updated on intranets and to be « Share all Wales risk assessment Purpose
and attended by Area teams and Primary Care communicated in more detail in masterclasses T, care plans/pathways;
teams; across the HB »  Successful interventions tested by the
» Launch included the Health Board standards of: cohort wards
»  Situation Background Assessment * Cohort wards have seen a reduction in inpatient
Recommendation (SBAR) reporting falls as a feature of their work on HAPU’s
format for Datix inc Rout Cause Analysis
tool

« Training Needs Analysis tool for Staff inc
Are you Chair aware and standardised
staff resources

«  Preparation for the implementation of the
all Wales risk assessment tool Purpose T;

» Revised Tissue Viability resources.

Integrated Quality and Performance Report Ju |y 2019
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OQETOCTEMENONENNYA Mortality 19

DFM . . . o Plan WWETETS Executive Plan
- 0,
Percentage of universal mortality reviews (UMRs) undertaken within 28 days of a death > 950 May-19 I 90.90% ESIEWIS Benchmark Lead Evan Moore Ref APO039

DFM . . Target Plan WWETLETS Executive Plan

028 Crude hospital mortality rate (74 years of age or less) Reduce <= 0.70% May-19 I 0.83% ESiEUILS Benchmark Lead Ref APO039

Actions: Outcomes: Timelines:

« Phased introduction of the DATIX mortality review * Improve timeliness of mortality reviews through the » Throughout 2019/20 for the stage 1 roll out (acute
module stage 1- go live in YGC 16t July 2019, introduction of DATIX during 2019/20 hospitals), with stage 2 going over into 2020/21
other sites to be confirmed following discussions » Acute Kidney Injury patients now identified and » Acute Kidney Injury Collaborative dates to be
with site leads followed up more rapidly due to the automated e- confirmed

+ Development of the stage 2 hybrid structured alerts system

judgement review tool which will be moved across
to DATIX system during 2019/20

« Sepsis collaborative throughout the remainder of
2019/20 dates have been set as 5" Sep 2019, 10t
Dec 2019 and 11t Feb 2020.

» Acute Kidney Injury collaborative development
during 2019/20

+ Development of an automated AKI alerts system
and dashboard

Integrated Quality and Performance Report
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OLETICTMENONEUINA Postponed Procedures 21
12
DFEM Number of procedures postponed either on the day or the day before for specified non- Target HEI Months T Staius Wales 4th Executive Evan Moore Plan APO25
038 clinical reasons Reduce Reduce to Igar- ' Benchmark Lead Ref
Actions: Outcomes: Timelines:
* Reduction in short notice cancellations and Did
* Develop and strengthen the theatre 6:4:2 Not Attend + Q2-Q3
Standard operating Procedure and meeting
agenda * Increase average case per list. Better
management and planning of lists + Q2-Q3
» Develop Standard Operating Procedure for
supporting weekly theatre scheduling * Reduce avoidable cancellations
*+ Q2-Q3
* Aclear process for escalation and approval or not) * Right bed available to accommodate case mix.
for on the day non clinical cancellations Ability to change case mix to respond to non-
elective bed pressures + Q3-Q4
» Capacity planning for elective beds linked to non-
elective pressures « Minimise cancellations due to medical fitness (unfit
on the day) « Q4
* Review pre-operative pathway including workforce
* Reduction in patient initiated short notice
» TCI reminder call reviewed for challenged cancellations + Q3-Q4
specialties such as Orthopaedics » Work towards zero tolerance for cancer
cancellations and then by Q4, all cancellations « Q4

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version

July 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly



WGM
Ward Staff Fill Rate Percentage

WGM
002

LTI NGO \Ward Staffing Levels 22

Target Plan WEES Executive Deborah Plan
- 0
>=95% AP May-19 I 86% Statusn Benchmark Lead Ref NIP

. . . . . arget WEET Executive Deborah Plan
ff R R -R P - 0, A P
Ward Staff Skill Mix Ratio of Registered v Non-Registered Percentage >= 60% May-19 I 55% RSEWS n Bench rk Lt Carter Ref NI

Actions:

. BCUHB representation at national nursing
events to promote Train Work Live campaign
e.g. Nursing Times events in Birmingham and
Manchester , RCN Congress Meeting and
national conferences. Representation also at
local events such as agricultural shows.

. BCUHB “Meet & Greet” events targeted at new
graduates, both North Wales and North West
England universities invited to attend.

. Local E-roster scrutiny against agreed KPIs to
ensure efficiency within rosters.

. Nurse bank support with bank usage and
agency where there are RN gaps.

. Exit interviews to be undertaken.

Outcomes:

. Overall aim is to reduce Registered Nurse
vacancies and encourage external recruitment.
47 recruited Feb — March 2019. Current RN
vacancies across 3 acute sites = 295fte.

. Successful recruitment will improve ward skill-
mix percentages.

. Successful recruitment will improve compliance
with the Nurse Staffing Act and allow correct
nurse:patient ratios.

. Efficient e-rosters will improve compliance
against agreed Key Performance Indicators
such as Annual Leave percentages, unused
hours, reduction in additional shifts being
created.

. Improved staffing to support reduction in patient
harm such as HAPU, Medication Never Events,
improved Infection Prevention Control
performance, reduction in falls.

Timelines:

* New graduates recruited (130) to be with
expected start dates end Sept 2019. Preceptorship
period would mean new recruits no longer super-
numerary from late December 2019 — January
2020 onwards.
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Ward Staffing Levels Fill Rate (Medical & Surgical Acute) Ward Staffing Skill Mix Ratio
Registered : Unregistered (Medical & Surgical Acute)
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Staws (g

Rate: E.Coli 8838 §  <=39
Rate: S.Aureus 2029 ¥ <12
Rate: C.Difficile 2542 ¥ <14
Rate: Klebsiela 16.75 ‘ <=9
Rate: Aeruginosa 1.73 f <=3

1

Infection
Control

4
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Measures 25

Plan
Ref

Deborah

Carter APO39

DFM Cumulative rate of laboratory confirmed E.coli bacteraemia cases per 100,000 Wales Executive
88.38 BSIGIUE *
Benchmark Lead

021a population

Plan
Ref

Deborah

DFM i i . i T t WEL = ti
Cumulative rate of laboratory confirmed S.aureus bacteraemias (MRSA and MSSA) arge T Siaius ales xecutive chora AP039

021b cases per 100,000 population <=12 Benchmark Lead

Li\il)olz Number of laboratory confirmed MRSA cases : 1 Status Be:/\\(/:ar:isark Exr_ez::jive D(E;Zz;a:h l;'i? AP039
ngz Number of laboratory confirmed MSSA cases 18 Status Be\rll\::?:?:ark Exlt_eg;(tjive Dgz:’t:h 22? APO039
([))2':1'\2 Cumulative rate of laboratory confirmed C.difficile cases per 100,000 population 25.42 ESIES Bex\g:i"lsark Exizg;ive Dgerea:h 22? AP039
Ll\l/lg2 Number of laboratory confirmed C.difficile cases u 19 Status Be\rll\f:?:ark Exlt_eg;;ive DgZz;arh 22? APO039

Plan
Ref

Deborah
Carter

DFEM

021d APO39

Benchmark Lead

. : . . WWEIES] Executive
Cumulative rate of laboratory confirmed Klebsiela cases per 100,000 population 16.75 ESIEWS

Plan
Ref

Deborah
Carter

Executive
Lead

WWEIES

. . . . .
Cumulative rate of laboratory confirmed Aeruginosa cases per 100,000 population 1.73 Status Benchmark .

DFM APO39

021e

* Not published yet
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Actions:

In depth review of all Healthcare Acquired Infections for
April 2019 to look for trends, particularly in relation to
the Central locality, Klebsiella, E coli and MSSA.
Dedicated Infection Prevention and Control staff now
allocated to community hospitals, mental health and
learning disabilities and other community health care
provision.

Clean your hands promotional work for w/c 6" May
20109.

Post infection reviews are carried out for all C. difficle
infections (CDI) and blood stream infections associated
with health care. Some of these are presented to the
HCAI Executive reviews held monthly.

Provisional trajectory figures considered until WG
provide for 2019/20. Monitor population sizes and
demographics in relation to infection rates and
trajectories.

Dedicated review for inpatient areas on all invasive
devices.

Start smart then focus promoted to also include
removal of vascular cannulas.

Meeting took place with Welsh Ambulance regarding a
trail of safe/unsafe cannulation so removal is carried
out in admission area.

Decant area now available to provide uninterrupted
infection prevention.

Outcomes:

Recognising the trends that maybe linked to increase in
gram negative blood stream infections.

Monitor population sizes and demographics in relation
to infection rates and trajectories.

Keep hand hygiene and bare below the elbows
“everyday business” and accountability for providing
safe, clean care.

Performance framework populated for the 6 organisms
with associated trajectories.

Scrutiny and learning from focused HCAI executive
review.

Reduction and removal of unnecessary devices and
associated risks.

Timelines:

» Continually monitor rates and innovative practice in
reducing avoidable infection/harm and remain focused
on reducing avoidable infections.
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B

Chapter 2 — Infection Control EejgTo]glS

BCUHB BCUHB BCUHB
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sl Mental Health 28
University Health Board

Measure

Status (Target)

(h:lzl—glr\lﬂ’]i?n;eg)ssessments within 28 Days 74.57% ‘ ~= 80%
MHM1b - Therapy within 28 Days (Combined) 70.25% f >=80%
MHM1a - Assessments within 28 Days (Adult) 73.82% ‘ >=80%
MHM1b - Therapy within 28 Days (Adult) 71.13% f >= 80%
MHM1a - Assessments within 28 Days (CAMHS) 80.15% f >=80%
MHM1b - Therapy within 28 Days (CAMHS) 63.24% ‘ >=80%
MH Advocacy 100% [ 2 100%

MHM2 - Care Treatment Plans (CTP) 89.90% $ >=90%
MHMS3 - Copy of Agreed plan within 10 Days 100% » 100%
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LMO6 The percentage of mental health assessments undertaken within (up to and including) 28

Oa days from the date of receipt of referral (Adult)

LMO6 The percentage of therapettic interventions started within (up to and including) 28 days
la following an assessment by LPMHSS (Adult)

Target Plan
>=80% >=71%

Target Plan
>= 80% >=67%

Apr-19 I73.82% Status

Apr-19 I71.13% Status

Assessment and Therapy Adult 29

WWEES Executive Plan
Benchmark Lead Andy Roach Ref APOZ7

WWEIES Executive Plan
Benchmark Lead Andy Roach Ref APOZ7

Actions:

» Patients are treated by clinical priority has been
widely adopted which has impacted on
performance but is clinically the right action for
patients

» Timely weekly reporting direct to area teams

* MHM Lead(s) supporting area to increase focus on
specific issues / actions plan

» Closer monitoring & scrutiny of referral activity

* Increased Senior Manager focus & support

» Clinical & Social care staff deployed to focus on
areas performing below target

» Support Time and Recovery workers are now (or,
recruited to awaiting start dates) in post and
working through the interventions backlog
identifying patients who still require interventions

* Developed and implemented local action plans to
improve targets

» Exploring ways to increase our establishment to
reflect demand/backlog

Outcomes:

Further education

Correct & validated information
Teams timely informed and engaged
Decreased waiting times
Recruitment

Timelines:

The MHLD division continues to work on achieving
the target across all teams, however, high referral
rates, sickness and recruitment to vacancies
continues to impact on delivery. The recent deep
dive analysis has highlighted that a large percentage
of patients are assessed and discharged with advice,
information or signposting elsewhere, in some teams
this is over 60%. The solution to target achievement
is a complete service transformation for this identified
group which is currently been worked through via the
strategy implementation.
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o ETa g e VIS EENG ) Mental Health - Adult Graphs 30

% of assessment by the LPMHSS undertaken within 28 days of referral - Adult % of therapeutic interventions started within 28 days following an assessment
Services - Adult Mental Health Services
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Chapter i VIR llg Care & Treatment Plan (CTP) Adult 31

DFM The percentage of health board residents in receipt of secondary mental health senvices Target Plan . Wales Executive Plan
082 (all ages) who have a valid care and treatment plan (CTP) >=90% >=88% Apr-19 § 89.50% Bl Benchmark A Lead Andy Roach Ref APO2T

Actions: Actions: Actions:

» Detailed & timely reports disseminated to teams * Further education With sustained focus, the Division expects to be
and individual care coordinators. « Correct & validated information compliant in Q2

* The Mental Health Measure Leads are aligned to + Teams informed and engaged

local areas to improve performance and overall
guality of services to patients.

* Regular data cleansing & caseload validation

* Close and regular monitoring of activity and
compliance rates.

* Developed and implemented local action plans to
improve targets.

« Exploring ways to increase our establishment to
reflect demand/backlog

Integrated Quality and Performance Report
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PO T I N VI IS S Care & Treatment Plan Graphs 32

% of LHB residents (all ages) to have a valid CTP completed at the end of each month
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..Chapter 4 — Mental Health

LMO6 The percentage of mental health assessments undertaken within (up to and including) 28

Ob days from the date of receipt of referral (CAMHS)

LMO6 The percentage of therapeutic interventions started within (up to and including) 28 days

1b following an assessment by LPMHSS (CAMHS)

Target
>=80%

Target
>=80%

Assessment and Therapy CAMHS

33

Wales Executive Chris Plan
. 0
Apr-19 I 80.15% Statusn Benchmark Lead Stockport Ref APO2T
WEIES Executive Chris Plan
. 0
Apr-19 I 63.24% Statusu Benchmark Lead Stockport Ref APO2T

Actions:

* Recruitment day undertaken in May for Central
Area

» Further recruitment campaign being progressed

+ Bid submitted to Welsh Government for Service
Improvement funding identified for additional
posts for core service and Early intervention
service

» Bid includes for roll-out of GP cluster post in
Denbighshire to East and West Areas which has
been successful in management of demand to
CAMHs

« Ongoing demand and capacity meetings across
the teams resulting in an increase in capacity
including additional hours and use of agency

» Use of groups to deliver interventions as
appropriate

Outcomes:

Increased activity for assessments resulting in an
anticipated achievement of the Mental Health
Measure targets from October 2019.

Increased activity for interventions resulting in an
anticipated achievement of the Mental Health
Measure targets from December 2019.

Reduction in demand overall to specialist CAMHS.
Primary Care capacity under development and
Early Intervention Service extended

Appropriate support for Children, Young People
and their families

6 trainee posts recruited which will need further
support will be in post by end October 2019

3 Band 6 posts will be in post by end of September
2019

Psychology posts will be in post by end of October
2019

Timelines:

CAMHS Assessment Profile % < 28 days

120%

100% —

80%
60%
40%

20%

0%
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CAMHS Therapy profile- % < 28 days

100% m

80%
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e Chapter 4 — Mental Health

CAMHS Graphs

34
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% of assessment by the LPMHSS undertaken within 28 days of referral - Child
Adolescent Mental Health Services

% of therapeutic interventions started within 28 days following an assessment -

Child and Adolescent Mental Health Services
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Appendix: Further Information

Further information is available from the office of the Director of Performance which includes:

» performance reference tables
« tolerances for red, amber and green
» the Welsh benchmark information which we have presented

Further information on our performance can be found online at:
* Our website www.pbc.cymru.nhs.uk
www.bcu.wales.nhs.uk
« Stats Wales www.statswales.wales.gov.uk

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

W follow @bcuhb
[i http://www.facebook.com/bcuhealthboard
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Q GIG Bwrdd lechyd Prifysgol

Committee a'.‘o Betsi Cadwaladr

~' N HS University Health Board
16.7.19 To improve health and provide

excellent care

Report Title: Annual Plan 2019-20 Progress Monitoring Report (APPMR)
Report Author: Mr Ed Williams, Head of Performance Assurance
Responsible Mr Mark Wilkinson, Executive Director of Planning & Performance
Director:
Public or In Public
Committee

Purpose of Report: | This report provides the committee with a summary of progress of the
Actions within the Annual Plan for 2019/20

Approval / Scrutiny | This paper has been scrutinised and approved by the Director of

Route Prior to Performance.

Presentation:

Governance issues | Our report outlines the progress against Actions in the Annual Plan for

| risks: 2019/20. Where any Action is scored as Red, a short explanation of why
and what is being done to resolve the issue(s) is provided.

Financial N/A

Implications:

Recommendation:

The Quality, Safety & Experience Committee is asked to note the report.

Health Board’s Well-being Objectives
(indicate how this paper proposes alignment with
the Health Board’s Well Being objectives. Tick all
that apply and expand within main report)

WFGA Sustainable
Principle

(Indicate how the paper/proposal has
embedded and prioritised the sustainable
development principle in its development.
Describe how within the main body of the
report or if not indicate the reasons for
this.)

Development

1.To improve physical, emotional and mental
health and well-being for all

1.Balancing short term need with long
term planning for the future

2.To target our resources to those with the
greatest needs and reduce inequalities

2.Working together with other partners
to deliver objectives

3.To support children to have the best start in
life

3. Involving those with an interest and
seeking their views

4.To work in partnership to support people —
individuals, families, carers, communities - to
achieve their own well-being

4.Putting resources into preventing
problems occurring or getting worse




5.To improve the safety and quality of all | ¥ | 5.Considering impact on all well-being
services goals together and on other bodies

6.To respect people and their dignity N

7.To listen to people and learn from their
experiences

Special Measures Improvement Framework Theme/Expectation addressed by this paper

This paper supports the revised governance arrangements at the Health Board and supports the
Board Assurance Framework by presenting clear information on the quality and performance of
the care the Health Board provides. It also addresses key indicators for mental health and
primary care.

Equality Impact Assessment

The Health Board’s Performance Team are establishing a rolling programme to evaluate the
impact of targets across the Equality & Diversity agenda.

Disclosure:
Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board

Board/Committee Coversheet v10.0
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About this Report 2

This report presents performance against the 2019/20 Annual Plan actions, and is presented in the same order as the plan i.e.

health improvement and health inequalities, care closer to home, planned care, unscheduled care, workforce, digital and
estates.

The ratings have been self assessed by the relevant lead executive director. All the ratings have been reviewed and

approved by the executive team. Consideration will be given as to how assurance on progress can be provided on a periodic
basis.

To interpret this report, it is necessary to note the basis of the rating which provides a succinct forecast of delivery, combined
with an assessment of relative risk.

Feedback is welcomed on this report and how it can be strengthened. Please email Jill.Newman@Wales.NHS.UK.

Every Month End By year end Actions depending on RAG rating given
Red Off track, serious risk of, or will not be achieved Not achieved |Where RAG givenis Red: - Please provide some short bullet points expaining why, and what is being done to get back on track.
- Achievement as forecast; work has commenced; some risks being actively managed N/A Where RAG is Amber: No additional information required
Green On track for achievement, no real concerns Achieved Where RAG is Green: No additional Information required
Purple Achieved N/A Where RAG is Purple: No additional Information required

Three Year Outlook and 2019/20 Annual Plan

Monitoring of progress against Actions for Year One (2019/20) May 2019
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Health Improvement
& Health Inequalities

Programme

Actions E()a(aeg Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Partnership plan for children progressed with a strong focus on Adverse Childhood Experiences PH * R Q4
Implement the Together for Children and Young People Change Programme PC&C - Q4
Delivery of ICAN campaign promoting mental well-being across North Wales communities MH&LD (B G Q4
Further develop strong internal and external partnerships with focus on tackling inequalities PC&C G Q4
Healthy weight services increased PH G G Q4
Explore community pharmacy to deliver new lifestyle change opportunies PH G G Q4
Improve outcomes in first 1000 days programmes PH G G Q4
Further develop strong internal and external partnerships with focus on tackling inequalities PH G G Q4
Implement Year Three of Quality Improvement Strategy N&M G G

Every Month End A meeting is scheduled for July 2019 to review the neurodevelopment pathway. An action plan will be produced following this meeting, and
taken forward. This will complete the quarter one action in the plan.

Red Off track, serious risk of, or will not be achieved

- Achievement as forecast; work has commenced; some risks being actively managed

(€] X=1=1g B On track for achievement, no real concemns

=T ge] [} Achieved

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019
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el lnlnulel] Care Closer to Home 4

Actions Ezsgs Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Model for health & well-being centres created with partners, based around a ‘home first’ ethos PC&C * Q4
Define and put in place Model for integrated Primary and Community Care Academy (PACCA) to PC&C Q4
sunnart GP nractices iinder areatest nressiire
Model for health & well-being centres created with partners, based around a ‘home first’ ethos PC&C Q4
Establish a local Gender Identity Team PC&C Q3
Develop and implement plans to support Primary care sustainability PC&C G Q4
Implementation of RPB Learning Disability strategy PC&C G Q4
Establish framework for assessment for CHC and individual packages of care for people with mental
health needs or learning disabilities MH&LD G Q4
Putin place agreed model for integrated leadership of clusters in at least three clusters, evaluate and PC&C G Q 4
develop plan for scaling up
Put in place Community Resource Team maturity matrix and support to progress each CRT PC&C G Q4
Work through the RPB to deliver Transformational Fund bid PC&C G Q4
Plan and deliver digitally enabled transformation of community care PC&C G Q4
Develop and Implement a Social prescribing model for North Wales PC&C G Q4

Every Month End

Off track, serious risk of, or will not be achieved

Achievement as forecast; work has commenced; some risks being actively managed

(€11=1=13 M On track for achievement, no real concerns

U go][e} Achieved

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019
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Hrelelelnlul=} Planned Care 5

Implement the new Single cancer pathway across North Wales T&HS

Stroke Services MD

Develop Rehabilitation model for people with Mental Health or Learning Disability MH&LD Q4
Fully realise the benefits of the newly established SURNICC service PH Q4
Transform eye care pathway to deliver more care closer to home delivered in partnership with local MD Q A
optometrists

Systematic review and plans developed to address service sustainability for all planned care specialties. 1[\_l§¢|_l\|/ls Q 4
Implement year one plans for example Endoscopy, Rheumatology, Gynaecology MD '

Rheumatology service review PC&C Q2

Implement preferred service model for acute urology services MD Q4
Business case, implementation plan and commencement of enabling works for Orthopaedics (refer to MD

estates section/ plan)

Centralisation of complex vascular surgery services supported by a new hybrid theatre on YGC site MD

A programme business case has been prepared to support the implementation of the single cancer pathway across
North Wales. The programme business case is being presented to the SPPH committee, with the aim of submitting it
to the July board for approval.

A stroke business case has been developed, supported by a detailed implementation plan. The intention is that this
is presented to either the July board, or finance and performance committee.

Every Month End

Off track, serious risk of, or will not be achieved

Achievement as forecast; work has commenced; some risks being actively managed

On track for achievement, no real concerns

ZITE0] [N Achieved

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019
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el leInlul-W Unscheduled Care 6

Exec

Actions Lead Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Demand N&M C?4
Improved Crisis Intervention Services for Children PH
Dicharge
. N&M
Integrated health and social care Q4
Stroke Services MD Q]_
Demand N&M,M Q A
Improved Mental Health Crisis response H&LD
Flow
N&M
SAFER implementation & (?4
Flow N&M,M Q A
Ablett/ PICU for Mental Health (linked to Estates section/ plan) H&LD
Demand
. N&M
Improved Urgent Care Out of Hours/ 111 Services Q4
Demand
N&M
Enhanced Care Closer to Home Pathways Q4
Demand
. . N&M
Workforce shift to improve Care Closer to Home Q4
Flow
N&M
Emergency Medical Model &
Flow
Early Pregnancy Service (emergency gynaecology) PH Q4

Every Month End

Red Off track, serious risk of, or will not be achieved

- Achievement as forecast; work has commenced; some risks being actively managed

(€] (=1=1gW On track for achievement, no real concerns

ZI (Y Achieved

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly
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Deliver Year One Workforce Optimisation Objectives - reducing waste and avoidable variable/premium
: . : i WOD Q4
rate pay expenditure. Demonstrating value for money and responsible use of public funds
Provide ‘one stop shop’ enabling services for reconfiguration or workforce re-design linked to key
o . . WOD Q4
priorities under Care Closer to Home; excellent hospital services
Deliver year one Health & Safety Improvement programme, focussing on high risk / high impact priorities
. : : WOD Q4
whilst creating the environment for a safety culture
Build on QI work to develop the BCU improvement system and delivery plan for efficient value based
WOD Q4
healthcare
Develop an integrated multi professional education and learning Improvement Programme in liaison with
WOD Q3
HEIW
Deliver Year One Leadership Development programme to priority triumvirates WOD Q4
Provide ‘one stop shop’ enabling services for reconfiguration or workforce re-design linked to key
o . . WOD Q4
priorities under Care Closer to Home; excellent hospital services
Develop and Deliver Year one Communications Strategy to improve Communications and enhance WOD Q4
BCUHB reputation
Establish an integrated workforce improvement infrastructure to ensure all our work is aligned WOD Q2
Develop a Strategic Equality Plan for 2020-2024 WOD Q2
Develop an integrated workforce development model for key staff groups with health and social care
WOD Q4
partners
Develop and Deliver Year one Communications Strategy to improve Communications and enhance WOD A
BCUHB reputation Q

Every Month End

Off track, serious risk of, or will not be achieved

Achievement as forecast; work has commenced; some risks being actively managed

On track for achievement, no real concerns

Purple G

Three Year Outlook and 2019./20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly
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Actions Ezzg Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Wrexham Maelor Infrastructure PP&E R R Q1
Laundry Services PP&E - Q4
North Denbighshire PP&E G Q4
Statutory Compliance / Estate Maintenance PP&E G G Q4
Primary Care Project Pipeline PP&E G G Q4
Well-being Hubs PP&E G G Q4
Ruthin Hospital PP&E G G Q4
Vale of Clwyd PP&E G G Q4
Orthopaedic Services PP&E G G Q4
Ablett Mental Health Unit PP&E G G Q4
Hospital Redevelopments PP&E G G Q4
Central Medical Records PP&E G G Q4
Residencies PP&E G G Q4
Integrated Care Fund (ICF) Schemes PP&E G G Q4

S L (A Wrexham Maelor Infrastructure - the position is as reported last month. Work continues with
AL Of rack, serious sk of, or wil not be achieved our external advisors and we expect the Programme Business Case to be presented to the
11111 | Achievement as forecast;work has commenced; some risks being aciively managed F&P Committee in July 2019.
(€]{=L1) M On track for achievement, no real concerns
Purple [iEvE

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly
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Actions EXEC  Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Lead

Completion of pilot studies to learn lessons to inform wider installation and utilisation of the Welsh

. . MD Q4
Community Care Information System
Support the identification of storage solution for Central Library MD Q2
Delivery of information content to support flow/efficiency MD Q4
Provision of infrastructure and access to support care closer to home MD Q4
Implement Tracker 7 cancer module in Central and East. MD Q2
Phase three of Welsh Patient Administration Project (PAS) starts. It will replace the Commercial PAS VD Q A
system in the West and standardise processes relating to this system in other sites
Reconstitute the Welsh Emergency Department System upgrading the Emergency Department System in VD Q A
the East (phase 1) and extending instances to Central and West (phase 2 and 3)
Phase 2 of a local Digital Health Record which will strengthen our investment and approach to the delivery VD Q2
of an electronic patient record
Transition program to review the management arrangements for ensuring good record keeping across all VD Q A

patient record types

Rolling programmes of work to maintain / improve the digital infrastructure e.g. migration of telephone
infrastructure from an end of life solution to one which is fully supported and capable of underpinning MD
service change e.g. single call centre

Q4
Q4

Support Eye Care Transformation MD

Every Month End

Off track, serious risk of, or will not be achieved

- Achievement as forecast; work has commenced; some risks being actively managed

On track for achievement, no real concemns

(TT0] (] Achieved

Three Year Outlook and 2019./20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) I\/Iay 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly



Appendix A: Further Information

The Annual Plan is included on page 423 of the March 2019 Health Board papers.

The link to these papers is shown below:

http://www.wales.nhs.uk/sitesplus/documents/861/Agenda%20bundle%20Health%20Board%2028.3.19%20%20V2.0%20updated%2022.3.19-min.pdf

Three Year Outlook and 2019./20 Annual Plan

Monitoring of progress against Actions for Year One (2019/20) May 2019
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N HS University Health Board
16.7.19 To improve health and provide excellent care
Report Title: Quality & Safety in Primary Care
Report Author: Mrs Clare Darlington, Assistant Director Primary Care (Central Area)

Responsible

Dr Chris Stockport

Director: Executive Director Primary Care & Community Services
Public or In Public
Committee

Purpose of Report:

To provide a regular update, as directed by the QSE Committee, with
specific detail and information as requested, including trend and
themed reports in relation to concerns, incidents, contract breaches,
patient stories and lessons learnt, as well as quality improvement
initiatives.

Feedback from the Committee is requested in order to develop the
report further and best meet their requirements.

Approval / Scrutiny
Route Prior to
Presentation:

The development of the report has been progressed as a result of
discussions at the North Wales Primary Care Quality & Safety (Q&S)
Group, as well as Q&S meetings at an Area level.

All such reports will be considered at the North Wales Primary Care
Q&S and Area Q&S groups, that immediately follow the quarter for
which information has been collated.

Governance issues
| risks:

The Health Board is responsible for the commissioning and provision
of primary care services in North Wales.

The level and range of services required by the population as a whole
is significant, with demand increasing, and the Health Board must
ensure the provision best meets the needs of all residents, is safe and
of an agreed quality.

Financial
Implications:

There are no financial implications associated with this report.




Recommendation:

Committee

1. Confirms the core

indicators meet the

It is recommended that the QSE Committee:

2. Notes the actions taken in terms of the core indicators
3. Notes the progress in relation to the health & safety of GP practices
4. Considers any ‘focus on’ topics that the Committee would find useful
5. Notes the example provided in relation to quality improvement

Health Board’s Well-being Objectives V' | WFGA Sustainable Development

(indicate how this paper proposes alignment Principle

with the Health Board’s Well Being objectives. (Indicate how the paper/proposal has

Tick all that apply and expand within main embedded and prioritised the sustainable

report) development principle in its development.
Describe how within the main body of the
report or if not indicate the reasons for
this.)

1.To improve physical, emotional and |\ | 1.Balancing short term need with long

mental health and well-being for all term planning for the future

2.To target our resources to those with the | Y | 2.Working together with other partners

greatest needs and reduce inequalities to deliver objectives

3.To support children to have the best start 3. Involving those with an interest and

in life seeking their views

4.To work in partnership to support people — 4.Putting resources into preventing

individuals, families, carers, communities - problems occurring or getting worse

to achieve their own well-being

5.To improve the safety and quality of all |V | 5.Considering impact on all well-being

services goals together and on other bodies

6.To respect people and their dignity

7.To listen to people and learn from their | v

experiences

Special Measures Improvement Framework Theme/Expectation addressed by this paper

Evidence of strengthened resilience and sustainability in primary care services

Equality Impact Assessment

As this is a retrospective report, with an overview of data and information in relation to services
already being provided, an EqlA is not considered necessary. Equality is, however, an integral
part of the Quality Improvement agenda and as such individual EqlA assessments will be

required when undertaking an associated initiatives.

Disclosure:Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board

Board/Committee Coversheet v10.0

Quality & Safety in Primary Care

requirements of the




| 1. | Purpose of report

In March 2019 the QSE Committee received a paper providing an overview of the
arrangements in place in relation to the quality and safety of primary care services.
It was noted in the paper that future reports would be developed under the direction
of the QSE Committee to provide more specific detail and information as requested,
including trend and themed reports in relation to concerns, incidents, contract
breaches, patient stories and lessons learnt, as well as quality improvement
initiatives.

The following paper provides a further report from the Assistant Directors for Primary
Care and Dental Services, suggesting the key quality & safety indicators and related
detail. Feedback from the Committee is requested in order to develop the report
further and best meet their requirements.

| 2. | Introduction

As commissioners and providers of primary care, the Health Board must ensure that
these services are safe, whilst continually striving for quality improvement.

The three Area teams are responsible for primary care services. The Assistant Area
Directors for Primary Care, Assistant Director Dental Services and Assistant
Directors of Pharmacy & Medicines Management, work with the Assistant Director
Primary Care Contracting, to provide and commission services, and coordinate the
processes in order to address their quality and safety.

In line with the request of the QSE Committee, the following paper provides:

e Core Indicators and related data for 2018/19 and April-June 2019/20
e A ‘Focus On’ highlighted topic area
e An example of quality improvement achieved

| 3. [ Core Indicators

The following core indicators will be updated and detailed in each report presented to
the Committee, and form the basis of the Primary Care Q&S Report.

3.1 Incidents

GP Practices are encouraged to regularly report incidents that are then reviewed,
including liaising with other health board services where relevant; lessons learnt are
then shared on a regular basis with all practices. They are able to use a paper based
form and submit the detail to the Primary Care Clinical Governance teams, however
the direct use of the online Datix platform is the preferred method.

Community pharmacies and dental practices do not currently have access to the
Datix system and as such they are encouraged to report via the paper based
process.



In 2018/19 1069 incidents were recorded by primary care providers. The table below
provides an overview of the top two classifications of incidents reported in 2018/19.

Classification Number | Main Subheadings Number
Access, Appointment, 412 e Notifications of temporary | 320
Admission, Transfer, Discharge pharmacy closures.
e Ambulance delays 21
¢ Related to temporary
resident patients 16
Medication 259 e Preparation of medicines / | 108
dispensing in pharmacy
¢ Medication error during -

the prescription process

Between April-dJune 2019, 236 incidents were recorded by primary care providers.

The table below provides an overview of the main classifications.

Classification Number | Main Subheadings Number
Access, Appointment, 80 e Notifications of temporary | 73
Admission, Transfer, Discharge pharmacy closures.
e Ambulance delays 4
Medication 64 e Preparation of medicines / | 29
dispensing in pharmacy
e Medication error during 15

the prescription process

In response to the incidents reported various actions have been taken, for example:

¢ Regular contact is made with the multiple community pharmacies in relation to
temporary closures, to understand why there have been gaps in service and
actions taken place to ensure future provision.

¢ All medication errors are investigated and any lessons learnt shared with
other practices to reduce the likelihood of future errors.

e Specific ambulance delays are shared with the Welsh Ambulance Services
Trust (WAST) for investigation, with comments recorded on the Datix system.
Good communication links have been made with WAST colleagues in relation

to incidents.

3.2 Concerns

Independent contractors across all primary care services are required to provide
information to their patients on how to make a complaint. Complaints are dealt with
directly by contractors in most circumstances.




Contractors are encouraged to inform the Health Board of concerns as they receive

them and are able to seek advice from the primary care clinical governance teams.

However, they are not obliged to inform the Health Board or provide a copy of a
complaint response for every concern received.

Contractors are requested to complete an annual return detailing the number of
concerns that they have received in the previous 12 months.

In addition, the Health Board does receive concerns relating to primary care services
directly from patients, and the table below provides an overview of the numbers
received. These include all concerns relating to managed practices which are known
in total due to these practices being part of the health board structure.

Total number of complaints reported directly to the Health Board (2017/18 and

2018/19)
Contractor Number of Number of | Number of | Number AM/MP | AM/MP
‘On the ‘On the Formal of Formal | Enquiry | Enquiry
Spot’ (OTS) | Spot’ Concerns | Concerns
2017/2018 2018/2019 | 2017/2018 | 2018/2019 | 2017/18 | 2018/19
GP Practices 385 446 162 160 37 16
General Dental 51 58 15 19 6 1
Practices
Community 4 16 3 4 1 0
Pharmacies
Optician 3 3 0 0 0 0

The main areas of concern in 2018/19 related to consent, confidentiality and
communication (237) and access, appointments, admission, transfer and discharges

(212).

The increase in the number of OTS concerns between 2017/18 and 2018/19 is, in
the main, due to the number of managed practices increasing, with OTS concerns

consequently being reported through BCUHB systems.

The severity of the complaints received in 2018/19 are summarised in the table

below:

Grade Number
No Grade (Typically OTS) 537
Grade 1 1

Grade 2 119
Grade 3 50
Grade 4 12
Grade 5 4

The total number of complaints reported directly to the Health Board in Quarter 1
(April- June 2019/20) are outlined in the table below:




Contractor Number of Number of AM/MP
OTS Formal Enquiry
Q1(2019/20) Q1 (2019/20) Q1 (2019/20)
GP Practices 107 50 2
General Dental Practices 8 3 1
Community Pharmacies 1 1 0
Optician 0 0 0

The main areas of concern in Quarter 1 related to consent, confidentiality and
communication (48), often in relation to obtaining results or miscommunication with
practice, and access, appointments, admission, transfer and discharges (48), mainly
OTS complaints in relation to access to an appointment.

3.3 Contract Breaches

The majority of primary care services are provided by independent contractors and
are commissioned under nationally negotiated contracts which meet the
requirements of the National Health Service (General Medical Services Contracts)
(Wales) Regulations 2004, and the National Health Service (General Dental
Services Contracts) (Wales) Regulations 2006.

Where primary care providers do not comply with the requirements of the contracts
remedial and/or breach notices can be issued by the Health Board. This only applies
to GP practices and General Dental Services (GDS).

The number issued in 2017/18 and 2018/19 are detailed below:

Contractor Number of Number of | Number of | Number of
Remedial Remedial | Breaches | Breaches
Notices Notices
2017/2018 2018/2019 | 2017/2018 | 2018/2019
GP Practices 0 6 0 0
General Dental 11 2 36 38
Practices

GP Practices

Of the 6 remedial notices issued in 2018/19, 3 related to failure to deal appropriately
with temporary residents (2 to the same practice). Two notices were served due to
failure to provide appropriate services within core hours and the final one related to
inappropriate removal of patients from the practice list.

General Dental Services

A total of 38 contract breach notices were issued during 2018/19 relating to shortfall
in the delivery of contracted activity during the year ending March 2018.

Two remedial notices were issued during the year, one for the re-establishment of
routine dental services at a practice that had staffing issues, and one for the




provision of information requested by the Health Board in relation to management of
the contract

The number of remedial notices and breaches issued in Quarter 1 2019/20 are
detailed below:

Contractor Number of Remedial Number of Breaches
Notices
Q1(2019/20) Q1(2019/20)

GP Practices 0 0

General Dental Practices | 1 0

For GDS, one remedial notice was issued to a contractor in West Area requiring
reasonable estimates of the Net Pensionable Earnings of the associates at the
practice to be provided to the Health Board in accordance with the Statement of
Financial Entitlements (SFE).

No breach notices were issued during the first quarter. However, initial indications
are that 33 GDS contractors have under delivered on their contracted activity during
2018/19 by more than 5%. These numbers will be confirmed in July at which time
breach notices will be issued.

3.4 Performance Issues

There are strict regulations regarding the ability of an individual to practice as a GP
or General Dental Practitioner. Performers are required to be on the Medical or
Dental Performers’ list as well as registered with the General Medical Council (GMC)
or General Dental Council.

Concerns can be raised regarding the performance of an individual by anyone and in
a number of ways — such as direct to the clinician themselves, to their Practice, to
the Health Board or to their regulatory body. Where concerns raised about a
practitioner are such that the Health Board is satisfied that it is necessary to do so for
the protection of members of the public or is otherwise in the public interest, it may
suspend a performer from the performers list in accordance with the provisions of the
regulations.

As at 24" June 2019 the number of suspensions and GMC concerns notified to the
Health Board were as follows:

Area Suspensions | GMC GDC Conditions
concerns [concerns
GPs [Dentists| GPs Dentists GPs Dentists
East 2 0 1 2 0 0
West 0 1 2 2 0 3
Central 0 0 2 0 0 1
Total 2 1 5 4 0 4




3.5 Quality Outcomes Framework

The Quality and Outcomes Framework (QOF) was introduced as part of the new
GMS contract in 2004 and rewards practices for the provision of 'quality care' as well
as helping to standardise improvements in the delivery of clinical care. Practice
participation in QOF is voluntary, but most practices with General Medical Services
(GMS) contracts do take part.

Over the past 2 years the majority of the QOF indicators have been made ‘inactive’
and performance/points from previous years rolled over. The only indicators active
in 2018/19 were in relation to maintenance of disease registers, cluster working and
Flu immunisation.

Summary of performance across North Wales practices in 2018/19 compared with
2017/18 is detailed below:

QOF 2017/18 2018/19
Total points available 567 567
Average points achieved 553 551
25
No of practices receiving total points 27
Cluster points available 200.0 200
Average points achieved 199.7 Information
not currently
No of practices receiving total points 105 available
Flu immunisation points available 20.00 20
Average points achieved 19.34 Information
not currently
No of practices receiving total points 91 available

3.6 Quality Assurance Visiting Programme

A Quality Assurance Visiting Programme (QAVP) is in place across GP Practices,
Dental Practices and Community Pharmacies which serves to seek assurances that
providers have adequate clinical governance frameworks in place. QAVP visits are
also aimed at ensuring contractors and the Health Board have the opportunity to
discuss and understand factors relevant to the delivery of a quality service in a safe
clinical environment.

The focus in 2019/20 is that all GP practices have a QA visit in 2019/20. Should a
practice be deemed to benefit from greater assistance, a further visit from a wider
multi disciplinary team will be arranged.

Before commencing the QA visits, the process is being reviewed to ensure that any
issues arising from HIW inspections, practice closures, and performance issues are
included.



Quality Assurance visits to all General Dental Practices (91) were completed in
August 2017 and the focus in 2018/19 was on the community pharmacy visiting

programme.

Contractor Number of Visits Q1 Number of Visits
2019/20 2018/19

GP Practices 0 0

General Dental Practices 0 0

Community Pharmacies 0 84 (20 West, 28 Centre,

36 East)

The focus in 2018/2019 was on community pharmacy visits and the resulting main

actions are detailed below:

Action Number of branches
requiring action

Aware of BCUHB Safeguarding procedures and contact details | 43

Putting Things Right (PTR) poster/leaflet 35

Pharmacy leaflet available 30

Twice daily fridge readings 27

Complaints system meets requirement of PTR 24

3.7 Health Inspectorate Wales (HIW) & General Pharmaceutical Council

Visits (GPC)

HIW and the GPC liaise directly with independent contractors to undertake their

inspections.

Some GP practices notify the LHB of the pending visit and seek support. HIW may
also inform the Health Board directly at which time support to the practice will be
offered. HIW publish the reports on their website.

GPC inspections that have taken place from April 2019 will be published on the
regulators website from the summer of 2019.

The number of visits that have been undertaken are detailed below:

Contractor Number of Visits Number of Visits Q1
2018/19 2019/20

GP Practices 5 0

General Dental Practices 8 0

Details of GP Practices visits and report dates

The Stables Medical Centre, Flintshire 03/07/18 04/10/18
Overton Medical Practice 09/08/18 12/11/18
Clarence Medical Centre, Rhyl 31/08/18 03/12/18
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Kinmel Bay Medical Centre 25/09/18 27/12/18

Porthmadog Health Centre 09/10/18 10/01/19

Details of Dental Practices visits and report dates

My Dentist, Rhyl 03/04/18 04/07/18
Ruthin Dental Practice 23/04/18 24/07/18
Springfield Dental Care, Wrexham 19/06/18 20/09/18
White Arcade Dental Practice 03/07/18 04/10/18
My Dentist, Queensferry 10/07/18 11/10/18
Deeside Medical Surgery 07/08/18 08/11/18
Bod Heulog Dental Care, Denbigh 23/10/18 24/01/19
Dentyddfa Deudraeth 10/01/19 11/04/19

3.8 Prescribing Indicators
Antimicrobial stewardship

Since 2014/15 there has been a steady decline in prescribing of antibiotic items per
1000 STAR-PU across primary care in North Wales. There have been reductions of
prescribing in all 14 clusters, giving an overall reduction in total antibiotic usage of
14.1%. There remains a focus on the 10% of practices with the highest antibiotic
prescribing rates to improve further.

Appendix 1 provides a diagrammatic representation with BCUHB performance in
bold and ranked 3 best in Wales.

Efficiency indicator — Proton pump indicator

Since 2014/15 there has been a significant reduction of prescribing of Proton Pump
Inhibitors (PPI) Divided Daily Doses (DDD) per 1000 PU, with continued steady
progress across North Wales . There have been reductions of prescribing in all 14
clusters, giving an overall reduction in total PPl usage of 8.15%. This has been
supported by a combined strategy involving primary and secondary care pharmacy
teams. Where PPIls have been initiated during an inpatient stay, the pharmacists
ensure there is a clear management plan, or the medication is stopped prior to
discharge. BCUHB has moved from being the worst, to being ranked 3rd best in
Wales, which is detailed in the diagrammatic representation at Appendix 1.
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Falls prevention

Pharmacy and Medicines Management is a member of the strategic falls group. The
diagram in Appendix 1 demonstrates the continued steady progress across North
Wales to reduce the use of hypnotics and anxiolytics, which are known to
significantly increase the risk of falls. There have been reductions of prescribing in all
14 cluster areas, giving an overall reduction in total usage of 8.56%. We continue to
focus plans on the 10% of practices with the highest prescribing rates to improve
further, particularly in Gwynedd, Denbighshire and Wrexham. BCUHB is in bold and
ranked 5™ best in Wales.

The Primary Care Pharmacy and Medicines Management teams in each area work
in collaboration with the Prescribed Medication Support Service referring patients to
the service for review and ongoing support.

In addition, Pharmacist Independent Prescribers while reviewing patients during their
medication clinics and will discuss hypnotics and anxiolytics as necessary and
initiate a reduction where appropriate and possible.

3.9 General Dental Services

Quality indicators for GDS are extracted from the Dental Assurance Framework
(DAF) report provide by NHS Business Services Authority (NHSBSA).

Quality indicators for individual contractors are monitored by the Dental Contracting
Team. They are used at an operational level to identify and address quality issues in
delivery of services.

There are currently no Welsh Government (WG) targets for the indicators with the
exception of a 50% target for fluoride varnish for those contracts involved in the
Contract Reform Programme

The DAF report is provided quarterly and is received during the month following the
quarter end. Consequently, quality indicators for Q1 are not yet available.

Quiality indicators for the last quarter of 2018/19 are set out below:

Q4 2018/19

Quality Indicators LHB Wales
Radiographs Rate per 100 FP17s * 22.6 20.8
Fluoride Varnish Rate per 100 FP17s (3-16 yr old patients) 43.6 429
Extractions Rate per 100 FP17s 5.9 6.0
Re-attending within 3 months - Child 5.6 6.0
Re-attending within 3 months - Adults 125 12.9
% satisfied with dentistry received 92.7 92.4
% satisfied with wait for an appointment 87.0 87.2
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-* each FP17 represents a claim made by the contractor for a single course of treatment and records all the work delivered within that
course of treatment. Hence 22.6 radiograph rates per 100 FP17s means that on average 22.6% of courses of treatment provided included

the contractor taking one or more radiographs.

GDS quality indicators for most metrics reported are close to or better than the All
Wales average during the fourth quarter of 2018/19. The exception to this is Patient
satisfaction with wait for an appointment which is slightly worse and reflects the
patient access issues currently being experienced, particularly in the West Area

| 4. | Focus On: Health & Safety

The focus for this report is health and safety (H&S) in GP practices. It provides the
latest position regarding the health and safety arrangements that are in place and
that any measures identified following H&S Review visits are being effectively
managed across the function.

The Management of Health and Safety at Work Regulations 1999 place a
requirement on the Health Board to put in place arrangements to control health and
safety risks.

As a minimum the following processes and procedures are required to meet the legal
requirements:

a) A written health and safety policy

b) Assessments of risks to employees, patients, visitors, contractors, partners
and any other people who could be affected by Health Board and/or Practice
activities — and record the significant findings in writing. Any risk assessment
should be suitable and sufficient

c) Arrangements for effective planning, organisation, control, monitoring and
review of preventative and protective measures that come from risk
assessment

d) Access to competent health and safety advice

e) Providing employees with information about the risks in the workplace and
how they are protected

f) Instruction and training for employees in how to deal with the risks

g) Ensuring there is adequate and appropriate supervision in place

h) Consulting with employees about their risks at work and current preventative
and protective measures

The legislation is enforced by the Health and Safety Executive (HSE) who have far
reaching powers which include:

a) Access to work premises at any reasonable hour

b) Freedom to interview staff, visitors, contractors or patients

c) Confiscation of equipment and applicable documents

d) Take statements, photographs, measurements and samples

e) Issue notices (Improvement and Prohibition) requiring respectively
improvements within a certain timeframe or stopping work until improvements
are made also within a timeframe

f) Initiating criminal court proceedings for alleged breaches of Health and Safety
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This report provides analysis of health and safety performance across Primary Care
for the period 15t April 2018 to 315t March 2019.

The aim is to promote a continuing positive culture and to encourage ownership at
every level and is reflected in the way that H&S in reviewed throughout Primary Care
regardless of whether the Practice is managed or not. Through strong, visible and
consistent leadership delivered in a timely, efficient, effective and affordable manner
we ensure the Health Board Managed Practices and its Contracted Practices are
supported to ensure it meets its legislative obligation to safeguard the health, safety
and welfare of staff, patients and visitors.

It also enables every Practice to meet, and where possible, exceed, the statutory
obligations placed upon it to safeguard everyone who might otherwise be affected by
its actions and/or omissions.

Each Area has in place regular Quality and Safety meetings of which H&S forms an
integral part of each agenda and is attended by the H&S Advisor for Primary Care.
This forum is utilised to highlight, debate and escalate any identified H&S matter.
During the reporting period the H&S advisor has attended the following Q&S
meetings: East: 4, West: 3, Central 7.

The Corporate Health and Safety Team provide advice on all aspects of health and
safety. Direct support is provided by the Primary Care H&S Advisor, the BCUHB's
H&S team along with guidance and advice from the Clinical Governance teams.

Training

The following training was delivered in 2017/18 and 2018/19:

1 day Managing Safely for Practice Managers (and/or nominated deputies)

East West Central N of L HTLEEL @i
sessions attendees

2017 -

2018 2 3 2 7 78

2018 -

2019 2 1 2 5 39

Total 4 4 4 12 117

The 1-day Managing Safely course is a bespoke certificated presentation specifically
focused on the H&S subjects where Practices are required to demonstrate good
management and control. These are held within specific venues that have large
meeting room facilities with invites sent out to Practices within that Area catchment.
The course includes a section on risk assessments including COSHH (Control of
Substances Hazardous to Health) and is delivered in a relaxed and open
environment.
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To date approximately 71% of all Practices have had at least one member attend
one of these courses with the highest attendee’s coming from Ynys Mon and
Gwynedd and the lowest from Flintshire and Wrexham.

Going forward ----

One further course will be arranged in each Area during 2019/20 to enable the small
number of remaining managers, together with additional staff requests, to attend. It is
envisaged that there will follow an on-going programme of half day refreshers
programmed pan BCU areas.

Health & Safety Awareness for all Primary Care staff

2018 - No of Number of
2019 East West Central sessions attendees
Total 4 4 3 11 142

This H&S Awareness presentation consists of a 45-minute face-to-face explanation
of the roles and responsibilities under the current legislation of not just management
requirements but also responsibilities of all employees, and is an ideal forum to
provide open discussion on a variety of H&S subjects. This new presentation was
introduced just this year and has been very well received by attendees from doctors
to clerical and admin staff. On request, the presentation can include a section on
Fire, including raising the alarm, the correct use of fire doors and a verbal
demonstration of extinguishing media and operation.

Going forward ----

Further presentations have been booked in and will be offered throughout 2019/20.
In addition to the above training, the advisor provides and delivers one to one
training and support to Practice Managers where challenges exist and statutory
requirements have not been fully met.

Performance Monitoring

The Health and Safety Advisor, on behalf of Primary Care, continues to monitor
performance by means of the following:

a) Periodic Health and Safety Review — conducted by the Corporate Health and
Safety Advisor for Primary Care (GP’s)

b) Review of DATIX Incident Reports

c) Shared learning from serious incident reviews

Health and Safety Review Visits
Health and Safety review visits are undertaken by the Corporate Health and Safety

Adviser for Primary Care. Currently these have been carried out on an on-going
basis and have this year included a number of Branch practices. Following each



review the Practice Manager (PM) is sent a copy of the review report together with

an action plan identifying any issues, together with suggested actions.
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East West Central | Total
April 17 — March 18
Reviews completed 39 31 29 99
April 18 — March 19
Reviews completed 30 28 29 87

Going forward ----

In line with the Corporate H&S team, changes have been made to the review
process. From 18t April, the review documentation will enable the review to become
more streamlined, evidenced, as well as user friendly for the Practices. Prior to the
review being carried out a ‘review guidance document’ will be sent to the PM, which
clearly identifies what evidence will be need to be provided for the review. This new
process will enable Practices, Primary Care and BCU to clearly evidence statutory
requirements as well as demonstrate the level of management within each Practice.
Primary Care will also be influenced positively by the latest BCUHB Corporate H&S
3 year plan that has recently been ratified.

Practice risk priorities

As in the previous year, following each Practice review a ‘RAG’ risk score
assessment is recorded to identify the perceived level of assurance demonstrated at
the time of the visit. The purpose of this assessment is to identify which Practices
require a higher, more reactive, level of support during the following year and those
that do not. The scoring is based on both the managerial attitude towards
compliance; the actual physical evidence provided at the time of the review, or a
combination of both, and is purely based on the advisors own view following their

visit.
April 17 — March 18 27 42 30 99
April 18 — March 19 9 36 42 87

Red risk: These identified Practices will again require a specific focused re-visit /
review with anticipated additional support to improve H&S compliance. A small
number of these Practices still have such poor compliance and attitude to basic
legislative H&S requirements that they could be at risk from HSE or Fire enforcement
should a significant incident occur or if inspected / audited.
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Yellow risk::These Practices demonstrated an acceptable level of compliance and
attitude and a high proportion purely need assistance with documentation and
monitoring procedures.

Green risk: These Practices demonstrated a very high standard of both documented
and procedural compliance and may be considered as requiring an extended period
of time before their next review.

The above table clearly identifies the way that H&S is being enthusiastically
addressed and adopted by some Practices within Primary Care and indicates the
substantial improvements made by PMs across North Wales, especially in the
number of Practices who were previously rated as red now reducing, by 18, to at
least an amber. A number of practices, demonstrating such a change to compliance
and management that their risk priority changed from red to green and this
achievement should be acknowledged.

However, there remains a small number of Practices where concerns are still evident
who will be supported in 2019/20 to improve their performance.

Subject risk priorities (based on current reviews)

In the previous annual report, a list of the questions that had the highest number of
actions required were recorded and are listed below. This year (18/19) this database
has been utilised again and will be used to identify any trends and weaknesses in
relation to the various subject requirements.

As with the previous years report it is felt that any subject that was identified as
requiring action in more than 50% of the Practices would form the main subject risk
priorities for 2019/20.

Subject risk priorities 18/19 (based on review)
Question
16 Has the Practice Manager attended the 1 day Managing Safely course?
19 Are risk assessments reviewed on a regular basis?
32 Has a First Aid risk assessment been carried out?
36 Has a General (Environmental) risk assessment been carried out?
48 Have all COSHH products been identified?
49 Are all COSHH risk assessments & SDS’s in place and reviewed?
56 Are oxygen and gas risk assessments in place?
59 Are safety devices used throughout or risk assessed if not?
62 Are Violence, Aggression & Security risk assessments in place?
67 Have DSE assessments been completed for identified 'main users'?
Subject risk priorities 19/20 (based on review)
Question
32 Has a First Aid risk assessment been carried out?
36 Has a General (Environmental) risk assessment been carried out?
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Going forward ----

It is clear that the maijority of the risk priorities listed in the previous year are being, or
have been, addressed by a larger number of Practices and further identifies that the
health and safety measures are being introduced and understood.

With the number of subjects reducing to such an extent provides us with the
opportunity to identify additional subjects that need to be highlighted, assessed and
supported within all practices. Our expectation is to focus on:

e Workplace Stress (all staff)
e Violence & Aggression (with on-site guidance and training on de-escalation)
e Security

RIDDOR Incident Reports
There are no RIDDOR’s that have been reported to the H&S team during 2018/19
Health & Safety Executive (HSE)

The HSE do not routinely and have not visited GP Practices that the H&S team are
aware of. They will generally only visit if they deem it necessary following a
complaint from the general public/staff or a RIDDOR Reportable Incident. Any visit
where a Practice is seen to be at fault or improvement needed is charged by the
HSE at an hourly rate to cover their costs.

Health and Safety Alerts

There have been two Health and Safety Alerts issued to Primary Care for the
reporting period 2018/2019.

Looking Forward - 2019/2020
Summary of objectives:-

a. Introduce the revised streamlined evidence based review process.

b. Formulate a 3 year review programme, based on previous RAG ratings.

c. Continue to assess that a General (Environmental) risk assessment is in place for
every Practice.

d. Support Practices in completing suitable & sufficient specific risk assessments
including COSHH.

e. Arrange one additional 1 day Managing Safely course for Practice Managers for
each area.

f. Provide specific additional training to Practices when requested.

g. Provide or introduce guidance and support in relation to Stress in the workplace.

h. Support Practices to raise the profile of violence and agression concerns,
including security.

i. Offer support visits to other primary care contractors and develop a visiting
programme
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This annual report provides Primary Care with an overview of the current status in
regards to Health and Safety management within the BCUHB locality for both GMS
and Managed Practices.

The report summarises the significant actions taken within the last 12 months to
improve Health and Safety management, leadership & ownership. Every Practice
visited will have a greater understanding of their objectives in compliance with the
law, the benefits of strong H&S management requirements and culture which
ultimately safeguards the health, safety and welfare of staff, patients and visitors.

| 5. | Example of Quality Improvement

‘The Sore Throat Test and Treat Service’ is a successful project trialled in BCUHB
over winter 2018/19.

In November 2018, a pilot service was launched in a number of areas in BCUHB and
Cwm Taf Morgannwg UHB. This service provides assessment, advice and treatment
for people over 6 years of age with a sore throat and included 33 pharmacies in
BCU. The service involves a community pharmacist screening assessment using
FeverPAIN or Centor score to assess likelihood of a bacterial (streptococcal) cause
for the sore throat symptoms:

. FeverPAIN score of 0 or 1 / Centor score 0-2: Advice with/without simple
analgesia

. FeverPAIN score of 2 or 3: Point of care test (RAT)

. FeverPAIN score of 4 or 5 / Centor score 3 or 4: Point of care test (RAT)

Where indicated, the pharmacist would then swab the patient’s throat and undertake
a rapid antigen test. Where negative, the patient is offered advice with/without simple
analgesia. Where positive, the following antibiotics can be provided under a Patient
Group Direction (PGD) (in addition to advice with/without simple analgesia):

1. Phenoxymethylpenicillin 500mg every six hours (dose reduced in children) for
10 days

2. Clarithromycin 500 mg twice daily (dose reduced in children) for 5 days—
where phenoxymethylpenicillin is contraindicated

3. Erythromycin 500mg every six hours for 5 days — for pregnant women where
phenoxymethylpenicillin is contraindicated

Any patients with symptoms indicating a serious iliness, are at high risk of
complications, or are systemically unwell are referred to GP, Out of Hours (OOH), or
Emergency Department (ED) as appropriate.

Since the service was launched in North Wales, 1058 episodes of care have been
logged on ‘choose pharmacy’, for patients ranging in age from 6 years old to 92
years old. Of the patients seen, 572 were given advice only, 12% were supplied with
penicillin and a further 2% supplied with a macrolide antibiotic.
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Treatment Given Number of patients Proportion of patients
Advice only 572 54%

Ibuprofen 468 44%

Paracetamol 97 9%

Clarithromycin 16 2%

Erythromycin 2 0.2%
Phenoxymethylpenicillin 122 12%

In addition, one pharmacist correctly identified a patient with epiglottitis and a
potentially serious condition and was urgently referred to hospital.

| 6. | Conclusion

The paper provides assurance to the Committee regarding the management of
quality & safety in primary care, as well as monitoring core indicators in order that
themes and resulting action is also outlined.

This paper provides a suggested format for future Primary Care reports for the

Committee, and includes quality & safety indicators, a ‘focus on’ topic that provides

detailed information on a specified topic, and an example of an area of quality
improvement, which will also be refreshed for future papers.

Feedback from the Committee is requested in order to develop the report further and

best meet their requirements.

| 7. | Recommendations

It is recommended that the QSE Committee:

aRWON=

Confirms the core indicators meet the requirements of the Committee
Notes the actions taken in terms of the core indicators

Notes the progress in relation to the health & safety of GP practices
Considers any ‘focus on’ topics that the Committee would find useful
Notes the example provided in relation to quality improvement
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1.

Introduction

The IP quarter 4 (Q4) report will update the Health Board (HB) on the position
of IP performance and any associated risks relating to IP, or those areas
which support delivery of the IP agenda.

The quarterly and annual reports from the ADN for IP will report against the
standards found within the Health Standards Framework (2015) published by
Welsh Government. IP sits under Theme 2 “Safe Care” and has 12 criterion
that should be met. These standards complement the guidance written within
The Code of Practice for the Prevention and Control of Healthcare Associated
Infections “The Code” (2014) published by Welsh Government and has 9
standards which must be adhered to in preventing Health Care Acquired
Infections (HCAIS).

In addition any external scrutiny and evidenced based practice will be
considered to give the Board assurance in relation to IP.

. IP Team and Achievements

Quarter 4 saw significant changes within the IP service. Tracey Cooper (AND
— IP) left the HB in the first week of 2019 to take up a new role in Worchester
Trust. There were also sickness absences, maternity leave and vacancies.
These were mitigated by the end of Q4, moving into the new 2019/20 year.
Amanda Miskell joined the HB mid-January 2019 as Advanced Nurse
Specialist — IP and covered both roles until the end of Q4. This should be
considered in relation to the 2018/2019 IP annual report attached at Appendix
1. 2019/20 quarter reports will give the HB further assurance as we progress
through the coming year.

Q4 enabled the service to take a fresh look at previous work programmes and
priorities and commence the planning for 2019/20. This work has now been
completed and will enable the service to work consistently supporting all HB
colleagues in delivering safe, clean care.

New work plans were devised for the three localities to include area clinical
provision, community hospitals and Outpatient Parenteral Antimicrobial
Treatment (OPAT) services and areas for Mental Health, Learning Disabilities,
and Drug & Alcohol services.

The HB Decontamination Advisor, Graham Yarlett, attended the National
Central Sterilisation Event and returned with a plethora of knowledge to
support the Decontamination visits expected from Welsh Government in Q1
and preparedness for the Vanguard initiative.



One of the IP nurses from the West locality, Louise Evans, presented at the
National Infection Prevention Society (IPS) Mental Health special interest
group on Injecting drug users and experiences in those admitted with Blood
Stream Infections (BSls) which are not Healthcare Acquired Infections
(HCAIs). However there is innovative work to be done in providing harm
reduction strategies going forward.

. Incidents & Issues of Significance

The IP service has recommended that all Ice Machines are removed following
an incident which found several organisms growing in the ice machines.
These remain a risk and the Estates department are reviewing this provision.

There has been a positive legionella finding in the water supply at the Mental
Health unit in West. The area was cleared and treated. The IP team in West
continue to support colleagues in Estates and Facilities.

Ongoing issues with Pseudomonas growth in water supply on critical care at
Wrexham Maelor Hospital (WMH). This is being addressed and is ongoing but
there is an added complication due to the lack of isolation facilities in the area
at WMH. There is money allocated for negative pressure suite in A&E.
However, following discussions with planning and site leads, it is worth
considering the use of this facility on critical care with other monies i.e. Safe
Clean Care (SCC) to update and facilitate adequate isolation areas.

There has been an ongoing Tuberculosis (TB) outbreak in the East Area
which Public Health Wales and the respiratory team in the East continue to
manage well. However this is at the detriment of other specialist respiratory
services and is noted on the corporate risk register in relation to dedicated TB
provision. A further meeting has taken place with Secondary Care Nurse
Director, Respiratory Consultant, IPC and a respiratory specialist nurse. IP will
support an update of the TB brief and business case.

Welsh Government are revisiting the HB in June 2019 based on the
decontamination report published in Autumn 2018. There are still risks
associated with the decontamination of tunnelled scopes in use at Ysbyty
Gwynedd and decontamination equipment throughout the Health Board.
However, a review is taking place on the decontamination/sterile services and
the resilience in relation to central processing and time line expectancies of
equipment currently in place.

The IP service are still awaiting the trajectories from Welsh Government for
HCAIs for 2019/20. These are likely to be reduced with the associated
pressure on the HB to reduce even further. In view of this and HCAI
performance, there needs to be further consideration of those HCAIs that are
unavoidable and/or not HCAIs, for example antimicrobial treatment for high



dependent patients or those patients at the end of their life. Provisional
trajectories have been discussed and communicated to performance and the
Infection Prevention Sub Group with a suggested 10% reduction for
clostridium difficile infections.

In relation to the ongoing work around adequate decant areas across the 3
acute sites to facilitate uninterrupted Hydrogen Peroxide Vapour (HPV) and
deep cleaning to reduce the bioburden, WMH have now had a 6 bedded
decant facility handed over to the IP team to facilitate and support an
uninterrupted IP/HPV programme. This will ensure reduction in the
environmental bioburden risk. This has already been seen at WMH with a
significant reduction in clostridium difficile. Consideration for this facility should
be considered for both Glan Clywd and Ysbyty Gwynned.

. Infection Prevention Sub Group (IPSG)

One IPSG took place during Q4 in February 2019. The terms of reference,
business cycle, strategy and work programme will all be presented in June
2019 for approval, alongside this Q4 report.

. Outbreaks

YGC Ward 19 outbreak of Norovirus (one of the small round structured
viruses (SRSV) we see associated with outbreaks)

Ward 19 is a Care of the Elderly (COTE) ward located in an old style un-
refurbished ward on the Glan Clwyd Site. It has limited side room capacity
and no en-suite facilities. In relation to an outbreak of Norovirus in January
2019 affecting 14 patients and 8 staff with 19 bed days lost. It is worth
noting previous outbreaks June 2018 affecting 14 patients and with 89 bed
days lost and November 2017 affecting 7 patients with a loss of 11 bed
days.

WMH
January saw Gastro lliness considered to be a SRSV outbreak leading to
closures on Evington and Mason ward.

Partial closure took place on Bonney ward and this is considered to be related
to medical patients being placed on Bonney (Gynaecology) whilst the hospital
is under pressure for beds.

One bay was also closed at Deeside Hospital.

SAU was also closed with confirmed Flu cases.

YG
Also had an Influenza outbreak on Glyder Ward.



It should be noted that the IP teams kept in touch with the wards at least twice
daily. A new communication has now been set up so the site is aware of
issues/ward closures and can allocate staff and resources in a timely manner.

. Performance and trajectories

Only one of the trajectories was achieved for Q4 and year end as included in
the QSE previous reporting and attached IP annual report. The service is still
awaiting new trajectories for 2019/20 from Welsh Government.

. Safe Clean Care

Internal audit is currently taking place with a report expected May 2019. In
addition Jan Stevens revisit has had to be postponed to May 2019 following
unforeseen circumstances.

. Recommendations

The Committee is asked to note the Infection Prevention Q4 report and the
Annual Report for 2018/19

. Appendices
(Appendix 1)
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An update on progress with the Board-endorsed Safe Clean Care
Programme following findings in the Stevens report, and the positive
impact of the programme to date.

An annual report for 2018-19, which includes a summary of infection
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| Executive Summary

Whilst progress has been made in recent years within Infection Prevention, the level
of infections overall have remained high across BCUHB putting patients at continued
risk of harm. During 2018/19 there was a decrease in Clostridium Difficle Infections

(CDI) and Meticillin Resistant Staphylococcus Aureus (MRSA), however the number
and rates of other key infections increased across BCUHB.

| 1. | Purpose of report

This update provides the Committee with:

e An update on recent progress with the Safe Clean Care programme which the
Board has continued to actively support, and the positive impact to date.

e An overarching annual report that summarises all the reports previously
authored and tabled at IPSG, QSG and QSE.

¢ An update on infection rates.

| 2. [ Introduction/Context |

Regular updates on healthcare-associated infection and infection prevention have
been provided to QSE and Board throughout 2018/19.

The need for the Health Board to reduce avoidable infections remains a high priority
across Wales. QSE continues with close scrutiny of this important quality and safety
issue.

The report provides a reflective annual report for the year 2018/19, including detail
on performance in relation HCAIs, progress on Jan Stevens review and the Safe
Clean Care Campaign.

| 3. [ Main body of the report

Stevens Report and the Safe Clean Care Campaign 2018/19

In August 2017 the Board commissioned the Stevens review in response to
concerns that infection rates were not reducing at the rate of comparable
organisations. A key message from the report was that ‘While progress has been
made at BCUHB over the past few years, the level of infections is still unacceptably
high, and presents a continuing risk of harm to patients’.

Jan Stevens previously highlighted the evidence from the many organisations that
have achieved and sustained low levels of infection. She emphasised that the Board,
clinicians and ward teams need to recognise that the position at the time of her report
was not acceptable, real improvement is possible and emphasised that everyone has
a role to play.



The report recommended a wide range of actions, including a campaign to improve
staff engagement and drive a change in culture focussed on 5 elements:
e Good hand hygiene (including bare below the elbows )
e Taking blood cultures, inserting lines and catheters aseptically and managing
them according to guidelines
e Following standard precautions consistently, prompt isolation, keeping doors
closed to single rooms, wearing personal protective equipment
e Prescribing antimicrobials prudently
e Ensuring environment and equipment is cleaned correctly.

The report concluded:

“Whilst progress has been made, your levels of infection remain a significant risk to
the organisation, to patients and to the reputation of the Health Board. The
improvements you need to make are achievable with real commitment from all and
with a relentless attention to detail. The amount of work required will need some
dedicated support and adoption of good practice used around the UK.”

In response and with the active support of The Board, the Executive Director of
Nursing and Midwifery has overseen development of the Safe, Clean Care
Campaign. Additional resources and support has been identified to ensure the
campaign can be delivered at pace, through a series of 90-day improvement cycles.

The plan reframes the key standards as advised by Janice Stevens and focuses on:
Clean hands

m GOFAL
Bare below the elbows DIOGEL

Rapid isolation GLAN

Device care, and care bundles

Clean and clutter free environments

Antimicrobial prescribing
Between April 2018 and March 2019 a wide range of activities has taken place
including presentations at Grand Rounds, ward-walks and trolley dashes, regular
communications to staff, work to improve accountability, and site-based celebration
events.

A workshop held on 5" June 2018 to develop the 90-day planning cycle, with a focus
on community hospitals with acute sites will be continuing with the 90-day
improvement cycles. This includes an increase in focussed work on antimicrobial
stewardship (AMS) with a HB wide AMS group driving forward on improvements
across Community, Acute and Primary care.

Focussed work on prescribing of proton pump inhibitors (PPI) in 2018/19 has led to a
reduction of over 11% in prescribing across North Wales. PPI are a significant risk
factor for Clostridium difficile infection.

A celebratory event is planned for May 2019 but initial indications are that the
campaign is engaging staff, with all areas celebrating successful bids, work that has
progressed and overall positivity in relation to the campaign and IP.



Janice was due to revisit the HB in March 2019 but unfortunately this has had to be
postponed until May 2019.

Overall Performance 2018/19

The Health Board did not achieve year 2018/19 trajectories for all alert organisms,
however we may still come under trajectory for Clostridium difficile. It should be
noted that although the Health Board is not yet fully achieving the Public Health
Wales (PHW) trajectories, BCUHB has seen significant improvements in its infection
rates and continues to have the best cumulative monthly rate per 100,000 population
of all Health Boards in Wales for St. aureus bacteraemia, Klebsiella sp bacteraemia
and Pseudomonas aeruginosa bacteraemia.

BCUHB also has the third best rate per 100,000 population for E. coli bacteraemia
and C. difficile.

Since February 2019 the IPC team have commenced Post Infection Review (PIR) on
all C difficile Toxin Positive Infections including community cases. This coincides with
a follow up of all C difficile Toxin Positive Infections for a period of 4 weeks after
completion of treatment or discharge. This will enable the team to review patients,
trends, prevent relapses and consider if these infections were avoidable or not. In
patient PIRs to date have indicated learning which may be transferable to community
health care provision where applicable.

Inappropriate antimicrobial prescribing

Rapid detection and treatment

Delayed isolation and advice for patients with diarrhoea
Poor compliance with bare below the elbows
Sustainability of environmental and cleanliness standards

Actions in the IPC and Safe Clean Care (SCC) improvement plans are continuing to
focus on these issues and have made significant impact which has meant that these
features are reduced and along with them the reduction in overall infection rates.

However further focus is required to reduce the number of these infections. Themes
from PIRs of MSSA Blood Stream Infections (BSIs) include skin and soft tissue
infections in the community leading to bacteraemia, and in hospital poor cannula
care and contaminated blood cultures. The programme of work to reduce these
includes improving cannula care and blood culture technique through the use of
aseptic non-touch technique (ANTT) by medical and nursing staff. Actions continue
in the Safe Clean Care Programme to improve practice on these issues.

From March 2019 there will be an increased effort as part of SCC and the IPC team
to review all invasive devices on a daily basis with emphasis on vascular lines and
intravenous antibiotics using the Start Smart Then Focus methodology, and for
urinary catheters, the HOUDINI approach whereby nurses can make the decision to
review and remove urinary catheters (not supra pubic).

Escherichia coli (E coli) Bacteraemia



The prevalence of origin for these infections alongside other gram negative
infections is across the whole health economy with more community cases than
inpatient, although it is likely that some of the diagnosed inpatient infections were in
fact community cases. The E coli collaborative work continues, with work in place to
further increase focus on key drivers of these infections (primary care urinary tract
infections and their management, urinary catheters and hydration). This will require a
multi-faceted approach across all sectors of the health economy working
collaboratively with Public Health Wales et al.

Deaths related to Clostridium difficile infection

The number of deaths in patients who have Clostridium difficile infection (CDI)
continues to be very closely monitored. Deaths related to Clostridium difficile
infection are recorded on either part 1 of the certificate (a direct cause), or on part 2
of the certificate (a contributory cause). All cases are reported as serious incidents
and post-infection review performed, with lessons learned shared.

MRSA Screening

MRSA screening of certain groups of patients on admission is required in line with
the evidence-base, national requirements and BCUHB protocol. This includes
universal screening of 100% patients in key risk groups including intensive care and
orthopaedics. From reviews the IPC team have recognised that although compliance
around screening is high, screening of other sites and devices is sometimes missed.
February’s monthly IPC learning focused on this and support for screening patients
at risk will continue with a review of the MRSA policy.

In 2018/19 the Health Board did see a reduction in two key infections, CDI and
MRSA although MRSA is not significantly significant seeing an increase in
December and March 2019. However there was an increase in gram negative
infections and MSSA. Seen nationally.

From April 2019, ALL infections will be reviewed with key themes and risks identified.
This will assist the HB in concentrating our efforts on those infections that are
avoidable and/or HCAIs. The preventative work for others is related to antimicrobial
stewardship, whole health economy approach and collaborative working.

The monthly rate of laboratory confirmed C. difficile cases per
100,000 of the population
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Going forward into 2019/20, key actions are as below to support further collaberative
working:

* Infection Prevention & Control (IPC) Team monitor all Health Care Acquired
Infection (HCAI) groups via ICnet on a daily (M-F) basis.

* Typing takes place for any infections considered to be cross infection or outbreaks.
* Post infection reviews are carried out for all CDI and MRSA blood stream infections
(BSI).

« All C. difficle infections (CDI) are followed up for 4/52 following completion of
treatment or discharge.

+ All antimicrobial prescribing is monitored by the pharmacy team with an emphasis

on Start Smart then Focus (SSTF) related to stepping down intravenous to oral
treatment.




* Monitor population sizes and demographics in relation to infection rates and
trajectories.
* Dedicated IPC resource for community and Mental health services.

This should support the 2019/20 work programme by:

* Increased awareness of trends and prevalence of infection rates in Primary,
Secondary & Community Care.

 Sharing of knowledge across the health economy.

* Patients remain on a seamless follow up for CDI.

* Reduction in unnecessary antibiotic prescribing and related resistance.

* A more robust outcome in relation to avoidable and unavoidable infections.
* Focus on those infections or harm which is deemed avoidable.

* Reduction in the use of invasive devices and risk of infection.

* Scrutiny and learning from focused HCAI executive review.

Infection Prevention and Microbiology Team Capacity

An increased Consultant Microbiologist capacity has been achieved by Public Health
Wales through use of temporary staff, and PHW continues to work with BCUHB to
identify sustainable long-term staffing solutions. Despite this mitigation, this remains
a risk for the Health Board and discussions for a sustainable solution are on-going
with PHW.

Influenza — Staff Vaccination

A completed corporate flu plan with key actions was completed identifying key
actions for our divisional board members, occupational health, local flu co-ordinators,
communications colleagues, flu leads and managers. To accompany this, a staff flu
programme logic model was designed to clearly outline the programme, its activities,
operations and outcomes, which was shared to all flu leads across BCUHB. Our aim
for the programme was to increase staff engagement, target areas of high-risk and
support a vaccination uptake of 60% for BCUHB (75% in high-risk areas).
Unfortunately, BCUHB fell short of the targets set out in this action plan for the 2018
/ 19 staff flu campaign. On evaluation of the 2018 / 19 staff flu vaccination campaign,
we have identified recommendations that should be included for the 2019 / 20 staff
flu vaccination campaign.

Engineering Ventilation Systems

Guidance for the operational management and performance verification of ventilation
systems installed within the healthcare estate is provided within Health Technical
Memorandum (HTM) 03-01: Specialised ventilation for healthcare premises Part B.

Ventilation is used extensively in all types of healthcare premises to provide a safe
and comfortable environment for patients and staff. More specialised ventilation is
provided in areas such as operating departments, critical care areas and isolation

facilities for primary patient treatment.



Ventilation is also installed:

. To ensure compliance with the quality assurance requirements of items
processed in pharmacies and sterile service departments;

. To protect staff from harmful organisms and toxic substances (for example in
laboratories)

HTMO03-01 defines a critical ventilation system as a system providing ventilation to
one of the following areas:

. Operating theatres of any type, including rooms used for interventional
investigations (e.g. catheter laboratories);

. Patient isolation of any type;

. Critical care, intensive treatment or high dependency unit;

. Neonatal unit;

. Category 3 or 4 laboratory or room;

. Pharmacy aseptic unit;

. Inspection and packing room in a sterile services department;

. MRI, CAT and other types of emerging imaging technologies that require
particularly stable environmental conditions to remain within calibration;

. Any system classified as a “Local Exhaust Ventilation” (LEV) system under
the COSHH Regulations;
. Any other system that clearly meets the definition

The loss of such a system would seriously degrade the ability of the premises to
deliver optimal healthcare.

The guidance provided within HTMO03-01 requires all critical ventilation systems in
addition to quarterly inspection and maintenance, to be subject to a system
verification which should be carried out at least annually. The purpose of the annual
verification of the critical ventilation systems is to:

. Ensure the system achieves the minimum standards specific to the
application;

. To ensure the fire compartmentation has not been breached;

. To ensure the general condition of the system is adequate for purpose

. To ensure the system is operating to an acceptable performance level — this
requires:

A full measure of the supply and extract flow rates;

The calculation of room air change rates if applicable;

The measurement of room differential pressures if applicable
The measurement of room noise levels;

Air quality checks if appropriate;

A check of the control functions for the system

ok LON=

To ensure the system remains fit for purpose.

The Estates department hold a copy of the annual verification check list taken from
HTMO03-01.
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The service for the provision of critical ventilation system verifications has been
tendered via NHS Wales — Shared Services Partnership. RJ Urmson Commissioning
Engineers Ltd were the successful bidder and they have been appointed under
contract to provide the service for a three year period commencing in the 2018 —
2019 financial year on a pan BCU basis.

The service provider has been provided with a schedule of critical care ventilation
systems and are now attending site to undertake the verifications as they fall due.
Verification reports are uploaded to the BCUHB — Operational Estates SharePoint
site and can be shared by other means upon request. Operational Estates have also
developed an action plan which contains all recommendations made within the
individual verification reports which is being updated on an ongoing basis with details
of actions carried out.

Operational Estates will produce a schedule of critical ventilation systems that are
deemed to have reached the end of their working life and as such require
replacement.

Water Safety

IP are part of the strategic water safety group (WSG). There is still an ongoing lack
of assurance (evidence) from Facilities that cleaning standards are being adhered to
in relation to water outlets and the required running of water outlets in accordance
with ES02 is being achieved in Augmented Care areas. There is also a concern
about the lack of representation of Facilities at the WSG.

There is also concern about the lack of representation of Community Dental Service
at the WSG although there is representation at the SDG.

Update on the Emergency Department (ED) Project at Ysbyty Gwynedd (YG) -
improvements to delivery and system temperatures within the DHWS is dependent
upon the completion of a system mapping exercise now being undertaken by Mott
Macdonald engineering consultants. The system mapping exercise has now been
completed and the consultant engineers have submitted their report. This now
requires review prior to determining what actions are now to be carried out.

Issue of significance and concern relating to water safety compliance within the East
area due to a lack of resource. There are serious staffing resource issues which are
being addressed in the short term by supporting the East area with staff from the
Central area. Good progress has been made in the last two months and progress is
continuing.

Ongoing issues on Critical Care re: Pseudomonas contamination issues at
Wrexham Maelor Hospital. A number of high level failures have occurred within
these locations and a range of works and actions are being undertaken to improve
the situation and return the routine sampling levels to normal. POU filters are in use
and we are in receipt of advice and guidance for the Authorising Engineer - water

Agreed objective to remove ice making machines from within BCU. A joint approach
is to be taken between Operational Estates and Infection Prevention with regard to
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consulting with the various departments where ice machines still exist with the
overall objective being to remove the remaining machines from use.

| 4. | Assessment of risk

Healthcare-associated infection, including antimicrobial resistance and
decontamination are included in the overall review of risks at IPSG. Significant work
took place during Q4 in relation to reviewing all risks and prioritising in terms of
Severity and likelihood with 20 being the top priorities.

| 5. | Equality Impact Assessment

Reducing avoidable infections helps minimise inequalities that arise as a result of
those infections. There are no other specific equality issues contained within this
paper.

| 6. | Conclusions / Next Steps

BCUHB saw an increase in some key infections in 2018/19, and did not meet ALL
the HCAI reduction targets. In response the IP teams have actively supported the
launch of the Safe Clean Care Programme.

The annual IP work programme will be approved and scrutinised by the Infection
Prevention Sub-Group in June 2019, with monthly reports on position and
performance to QSE.

Focus will continue on;

Clean hands

Bare below the elbows

Rapid isolation

Device care, and care bundles
Clean and clutter free environments
Antimicrobial prescribing

Board Members will need to continue to actively and consistently support the key
actions in the Safe Clean Care programme, and hold staff to account to ensure the
programme continues to be delivered at pace to achieve the improvement needed.
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1. Executive Summary

The Annual Occupational Health, Safety (OHS) and Wellbeing report aims to give an overview
of the key areas of concern and progress made in compliance with OHS legislation across the
Betsi Cadwaladr University Health Board during the period 15t April 2018 to the 31t March
2019. In addition the report includes the Fire Safety Annual Report (Appendix 1), Sustainability
Report (Appendix 2) and a 3 year Occupational Health and Safety improvement strategy
(Appendix 3) to ensure the Board is better informed about legal compliance, setting clear goals,
risk identification/management and further developing a pro-active occupational health and
safety culture. The report outlines where future developments and opportunities for
improvement can be identified in line with ensuring and maintaining the occupational health,
safety and wellbeing of its employees, the public, visitors, patients, contractors and volunteers
who use our services.

2. Introduction

This report is produced to inform the Betsi Cadwaladr University Health Board of the previous
year’s progress and development made towards meeting the Health Boards statutory
obligations for OHS. It has limited information that provides assurance on safety management
systems that pro-actively control all risks identified; however work on a three year improvement
strategy is evidenced in (Appendix 3) along with an appraisal of achievements to date and
future priorities.

3. Background

All organisations have statutory duties to ensure suitable arrangements are put in place to
manage OHS and wellbeing effectively which should form an integral part of workplace
behaviours and attitudes. This report identifies additional work and evaluation required to
ensure the planning, organising and monitoring of the organisation’s compliance with statutory
health and safety obligations and duties can be clearly evidenced.

4. Key issues to note:

e The Health & Safety team has undertaken 269 reviews in service areas including 83 in
West, 49 in East, 50 in central and 87 in GP practices. Following each review the H&S
Advisor RAG (red, amber, green) rates each premise based on managerial attitude
towards compliance and the physical evidence providing feedback on findings to
Directorate Service Leads. The self-assessments reviews of Health and Safety have
been undertaken by 173 Departments with the average score achieving 93%
compliance. It is likely that this level of compliance will be significantly lower when
assessed against the legislative compliance framework and the gap analysis currently
being undertaken by the OHS Safety Team.

e The total number of accidents and incidents reported in the annual report are 5,601 the
most significant areas relating to slips trips and falls with a total of 4,709. There were
1,457 incidents affecting staff, with sharps accounting for 373 incidents and slip trip fall
accounting for 317 incidents. There is limited evidence of correlation between sickness
absence with 25.7% of staff being recognised in the system being off work with



stress/anxiety and depression and 10.5% presenting with musculoskeletal disorders.
Further work on correlation of incidents sickness absence and claims is required to target
hotspot areas.

e The numbers of violence and aggression incidents was 3,752. This is an increase of 157
incidents from the previous 12 month total. This year there were 2,175 incidents classed
as “affecting staff” this is a significant increase from the previous year of 399 with the
total figures of 1,776. Of these, 992 resulted in a personal injury (942 previous year). This
figure indicates the importance of the review of all security measures currently being
undertaken by the Health and Safety Team which includes lone working, CCTV, lock
down procedures, conflict resolution and restraint training for staff.

e A total of 97 RIDDOR reportable incidents the most significant relate to large number of
slips, trips and falls, 38 reported through RIDDOR which correlate with the number of
reported incidents of 317. The number of sharps incidents reported on all incidents was
373, the 2 RIDDOR sharps incidents occurred when staff where exposed to HIV, Hep B
or Hep C. One exposure occurred during a post mortem on a hepatitis C positive patient
where the tooth of the forceps nicked the staff member’s glove and scratched her thumb.
13 RIDDOR incidents relate to abuse by patient on staff attributable to a major injury or
staff member being off work for over 7 days. The findings of the report have identified
that significant work has been undertaken; however further work on the distribution of
information concerned with lessons learned and the numbers of RIDDOR incidents will
increase as a more mature safety culture is developed across the Health Board.

e Occupational Health (OH) Department has achieved the platinum level award for the
service which includes a strong commitment to Corporate Social Responsibility; the
organisation evidenced support in key activities such as transport, capital build,
procurement, community engagement, employment skills, and facilities management.
The award recognises the organisation has gone beyond legislation and demonstrates
an exemplar commitment to the wellbeing agenda. There has been a significant amount
of work undertaken to support staff regarding their mental health and wellbeing through a
number of interventions, seminars and workshops across the 3 main sites. These have
included the delivery of bespoke team interventions following requests, for example
mindfulness workshop to the community team. The OH Team has developed 200
wellbeing champions and had contact with over 19,000 employee contacts in the period
of this annual report and supported 8,147 sickness absence reviews.

5. Health and Safety at Work etc. Act 1974

The foundation of the UK health and safety system in Great Britain was established by the
Health and Safety at Work etc. Act 1974 (HASWA) which remains the UK’s principal health
and safety legislation. Under the main provisions of the Act, employers have legal
responsibilities in respect of the health and safety of their employees and other people who may
be affected by their undertaking and exposed to risks as a result. Employees are required to
take reasonable care for the health and safety of themselves and others who may be affected
by their acts or omissions. In promoting, stimulating and encouraging high standards of health



and safety at work, the Act requires the governing bodies of all employing organisations to
ensure:

Safe operation and maintenance of the working environment, plant and systems
Maintenance of safe access and egress to the workplace

Safe use, handling and storage of dangerous substances

Adequate training of staff to ensure health and safety

Adequate welfare provisions for staff at work

Essentially, the HASWA law is based upon the principle that those who create risks to
employees or others in the course of carrying out work activities are responsible for controlling
those risks. These particular regulations govern the management of health and safety in the
workplace.

6. Management of Health and Safety at Work Regulations 1999

These regulations place a duty on employers to assess and manage risks to their employees
and others arising from work activities. Under the Regulations, employers must also make
arrangements to ensure the health and safety of the workplace, including having in place plans
for responding to emergency situations, and providing adequate information and training for
employees, and for health surveillance, where appropriate. Similarly, a responsibility is placed
upon employees to work safely in accordance with the training and instructions given to them.
Employees must also notify their employer of any serious or immediate danger to health and
safety, or any shortcomings in health and safety arrangements.

7. Gap Analysis of legislation

The improvement plan (Appendix 3 Occupational Health and Safety Strategy 2019-2022) is
linked to a complete review of the UK Occupational Health and Safety legislative framework.
The gap analysis using 33 pieces of legislation and over 180 questions will be undertaken from
the 17t June for 4 weeks and will evaluate 50 plus premises for compliance. The focus will be
on evidence identified on site of key pieces of legislation which include asbestos, legionella,
Control of Substance Hazardous to Health (COSHH), stress, sharps, work at height, RIDDOR
and workplace regulations. It is anticipated that the self-evaluation scores of 93% will be
significantly lower when we consider the whole framework that requires evidence of compliance
with the law. A project plan based of the findings will be built into the 3 year strategy.

8. Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013

This set of regulations commonly referred to as the RIDDOR regulations require employers and
other people in charge of work premises to report and keep records of: work-related accidents
which cause deaths, work-related accidents which cause certain serious injuries (major injuries),
work related accidents resulting in over seven day absences, diagnosed cases of certain
industrial diseases and certain ‘dangerous occurrences’ (incidents with the potential to cause
harm).

The information provided below is a summary of the range of incidents reported; this has
included a large number of slips, trips and falls 38 reported through RIDDOR which correlate
with the number of reported incidents of 317. The number of sharps incidents reported on all
incidents was 373 the 2 RIDDOR sharps incidents occurred when staff where exposed to HIV,



Hep B or Hep C. One exposure occurred during a post mortem on a hepatitis C positive patient
where the tooth of the forceps nicked the staff member’s glove and scratched her thumb. 13
RIDDOR incidents relate to abuse by patient and was attributable to a major injury or staff
member being off work for over 7 days. A root cause analysis will be undertaken to identify the
range and type of RIDDOR incidents to ensure lessons are learned across the Board.

Annual RIDDOR Information April 15t 2018- March 31st 2019

RIDDOR incidents by Detail and BCUHB | BCUHB BCUHB

Region Central | East West No value Total
Abuse - other ‘ 1 1 0 0 2
Abuse etc. of Staff by patients 3 3 7 0 13
Accident caused by some other
means 5 9 5 0 19
Appointment 0 0 1 0 1
Discharge 0 1 0 0 1
Environmental matters 0 2 0 0 2
Exposure to electricity, hazardous
substance, infection etc. 0 3 0 0 3
Fracture 0 1 0 0 1
Infrastructure or resources - other 0 0 1 0 1
Injury caused by physical or mental
strain 6 1 2 0 9
Lifting accidents 2 1 1 0 4
Needle stick injury or other incident
connected with Sharps 1 1 0 0 2
Slips, trips, falls and collisions ‘ 16 14 8 0 38
No value ‘ 0 0 1 0 1
Total ‘ 34 37 26 0 97
RIDDOR incidents - Top 5 Action Taken recorded
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The top 5 actions taken to control the risks associated with RIDDOR incidents, include staff
awareness raised (29) and communication with relevant stakeholders (25) further work on root
cause analysis will be required as the organisation learns lessons and effectively tracks actions
completed.

8. Risk Register relating to Occupational Health and Safety

Currently the strategic Datix risk register module doesn’t contain a specific Health and Safety
category, so Health and Safety risks appear under a variety of risk types. This process doesn’t
allow a coherent overview of the current major organisational risks per se.

9. Claims 15t April 2018- 315t March 2019

The Claims information has been provided to the Strategic Occupational Health and Safety
Group; the data below indicates the numbers of claims but no specific detail. Further work will
be required to correlate the information in the future with accidents incidents and sickness rates.

2017/18 2018/19

Clinical Negligence 235 221 456
Personal Injury 54 62 116

Total 289 283 572

Clinical Negligence Claims Opened by Regi 2017/18 2018/19
BCUHB Central 95 84 179
BCUHB East 70 74 144
BCUHB West 70 62 132
No value 0 1 1
Total 235 221 456

10. All accident Incidents 2018-2019

The Health board utilises the DATIX system to record all incidents and near misses. An analysis
of the data reported from April 15t 2018 -315t March 2019 indicates that the main Health and
Safety related incidents are as follows.

Incidents by Type

6000 5602
5000 -+
4000 -+
3000 -
2000 - 1457
1000 - - 157

O 4

Incidents affecting Patient Incidents affecting the Staff Incidents affecting visitors,
contractors or the public




Contributory

Factors (Top Walel«[e[=gl¢ Fall

5) identified of some from a
against Slip, other Collision | Fall height,
trip or falls typeor withan down bed or

incidents
Mobility
Issues 33 21 0 532

cause object Steps | chair

Fall
from a
Trolley

Fall

over

Fall on
level bed
ground rails

593 2

raised

fall

138

Tripped
Suspected over an
object

12

Total

1333

Medical
Condition
Contributory
Factor 31 14 2 377

391 4

96

923

Dementia -
Contributory
Factor 22 33 0 318

378 0

111

14

879

Behaviour -
Patient

Uncooperative

N
-

11 0 312

320 1

89

764

Impaired
Cognition 15 6 1 274

241 4

79

628

Total 122 85 3 1813

1923 | 11

513

4527

BCUHB
Central

Slips Trips Falls Incidents.

Accident of some other type or cause |8 51 66 177
Collision with an object 24 26 43 93
Fall down Steps | 4 4 4 12
Fall from a height, bed or chair 662 546 591 1799
Fall from a Trolley 14 2 2 18
Fall on level ground 804 680 594 2078
Fall over raised bed rails 6 2 7 15
Suspected fall 169 104 198 471
Tripped over an object 26 9 11 46
Total 1769 1424 1516 4709

Incidents by Detail and Region

Accident caused by some other means |[EY

Central

BCUHB East

Exposure to electricity, hazardous

substance, infection etc.

Injury caused by physical or mental
strain

137 132 426
35 34 28 97
84 58 32 174
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Lifting accidents 31 25 14 70

Needle stick injury or other incident
connected with Sharps

139 114 120 373

Slips, trips, falls and collisions 124 108 85 317

Total 570 476 411 1457

The largest numbers of incidents affecting staff is sharps 373 incidents. In June 2018 a self-
audit assessment tool was provided to staff to assess compliance with the Sharps legislation.
All service areas completed the self-audit tool. In addition key site visits were undertaken in the
Emergency Departments (EDs) and Theatres. The key outcome of the audit concluded that not
all the specialist safety devices procured were in use; support and advice has been provided
and further work is planned for 2018-2019. In October 2018 The OH Department commenced
an awareness campaign to look to reduce sharps incidents which involved distribution of a pack
to managers and local dialogue with key service leads.

12. Violence & Aggression Annual Report

12.1 Assurance

The Violence & Aggression management program is being supported and developed through
the following procedures and forums:-

« The “Procedure & Guidance Protecting Employees from Violence & Aggression” —
Procedure HS02 document and support.

« Representation at the All Wales Violence & Aggression Case Managers/Security
Managers Group.

« Representation at the All Wales Violence Advisory Group.

« Mental Health & Learning Disabilities (MHLD) Division specific policies- Proactive
reduction & therapeutic management of behaviours which challenge, MHLD 0049 &
Physical Restraint Guidelines,MHLDO0047

12.2 Violence & Aggression Training Provision across BCUHB

Violence and Aggression training is provided by specialist teams including Workforce and
Organisational Development, Mental Health and Learning Disabilities Division. The Training is
delivered by classroom-based training and e-Learning which is available for specific modules.

12.3 Mental Health Training Compliance Data (Jan-Dec 2018)

Training Compliance for Physical Restraint courses can only be accessed January to December
this requires addressing for the next annual report.
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Acute 90%
Older persons mental health 76%
Rehabilitation 86%
Forensic 97%
LD Total 80%
Mental Health Total 86%

Module A [Level 1] Module B/C [level2]

95% Compliant (94% previous year) 64% Compliant (67% previous year)

13. Reported incidents of Violence/Aggression (V&A)

During the period 18t April 2018 - 315t March 2019 there were 3,752 incidents of violence and
aggression recorded incidents on the Datix system, this is a separate category to accidents and
incidents. This is an increase of 157 incidents from the previous 12 months when there were
3,595 incidents in total. Out of the 3,752 incidents this year there were 2,175 incidents classed
as “affecting staff” this is a significant increase from the previous year of 399 with the total
figures of 1776. Of these, 992 resulted in a personal injury (942 previous year) with 655 injuries
affecting staff (480 previous year) and 18 RIDDORs were reported compared to 17 in the
previous year. This is a significant concern for the safety and security of staff with the Health
Board.

Division of Mental Health and Learning Disabilities 2,502
Specialist Medicine (secondary) 425
Primary and Community Services (Area) 323
Surgery (Secondary) 157
Children and Young People (Area) 126
Therapies (Area) 37
Women's and Maternal Care (Secondary) 32
Anaesthetics, Critical Care and Pain Management (Secondary) 25
Primary Care (Area) 24
Radiology (Secondary) 24




Estates and Facilities (PandP) 20
Office of the Nurse Director (Corporate) 13
Cancer Services (Secondary) 12
North Wales Community Dental Service (Area) 10
Pathology (Secondary) 5
Pharmacy and Medicines Management (Area) 4
Strategy (PandP) 4
Office of the Medical Director (Corporate) 3
Public Health (Corporate) 3
Chief Executive Office (Corporate) 1
North Wales Managed Clinical Services 1
Therapies and Health Science (Corporate) 1

Personal No Injury, Near | Near miss-No | Damage to Disruption to | Death

Injury Harm or Miss | intervention property or | services *See
Adverse equipment note
Outcome below

992 1985 567 [ 112 57 1 38

*Note: 38 Deaths are recorded on the Datix system by Mental Health Services. This is recorded
when they are informed of a death of patient including circumstances where patient is not

receiving in-patient care.

Verbal Aggressive Assault Threatening Other & unreported
Abuse Behaviour behaviour
244 1630 890 223 765

11 Offenders
18 Offences 2
(3 Offenders) | (1)

Including Assault &
Public order offences
and malicious
Communications
Previous year in brackets
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Letters to patients Alternative arrangements (e.g. appointment changes
such as location time/security/police presence etc.)
11 6

14. Partnership Engagement

The Police Inspector seconded to BCUHB is now permanent following North Wales police
internal recruitment process (April 2018) and now covers all BCUHB areas. The V&A Case
Manager maintains links with other Health Boards and Trusts in Wales, Welsh Government,
Police and Crown Prosecution Service (CPS) through membership and attendance of the All
Wales Case Managers Group. The group reports to the All Wales Health and Safety Managers
group and will continue to have direct link with the NHS Anti Violence Collaborative.

Training providers have maintained links with the All Wales Violence Advisory Group and are
active in influencing All Wales Training & Information Scheme (passport) for Violence &
Aggression review. Mental Health division attends the Proactive Reduction of Restrictive
Interventions Clinical Effectiveness Group (PRRICE). Regular communication between the
Witness Care Units within the Courts system has been maintained.

14.1 Welsh Emergency Department Frequent Attenders Network

BCUHB is a key member of the Welsh Emergency Department Frequent Attenders Network
(WEDFAN), which is a network of multi-agency teams that link all Welsh Emergency
Departments. The purpose of WEDFAN is take a multi-agency problem solving approach to
explore any gaps in service provision which can be offered to those persons who attend on a
frequent basis with the intention to reduce demand for Emergency Departments and provide
improved outcomes. BCUHB meets locally and also share good practice nationally. V&A Case
Management has been required on some occasions due to frequent attender abusive
behaviours.

14.2 Workplace Safety Group.

The Workplace Safety Group has reformed following a period of reorganisation within
Safeguarding department in order to provide advice/support and governance to line
managers/supervisors whose staff are subject to (or perpetrators) of domestic abuse.

15. Looking Forward- Obligatory Responses to Violence in Healthcare.

The Memorandum of Understanding between Police, CPS and NHS (Wales) has now been
replaced by the Obligatory Responses to Violence in Healthcare agreement. This agreement,
signed by BCUHB Chief Executive Officer focuses on incidents addressed within the criminal
justice system by,

e Improving effective communication between NHS, Police & Crown Prosecution Service
e Encouraging reporting of incidents
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e Strengthening the investigation and prosecution process, by improving the quality and
timeliness of shared information

e The agreement seeks to assist police when investigating incidents that occur on in-
patient Mental Health premises in respect to exploring in-patient’s intention to commit a
crime.

¢ Requires each NHS body to gather and provide timely evidence to be scrutinised by the
NHS Anti-Violence Collaborative.

The Obligatory Responses to Violence in Healthcare agreement will be endorsed by the issue
of a Welsh Health Circular during 2019.

16. All Wales Assurance Changes.

The All Wales Violence & Aggression Case Managers/Security Managers Group has been
renamed The All Wales Case Management Group to better reflect its evolving membership-
which now includes, Police, Crown Prosecution Service and Welsh Government representation.
The All Wales Violence Advisory Group has now been dissolved and representation from this
group have joined the All Wales Violence & Aggression Case Management Group.

17. Personal Safety Markers

The Personal Safety Marker (for Violence/Aggression) is yet to be adopted largely due
infrastructure and compatibility issues surrounding the electronic patient note system. Work in
this area has remained static due to the compatibility issues experienced by electronic note
system.

18. Security
BCUHB no longer employs a dedicated Security Manger, but security has been placed with the

Corporate Occupational Health & Safety Team. This area will be subject to a major review as
part of the gap analysis taking place in June and July 2019.

2017 | 2018 | Total
Fires, fire alarms and fire risks 32 22 54
Public order, Protests, Bomb scares, Riot, Disorder 9 9 18
Security - other 596 [922 |[1518
Security incident related to Personal property 145 136 | 281
Security incident related to Premises, Land or Real Estate 72 70 142
Security issue related to Equipment 63 69 132
Security issue related to Vehicles 12 10 22
Staff records or information 97 113 210
Total 1026 | 1351 | 2377

19. Changes in Legislation.

The Welsh Government is currently reviewing section 119 & 120 of the Criminal Justice and
Immigration Act 2008, which makes causing a nuisance or disturbance on NHS property an
offence and gives powers of removal to NHS employees. This may have training implications for
BCUHB staff. The Welsh Government continues to review this is and further updates will be
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provided once received. Assaults on Emergency Workers (Offences) Bill 2017-19 has now
received Royal Assent .This has effectively doubled the maximum sentencing length for
common assault from 6 months to 12 months if perpetrated against Emergency Workers. This is
a positive step in supporting our front line services.

20. Reviews

The BCUHB procedure HS02 Procedure & Guidance Protecting Employees from Violence and
Aggression is currently under review and will take into account possible links to the security
function which has now been placed within the corporate Health & safety portfolio. The CCTV
procedure is currently being developed-supported by Corporate Occupational Health & Safety
Team.

21. Progress of Divisions and Corporate Functions

The Safety Leads group continues to meet throughout the year. This group has been well
attended and has proved to be an essential way of communicating messages as well as
identifying where improvements have or need to be made across the Occupational Health and
Safety system.

22. Health & Safety Reviews.

The Health and Safety reviews are currently undertaken by the Corporate Health and Safety
Advisers. The purpose is to work with the Directorates/Areas and Corporate Functions to help
them identify risks in relation to Occupational Health and Safety.

The West has seen a significant number of reviews undertaken during the time period 15t April —
2018 to the 315t March 2019 with 83 visits. All reviews were provided to the responsible
Directors of the services, with improvements being made in communication with teams in
relation to the control of substances hazardous to health, first aid and working at height. Trends
within the West area identify that the most compliant services are Women'’s services, Mental
Health and Learning Disabilities Shared services. These services have a dedicated risk/health
and safety governance lead. Secondary care is the least compliant which is evidenced in the
reviews. Secondary care however, has taken recent action to try and resolve this by a new
improved health and safety assurance group and reporting/escalation process.

26 reviews of the Ward Environmental Risk Assessments were carried out at the request of the
Hospital Management Team, following an unannounced Health and Safety Executive (HSE)
visit to Ysbyty Gwynedd in March 2018, where hazard identification on the wards and
appropriate risk rating was questioned by the Inspector. Directly, following this intervention and
the H&S Advisors reviews, £60,000 has been spent on ward hazard improvements including
swipe cards to manage access to storage and cleaning areas. Further improvement work will be
evidenced in 2019/2020’s programme of reviews, which will continue to monitor H&S
compliance.

The East area H&S Advisor has undertaken 49 reviews with themes being identified such as
poor ratings for emergency evacuation exercises, first aid, and COSHH compliance including
medical gasses. Poor rates of Violence and Aggression Risk Assessment, work at height and
Display screen equipment. The best compliance rates are strongly linked to those functions

which have a well-defined H&S governance structure and maintaining close relationship with
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H&S Advisors for reviews and guidance. The Medical Directorate and Community Dental are
consistent between departments, with higher overall compliance than other functions. The Area
Team now has designated accountable persons and a much more robust reporting and
monitoring system than previous years. A large number of staff have also received training
through the Managing Safely course.

The early Corporate H&S Reviews in 2018 for the newly appointed H&S Advisor for Central
identified a lack of understanding from department and ward managers of what was required for
H&S compliance. The focus therefore for the Central H&S Advisor in this year was to complete
a partial review of the questions already in place and a guidance document giving details of
evidence required for each of the questions on the Corporate H&S Review. In addition to this,
templates relating to the Corporate H&S review have been collated or written and formatted to
ensure consistency with a document control system. The team’s webpages have been
extended to include the Corporate H&S Review with support from the Team Secretary.

A total of 50 Corporate H&S reviews were then undertaken within the Central area and each of
these identified a large number of recommendations, some of which have led to further
templates being written such as a H&S folder contents sheet. A number of departments,
particularly in Dental, MH&LD and Women’s and Children’s, have worked hard to complete their
recommendations and full support with this has been provided. The guidance has been well
received and has now been extended to the newly formatted Self-Assessment Tool which was
released in April 2019. The Corporate H&S Review questions have been amended further to
start from April 2019 and questions reduced to 50. These will be scored going forward which will
ensure the team can identify areas across BCU of non-compliance where further training or
support may be required. We can also identify departments who have high scores for H&S
compliance so that their work can be recognised. The focus for 2019 in YGC will be on the
compliance from all of the wards. This was delayed in 2018/19 due to the completion of the
asbestos removal in YGC. This project saw many wards being relocated and therefore
inconsistency with their reports. The project has now completed and it is anticipated that wards
will remain in their current location.

The H&S Advisor for GP Practices has undertaken a total of 87 reviews across BCU. Following
each review the H&S Advisor RAG rates each practice with the rating based on managerial
attitude towards compliance and the physical evidence. The number of practices rated Red
have fallen from 27 down to 9, Amber ratings have fallen from 42 to 36 and Green ratings have
risen from 30 up to 42 from the previous year. This improvement is expected to continue in this
current financial year. Each ‘negative’ response to a question in the review is recorded on a
database and the report highlights clearly that the areas identified for priority during the review
has decreased substantially. 117 managers deputy’s or identified staff have attended the one
day Managing Safely course. This was specifically presented to Practice Managers based on a
GP Practice environment. Additionally the advisor now offers direct H&S & Fire training during
sessions to practice staff with 11 sessions being delivered last year and over 140 staff members
attended. The number of sessions is expected to increase throughout the coming year.

23. The Corporate H&S Self-Assessment Feedback

The self-assessment should be completed by all department managers and then the Corporate
H&S team should check the returns and visit areas to ensure that the compliance recorded is

accurate. The tool for this period had 177 questions which each Department required recording
their evidence of compliance or an action plan. The uptake for this was not good and feedback
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was that it was time consuming and difficult to work with. There were 173 returns from the H&S
self-assessment forms, with radiation, noise and vibration being the most frequently identified
as not applicable. The results therefore are calculated on where these apply e.g. Radiation
ranging from 99%-100%. The majority of scores under 60% were mostly seen in staff health
and wellbeing and first aid. The overall rating of compliance is 93% across all service areas.

1 Health and Safety Procedure

2 CPG/Corporate Function

3 Health, Safety and Emergency Planning 84%
4 Consultation, Communication and Control

5 Information, Instruction and Training 86%
6 Risk Assessment 85%
7 Monitoring

8 Incident Reporting and Investigation

9 Fire and Emergencies

10 First Aid

11 The Workplace

12 Work Equipment

13 Hazardous Substances, biological agents

14 Sharps

15 Patient and Object Handling, WRULDs

16 Violence and Aggression

17 Display Screen Equipment (DSE)

18 Radiation

19 Noise

20 Vibration

21 Staff Health and Well-being

22 Work at Height

The Self-Assessment Tool has been re-written in April 2019 to ensure that it is in line with the
Corporate H&S Review. The new format, with just 50 questions, has received positive feedback
and with the associated guidance all Managers should be in a position now to complete this. It
is anticipated that the compliance for returns will improve and will ensure that there will be
consistency between the self-audit review and corporate review audit process.
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24, Wellbeing/ Attendance management

Data obtained from Occupational Health from 15t April 2018 to 315t March 2019 indicate that
percentages of absence from work was:-

Anxiety/stress/depression/other psychiatric illnesses 25.7%
Other musculoskeletal problems 10.5%
Back Problems 5.2%
Injury, fracture 5.2%

To reduce sickness absence in the workplace the all Wales attendance management training
program was introduced to BCU in partnership with staff side representatives. The attendance
management policy has set a clear focus on wellbeing and compassionate management. To
support this the OH Department has provided 11 training sessions during this quarter with 413
(22.6%) of managers trained to date.

24.1 The Gold Corporate Health Standard Award

On the 28th June 2018 the Health Board renewed its gold level Corporate Health Standard
award. The gold level award recognises a strong commitment to health, safety and wellbeing for
the organisation’s employees. The assessor highlighted that ‘the Gold Action Plan 2018 was
comprehensive, clear and well-presented. The Gold assessment has been in place since 2016.
The assessor was extremely positive about the work about maintaining the Gold level standard
and how it had embedded health and wellbeing into the organisation by creating an ‘engaged
culture’ ensuring that staff ‘owned’ the health and wellbeing agenda and contributed significantly
to its success. Staff health and wellbeing was part of the organisation’s ten-year strategy ‘Living
Healthier Staying Well’. It formed an integral part of the approach to health and wellbeing. The
Steering Group continues to engage with a wide range of representation including Trade Unions
and reports to the Finance & Reporting Committee and the Board. Senior Level Commitment
was clearly evident.’

24.2 The Platinum Corporate Health Standard Award

The platinum level award which includes a strong commitment to Corporate Social
Responsibility has also been obtained this year and required the organisation to evidence
support in key activities such as transport, capital build, procurement, community engagement,
employment skills, and facilities management. The award recognises the organisation has
gone beyond legislation and demonstrates an exemplar commitment to the wellbeing agenda.
This is the first time the Health Board has been awarded the Platinum level standard. The
assessors were very impressed by the active engagement both internally and externally of the
Wellbeing Group and had increased community engagement with strong evidence that BCUHB
had adopted a sustainable approach to their work.

24.3 The Staff Health & Wellbeing tools

In collaboration with the all Wales Staff Health & Wellbeing group, the OH Department has
designed guidance which signposts staff to information and resources to enable them to make
better choices with regards to their own health and wellbeing. This includes guidance such as
the ‘Mind’ and ‘5 Ways to Wellbeing’. The initiatives to further develop the wellbeing agenda
include messages on physical activity through various media platforms across the organisation.
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Linking in with National calendar events to support such initiatives as national walking month,
cycle to work day, on your feet Britain and national fitness day. Collaborative partnerships have
been established with local authority leisure centres and heads of leisure to support staff in
accessing leisure centres within the local areas across BCUHB. Corporate memberships and
discounts have been agreed to help encourage staff to change health behaviours and become
more active by using local centres.

Work on the Health Trail is ongoing on the Ysbyty Gwynedd site. The 2km health trail is
currently being discussed and planning for the development of this trail continues. The aim of
this health trail is for staff, patients and the public to use as part of the ‘get active’ message and
will encourage people to be active on the Ysbyty Gwynedd site. Access to this trail will be for all
and can be used for walking, running or cycling purposes. A health and wellbeing hub has been
started in John Spalding library, Wrexham which will look at supporting staff to manage their
wellbeing in work. A pilot project has been established to review the benefits of such a hub on
the Wrexham site. The room includes space to do yoga and mindfulness as well activities to
engage mental wellbeing. If successful the hub will be considered for the other two library sites
across North Wales.

24.4 Tobacco Awareness

Changes to the smoking legislation across Wales was discussed and a tobacco control-working
group was established to discuss the impact of the future legislation on BCUHB staff. We are
currently waiting for confirmation of the new legislation implementation date and the policy has
been drafted. Support for staff continues to support staff through the smoking cessation
program.

24.5 Alcohol Support

There has been collaborative working with our alcohol liaison colleagues resulting in 3 alcohol
awareness events delivered across the 3 main sites in BCUHB. The awareness stands focused
on providing updated information on the dangers of excessive drinking and updating staff on the
new alcohol guidelines. Messages around alcohol awareness were also promoted via our health
matters newsletter and social media platforms. The drug and alcohol substance misuse policy
was reviewed to support referral pathways for staff into support services across North Wales.

24.6 Staff Flu Campaign 2018/2019

BCUHB administered the highest number of flu vaccinations across Wales more than 522
compared to the next highest performing health board in Wales. Overall uptake for the eight
staff groups (which includes non-patient contact) was 51.25% (9,112 staff) which is a decrease
of 2.82% (324 doses) on the previous year. All eight occupational groups have shown a
decrease in their flu vaccination uptake this year when compared to the previous year with no
groups achieving the 60% target set by the Chief Medical Officer. The number of ‘cold, cough,
flu’ absence recorded on Electronic Staff Record (ESR) was less in staff who received the jab
by 259 occurrences (3,317 total occurrences in total).

24.7 The Counselling Advice Line

In January 2019, the OH Service introduced a revised programme that enabled counsellors to
engage with staff earlier if they had any issues they may like to discuss. This has meant that



initial telephone support is made within 24-48 hours. Rapid access pathways to mental health

support and psychology are being further developed.

24.8 Occupational Health Activity

The suiiort advisers’ activiti for sickness absence earli intervention suiiort totalled 19,670

24.9 Activity for Clinical Practitioners

The activity for sickness absence/self-referral support was 8,147.

Support Adviser - 1st review 88
Support Adviser - < 10 day review 287
Support Adviser - 2nd review 41
Support Adviser - 3rd review 7
Support Adviser - 4th review 3
Support Adviser - Advisory follow up 11
Support Adviser - Appointment by Phone 1
Support Adviser - Contact client attempt 2 3,972
Support Adviser - Contact Client Initial 11,131
Support Adviser - Contact Client Other Attempt 21
Support Adviser - Day 10 review 1,244
Support Adviser - Day 21 review 491
Support Adviser - returning call from letter 413
Support Adviser - returning call from phone call 1,960

Self-Referral (in person) 218
Self-Referral (phone) 101
Sickness Absence - case review plan (by

phone) 5
Sickness Absence - case review plan (in

person) 19
Sickness Absence - first (by phone) 2,271
Sickness Absence - first (in person) 413
Sickness Absence - first with medic (by phone) | 20
Sickness Absence - first with medic (in person) | 311
Sickness Absence - first with OT / PT (by

phone) 414
Sickness Absence - From CARE by Phone 928
Sickness Absence - From CARE in Person 4
Sickness Absence - review (by phone) 2,454

Sickness Absence - review iin iersoni 989

N




21

25. Staff Mental Health and Wellbeing support April 15t 2018- March 31st 2019.

There has been a significant amount of work undertaken to support staff regarding their mental
health and wellbeing through a number of interventions, seminars and workshops across the 3
main sites. These have included the delivery of bespoke team interventions following requests
for example mindfulness workshop to the community team.

In March the OH Department launched a program called ‘How to create wellbeing in the
workplace’ training sessions for managers. This focuses on drawing together key elements of
the wellbeing model including leadership behaviours, leadership improvement, measuring
wellbeing, how to run focus groups and wellbeing planning. Following 3 awareness sessions at
which 53 managers attended, it was identified that managers felt the sessions improved their
awareness of wellbeing issues in the workplace. There are 21 sessions planned for 2019/20
with a 3 month post training session evaluation process to determine outcomes. Two bespoke
sessions have been organised with Workforce & Organisational Development (W&OD) to
support key areas which include hotspots (such as theatres & ED at Glan Clwyd). This has
taken into account workforce data which has included sickness absence, Performance
Appraisal Development Review (PADR), mandatory training which has been triangulated with
staff data e.g. staff survey results or ‘Be Proud’ which will produce local action plans to support
improvements.

To support the sickness absence policy and provide staff support the OH Department has
provided 5 mindful movement sessions in February and March 2019 to a variety of workgroups
identified as sedentary workers. The post evaluation findings have identified that staff reported
improvements in both emotional and physical wellbeing scoring as a result of the intervention.

The OH Department has led an initiative to enrol 200 staff as mental wellbeing champions as
part of our mental wellbeing Time to Change program they also have a twitter account to
communicate effectively and a newsletter has been produced to support the program. The
evaluation report identified that 20 wellbeing champions surveyed felt more empowered to
challenge stigma around Mental Health in the workplace and felt more confident in having
individual conversations with their colleagues about mental health issues.

Managing stress, anxiety, low mood, managing change, 5 ways to wellbeing 129
workshops, improving sleep

Bespoke interventions to teams and group support including mindfulness and 413
staff debriefs
Other teaching e.g. managers A Step into Management 141

staff mental wellbeing champions development meetings and wellbeing training | 32
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Creating Wellbeing in the Workplace 171
Mental Health & Being LGBT 40
Counselling 1st Appointment by Phone/ triage by phone/ phone advisory 1,568
Counselling 1st Appointment in Person 1,088
Counselling Discharge Session 4
Counselling EMDR 4
Counselling Review by Phone 192
Counselling Review in Person 2,662

Debriefs have taken place to support staff following incidents along with managing change and
uncertainty sessions. There is also training for staff in managing anxiety/sleep/low mood and
delivery of the 5 ways to wellbeing. There has been a number films produced including a Short
Film for Mental Health awareness week with ‘Today | Can’ and ‘Ted’ type talks to be filmed with
champions to share good practice and techniques around creating wellbeing and developing
emotional resilience. The intranet has been further developed with a link with the Staff App and
Mental Wellbeing Portal. There has also been significant work from the counselling advisory
service and mediation support.

26. Health & Safety Training

The Corporate Health and Safety Team undertake a variety of internal training. Within the last
year the following courses ran and attendance has been as follows:-

No of Sessions 5 5 6 16
No of attendees

50 69 54 173

No of Sessions 1 2 6 9

No of attendees

No of Sessions | 2 3 1 6
No of attendees
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Managing Safely | 16 173 1 58

2 Day Course (25%)
Risk Assessment

& COSHH 9 91 7 19

Y, Day (19%)
RIDDOR

Awareness 6 31 4 7
Training 1 ¥ hrs (18%)

It has become evident that registration numbers are often low and sessions are cancelled when
there are 8 delegates or less. When sessions were facilitated for specified areas, the
attendance has been 100%. The data does not capture people who registered and then
withdrew and this will form part of an evaluation of training through the gap analysis process.

27. Manual Handling/ Violence and Aggression Training Team Annual Report.

27.1 Introduction

This is the first Annual Report that the revised BCUHB Manual Handling Team has produced
and it provides information on the service, the team and details some of the achievements
made over the last 12 months, between April 15t 2018 and March 315t 2019. Within BCUHB
there remains a constant pressure for improvement to services and within the Manual Handling
Training team who aim to contribute wherever possible to these improvements.

27.2 The Service

The Manual Handling Training team’s overarching responsibility is the delivery of Manual
handling and Violence and Aggression training, both of these core subjects are delivered to the
All Wales passport standard. The All Wales NHS Manual Handling Training Passport and
Information Scheme (Passport Scheme) was developed by the All Wales NHS Manual Handling
Group. It was originally launched in 2003 with endorsement from the Welsh Government, NHS
Wales and the Health and Safety Executive. After several minor reviews in the intervening
years a comprehensive review was undertaking in 2014 to take into account changes to the
structure of the NHS in Wales. The Passport Scheme is acknowledged as being a key guidance
document in the UK as evidenced by reference in publications such as:

= Ergonomics — manual handling of people in the healthcare sector. British Standards
Institution PD ISO/TR 12296: 2012

» Welsh Local Government Association (WLGA) Manual Handling Passport Scheme
(2005 and 2011)
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NHS Scotland Manual Handling Passport & Information Scheme (2010)
Smith, et al., (2005) The Guide to the Handling of People (5" edition)
Smith, et al., (2011) The Guide to the Handling of People (6" edition)
UK Skills for Health Training Framework (2013).

Additionally, the modules contained within the Passport Scheme are accredited units within the
Qualification and Credit Framework for Wales. All Wales NHS Manual Handling Passport &
Information Scheme 2014. The All Wales NHS Violence and Aggression Training Passport and
Information Scheme provides also a framework for the delivery of violence and aggression
training within the NHS in Wales. It provides guidance on the development of documentation to
ensure the effective assessment and management of violence and aggression. The overall aim
of the Scheme is to ensure consistent standards of documentation and training within the NHS.
At the time of this report work is underway to review the passport scheme related to Violence
and Aggression training. (All Wales NHS Violence and Aggression Training Passport and
Information Scheme)

27.3 Policies

It is evident to note that the Passport Scheme predominately focuses on training provision, it
also acknowledges that training alone is not sufficient to ensure safe handling practices within
an organisation. An organisational Manual Handling Policy will provide a framework for
implementation of a strategy that outlines roles and responsibilities, risk management
processes and training arrangements.

Within BCUHB we have two supporting procedures in place to support Manual Handling within
the organisation.

e WP 55 - Procedure & Guidance Document for Manual Handling, due for review in

February 2020
e WP56 — Procedure for the management of the Larger Person, due for review in February
2020

The Mandatory training department intranet page along with offering training dates it also
illustrates descriptions of all available courses and relevant resources, course and product
information, contact details along with current news.

27.4 The Team
At the time of this report the team consist of:

e Manual Handling Manager - Predominately responsible for WP56, WP55 and current
Risk Register. Manages the Manual Handling Advisor along with the Manual
Handling/Violence & Aggression Trainers. Subject matter expert pertaining to Manual
Handling for the Health Board, advising on issues that arise. PADR and HR issues within
the team. Lesson planning and updating relevant course contents. Working alongside
other Subject Matter Experts planning mandatory training and delivery of Orientation.
Plan the out-sourcing of training with local Universities and other agencies. Assisting the
Manual Handling Advisor with complex assessments. Supporting Champions and
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Trainers to deliver a High Standard of training in manual handling. Annual Risk
Assessment Audit.

e Manual Handling Adviser — Predominately responsible for completing complex back to
work assessments, ergonomic risk assessments that include Display Screen Equipment
(DSE) or manual handling issues. Health promotion and Subject matter expert advice in
relation to the Occupational Health fitness to work mandatory training days.

e Manual Handling/Violence & Aggression Trainers — Delivery of Manual Handling and
Violence & Aggression training. Competency assessments. Assist Manual Handling
Manager with Risk Assessment audit. Sling Audit. Support Champions in their workplace.

27.5 Training figures

During April 2018 until March 2019 the compliance levels for training provided by the team were
as follows:-

Manual Handling [level 1] remained the same end of year figure of 78%.

Manual Handling [level 2] increased by 7% with an overall compliance at the end of the year of
74%

Violence & Aggression [level 1] increased by 1% with an overall compliance at the end of the
year of 95%. Violence & Aggression [level 2] decreased by 3% with an overall compliance at the
end of the year of 64%.

During 2018 the following training courses were delivered by the Manual Handling Team:
Orientation - The all Wales Manual Handling Passport & Information Scheme, Violence &
Aggression refresher training. This is provided to BCUHB staff that have been risk assessed as
needing training to include breakaway practical techniques. Mandatory training days [MTD],
Bank nurse training, 2 yearly workplace competencies/refresher, back to nursing students and
University Students 15t and 3™ Year students

27.6 Income Generation

The Mandatory training department continues to deliver training through income generation to
all student nurses attending Bangor University Student Nurse/Midwives/Occupational Therapy
programmes. Income generation figure is usually around the 30k figure.

27.7 Specialist report:
Manual Handling Adviser - ergonomic assessments:

Approximately 71% of the assessments requested were related to back pain usually caused by
poor posture, lack of movement and ineffective Display Screen Equipment / Work Station set
up. In most cases there were alterations to the set-up of the workstation and recommended an
ergonomic chair, advised on good posture and frequent movement and mobility where possible.
In some more complex cases the Advisor recommended an ergonomic sit to stand desk and
other ergonomic equipment, including document holders, monitor arms, speech recognition
programme, foot rest and keyboards. It appears that the majority of work related back pain
could be avoided if the sedentary worker was more aware of good posture and the need to get
up and be active more often, an information leaflet was created and sent out via the
Communications Team to all BCU employees. Consideration of the introduction of a sit to stand
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desk in every office, especially for employees required to ‘Hot Desk/Agile work’ is essential and
would help to prevent long term back pain and sickness absence.

Other assessments have been carried out in the workplace for more practical ‘hands on’
workers. These assessments usually affect multiple staff members normally carrying out
repetitive tasks where concerns have been raised in relation to manual handling. All of these
assessments have concluded in a solution being found and recommended. In some cases
equipment has been sourced and purchased and in other cases a risk assessment has been
put in place and the manual handling Procedure WP55 adhered to.

There have been a number of individual Return to Work/Work Place Assessments carried out
which have resulted in personal reports and recommendations being made. There has been 3
staff members who have been advised that redeployment would be beneficial via Occupational
Health since the risk assessment was completed. A small amount of risk assessments have
been carried out in relation to manual handling of patients, mostly in their own homes and a few
as inpatients. All have resulted in recommendations being made and acted upon in the best
interest of patient and staff.

28. Manual Handling Manager Report

There is a Patient Handling Champions intense two day training programme to assist the
ongoing improvements of Manual Handling in the workplace. On completion of the programme,
the Champions gained a certificate to identify they have achieved the skills required to carry out
Manual Handling Competencies for the staff in their own departments and to be a Lead in their
area in manual handling. To date we have a total of 189 Champions within BCUHB. These
sessions continue monthly rotating on the 3 main sites within BCUHB throughout 2018 and
towards the end of 2018 a waiting list was set-up to ensure classes were maximized to the full
capacity of 12 per session. Champions are also offered an annual refresher, with support
offered via email, phone call or in person during planned and spontaneous visits to the hospital.
Feedback from the Champions has been positive and mostly the champions have begun to
make a difference within their individual departments/wards. Some have fed back that new
equipment has been purchased and others a change of attitude towards better manual handling
practice has been achieved.

28.1 Manual Handling Risk Assessment Audit

During the latter part of 2018 an audit of the Manual Handling Risk Assessment document took
place, where a random sample of 5 patients risk assessments were assessed over different
wards in the 3 main sites and included the community hospitals. A total of 47 ward areas were
audited within BCUHB and only 2 areas passed without any concerns.

Summary of the findings are as follows:

e Most areas it was noted that the risk assessment forms were incorrectly completed with
the essential criteria missing for example, height and weight of the patient and no
narrative information on individual patient profile was documented.

¢ The manual handling patient care plan was not completed or updated and many areas
found to have them missing from the records completely.

e During the audit, it was noted that mainly in the community hospitals they place the care
plan with other documents at the end of a Patient’s bed, which is more beneficial for
employees to view how to assist patients with their manual handling needs.
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Also noted, some areas are reviewing the whole risk assessment instead of just the
actual review sheet and then updating the care plan if changes are made.

Patient Specific Equipment is being issued without Patient details being added to them,
along with the date of issue.

Many areas have not completed an Environmental Risk Assessment.

Re-auditing of these areas will take place in the first trimester of 2019 and areas that
haven’t shown to improve will be discussed along with the Health & Safety Teams and
the Quality & Safety Committee to create an action plan.

28.2 Planning for 2019

The Manual Handling Team aim to develop further as follows:

Manual Handling Manager: Maintain audit of Manual Handling including roll out of the
new ‘All Wales’ electronic documentation that includes the Manual Handling Risk
Assessment documentation.

Manual Handling Manager : Develop and implement specific training following Hasscas
report in relation to delivering training based upon ‘PCBSP -Patient Centred Behavioural
Support Plan’ with the Positive Interventions Clinical Support Service, along with the
continuation of The All Wales Violence & Aggression training.

Manual Handling Manager: Monitor training figures of total number of staff trained by the
department and the compliance for Manual Handling Level 1 & 2 and Violence &
Aggression Level 1 & 2 with the roll out of the Mandatory Training implementation plan
and an overarching aim of reaching the 85% national target for Mandatory Training.
Manual Handling Manager: Review training presentations offered in both Level 1 & 2
Manual Handling and Violence & Aggression training.

Manual Handling Manager along with the Manual Handling/Violence & Aggression
Training Team: Update the Champions programme and continue with support to existing
Champions throughout BCUHB.

Manual Handling Manager & Manual Handling Advisor: Review ergonomic procedure
and guidelines in collaboration with Occupational Health and target high risk DSE areas
to reduce sickness in this area.

Manual Handling/Violence & Aggression Training Team: Continue with the production
and implementation of guides and documentation for all areas on safe Manual Handling
practice.

Manual Handling/Violence & Aggression Training Team: Continue to provide high
standard training in Manual Handling and Violence & Aggression to all areas.

Manual Handling/Violence & Aggression Training Team: Maintain Sling Register, Annual
Risk Assessment audit.

29. Previous HSE regulatory input April 15t 2018- 31t March 2019

A visit by an HSE inspector in March 2019 identified minor contraventions with the law after a
breach of COSHH regulations, this invoked a Fee for Intervention charge. An investigation was
undertaken and action plan implemented. There have been no formal notices served by the
HSE in the year 2018/2019.

30. Conclusion
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There is a need for a systematic review of the safety management system across the Health
Board. The good work previously undertaken requires consolidating and an effective
management system implementing based on the HSE framework plan, do, check, act. The
report does not give assurance of compliance with the law, significant gaps exist in all service
areas. The cost to the organisation of not effectively managing work related violence and stress
is significant in terms of human cost and sickness absence pay. It is anticipated the gap
analysis being undertaken will provide a baseline to work from as the organisation further
develops a positive OHS culture.

31. Recommendations
The Committee is asked to:

1. Note the position outlined in the Annual Report.

2. Support the proposed improvement plan and full review of OHS systems through a gap
analysis of legislative compliance and subsequent proposed 3 year strategy.

3. Train Senior Leaders and develop further competence in the workforce at all levels.
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Appendix 1. Annual Fire Safety Report

Strategic

Occupational Health 0L70

and Safety Group
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0\ GIG

Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

o NHS

To improve health and provide excellent care

Report Title:

2018/19 Annual Fire Safety Report

Report Author:

Rod Taylor — Director of Estates and Facilities

Responsible
Director:

Mark Wilkinson - Executive Director of Planning and Performance

In Committee

In Committee

Purpose of Report:

The 2018/19 Annual Fire Safety Report presents the Health Board’s
current and proposed fire safety management arrangements including
performance statistics and details of Fire Incidents.

Attached to the report are copies of the current Fire Safety Policy,
which was updated in January 2019, and a copy of the annual online
Fire Safety Audit return to Specialist Estates Services (SESN) 19/05
for 2018-19.

Approval / Scrutiny
Route Prior to
Presentation:

The report has been considered at the Fire Safety Management Group
and following submission to the Strategic Occupational Health and
Safety Group and Executive Management Group will be included
within the 2018-19 Annual Health and Safety, which will be presented
to the Quality and Safety Committee.

Governance issues
| risks:

There is a need to keep a clear focus on fire safety, this includes
investigating the causes of fire and how they might be prevented
including appropriate action to prevent reoccurrence. The more fires
that occur the greater chance of a serious incident. Fires will always
have the attendant disruption to health service delivery and possible
legal action from the Fire and Rescue Service if it is seen that there
were weaknesses in policies and procedures.

Hospital evacuation strategies are developed on the principle of
Progressive Horizontal Evacuation, this concept relies on
compartmentation, reliable fire alarm systems and competent staff to
manage the response to incidents. It is vital that processes are in place
to ensure appropriate Pre Planned Maintenance (PPM) of our passive
and active systems and robust training for staff.

Reliability of fire alarm systems is key to provide early warning to staff,
frequent UWFS can lead to disruption to service delivery. Action to
reduce calls should be considered including, improved control of
contractors, covering manual call points to reduce accidental and
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deliberate activations and measures to reduce activations through
cooking.

For the first time in over two years the department is up to full
complement of staff, this will allow a re-focus of activity to ensure core
business including the completion of Fire Risk Assessments is
prioritised.

Competency is one of the key lines of enquiry within the Hackitt review;
therefore, at a local level having competent staff is a vital element of
our fire safety strategy and ensuring that all staff receive the
appropriate training and development commensurate with their role. It
is proposed to improve the collation and analysis of statistics to allow
effective performance management to ensure improved targeting of
resources.

Financial
Implications:

The Annual Fire Safety Report has identified both revenue and capital
financial requirements to improve the current fire management and
maintenance systems.

These funding requirements will be taken forward for consideration as
part of annual corporate budget setting process and capital planning
programme for the Health Board.

Recommendation:

The Strategic Occupational Health and Safety Group is asked to note

e The contents of the 2018/19 Annual Fire Safety Report.

e To note the submission of the online Fire Safety Audit return to
Specialist Estates Services (SESN) 19/05 for 2018-19.

¢ Note the updated Policy For The Management of Fire Safety —
ES04

¢ Note the requirements for additional resources that will be
quantified and risk based through the revenue and capital
planning budget-setting process.

e Note the 2019/20 action plan to reduce Unwanted Fire Signals
in Health Care Premises.

Health Board’s Well-being Objectives
(Indicate how this paper proposes
alignment with the Health Board’s Well
Being objectives. Tick all that apply and
expand within main report)

WFGA Sustainable Development
Principle

(Indicate how the paper/proposal has
embedded and prioritised the
sustainable development principle in its
development. Describe how within the
main body of the report or if not indicate
the reasons for this.)
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1.To improve physical, emotional and
mental health and well-being for all

1.Balancing short term need with long
term planning for the future

2.To target our resources to those with
the greatest needs and reduce
inequalities

2 Working together with other partners
to deliver objectives

3.To support children to have the best
start in life

3. Involving those with an interest and
seeking their views

4.To work in partnership to support
people — individuals, families, carers,
communities - to achieve their own well-
being

4 .Putting resources into preventing
problems occurring or getting worse

5.To improve the safety and quality of all
services

5.Considering impact on all well-being
goals together and on other bodies

6.To respect people and their dignity

7.To listen to people and learn from their
experiences

Special Measures Improvement Framework Theme/Expectation addressed by this

paper

Engagement

Equality Impact Assessment - Not Required
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BETSI CADWALADR UNIVERSITY HEALTH BOARD

2018/19 Annual Fire Safety Report

1. Introduction

2. Management arrangements

3. SSPFS Web-based annual fire audits

4. SSPFS Web-based fire risk assessments
5. SSPFS Independent Review of Fire Precautions
6. Staff training arrangements and statistics
7. Firecode compliance work

8. Fire and Rescue Service audits

9. Fire Service liaison and site visits

10. Fire incidents

11. Unwanted Fire Signals

12. Conclusion

1. Introduction

Fire safety remains topical within the national media, with the Grenfell enquiry on going and the
publishing of Dame Judith Hackett’'s report: Building a Safer Future — Independent Review of
Building Regulations and Fire Safety, which suggests extending the recommendations beyond
high rise to institutional buildings such as hospitals and care homes.

As Building Regulations are devolved in Wales, a Building Safety Expert Group was set up in
October 2018 to discuss the key issues highlighted by her report. They published their
response: A road map to safer buildings in Wales in March 2019. The report broadly supported
the findings of the Hackett review with an additional recommendation to reduce the existing
threshold from 18 meters to 11 meters. The Government in Wales is also supportive of the
installation of sprinklers therefore it would be prudent to monitor progress on this issue.

Hospitals are not immune from fire as was demonstrated in dramatic fashion in Tamworth in
February this year where a Mental Health Unit suffered severe damage from a fire started by a
patient. All three of our MHU’s across North Wales have experienced small fires ignited by
patients over the last 12 months.

This annual report summarises the Betsi Cadwaladr University Health Board’s (BCUHB’s)
current and proposed fire safety management arrangements.

2. Management Arrangements

The management arrangements for Fire Safety within BCUHB are contained within ES04 Policy
for the management of Fire Safety. It was reviewed in January 2019 with only minor changes to
include amendments to the Organisation’s structure and reference to changes to relevant
guidance documents. The main change to the structure is that the Executive Director of
Planning and Performance is now the board level director with responsibility for fire safety.
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Guidance on the management arrangements is contained within Welsh Health Technical
Memorandum (WHTM 05-01) Firecode, Managing Healthcare Fire Safety. This document was
amended in February 2019.

This guidance supersedes the previous edition published in 2006, the main changes include:

o Greater emphasis for keeping Fire Risk Assessments up to date.

o Although the management structures remain the same more prominence is given to
local/departmental management responsibilities.

o New guidance refers to two levels of management. Enhanced and adequate which
follow the principles of BS9999:2017 Fire safety in the design, management and use of
buildings.

o Additional guidance on establishing ‘Fire Safety Protocols’ to achieve a consistent
approach to fire safety aspects.

o Enhanced information for developing Training Needs Analysis.

The effectiveness and compliance to BCUHB’s fire safety policy is reported to Health Board
through the BCUHB’s corporate governance structure, namely;

Local area fire safety teams, East, Central and West
Fire Safety Management Group

Strategic Occupational Health and Safety Group
Quality Safety and Experience Committee

Health Board

3. NHS Wales Shared Services Partnership, - Web-based Annual Fire Audits

The SSPFS monitors the fire safety activities of all Local Health Boards in Wales through the
electronic fire safety audit reporting system. LHBs are required to submit annual returns in
May/June of each year.

Data submitted by BCUHB is analysed by the SSPFS and is thereafter used as the basis of
their annual report to Welsh Assembly Government.

General matters raised in this 2018/19 audit report are as follow:-

¢ Requirement to ensure that Responsible Person and Deputy Responsible Persons are
aware of, accept, and fulfil their duties and responsibilities in terms of fire safety
management.

e Continue to ensure that all risk assessments are maintained up-to-date and significant
findings are prioritised and addressed accordingly.

¢ Requirement in place to ensure accurate fire drawings are developed for all BCUHB
Premises.

e Reviews their maintenance regimes for compliance with the relevant standards for fire
detection, escape lighting, ventilation systems, fire dampers, fire doors and lightening
conductors.
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¢ Reducing smoking on Health Board premises.

Actions identified above are being addressed through the Hospital Management Teams,
Designated Responsible Persons for fire or directly with the managers concerned.

Operational Estates discretionary capital programme and statutory compliance reserve funding
is being utilised to address estates related actions.

4. NHS Wales Shared Services Partnership - Web-based Fire Safety Risk Assessments.

Undertaking fire safety risk assessments is the primary role of the Fire Safety Advisor, each is
responsible for completion and review of assessments of premises within their area. Pressure to
provide support to Capital Development on new schemes over recent years especially in YGC
and the department being understaffed for over 12 months due to retirements, have resulted in
slippage in the completion of the risk based re-inspection programme within the requisite
timeframe.

Within the reporting period, of the seven hundred and twenty three (723) assessment areas
within one hundred and thirty one (131) premises contained within the system, ninety nine (99)
are outside their identified review date which equates to approximately 13% of the
assessments. Priority is given to ensuring clinical areas providing overnight care are completed
on schedule.

Over the next twelve months an audit of the on-line system will be undertaken to cleanse the
data and to remove any assessments that are no longer valid and to introduce further
assessments which may be required as a result of relocation of staff or taking over the
management responsibility of premises. This will then feed into a re-inspection programme
which will aim to complete all outstanding assessments over the next twelve to eighteen
months.

The system acts as a property asset register from a fire safety perspective which once each
FRA is completed and action plan generated will together with the fire safety audits feed into the
discretionary capital programme and the higher risks will be captured within a fire specific risk
register which will be developed through the Datix platform.

5. NHS Wales Shared Services Partnership — Independent Review of Fire Precautions.
During December 2018, on behalf of the Welsh Government, NWSSP — Specialist Estates
Services (NWSSP-SES) commenced an independent review of the fire precautions at Colwyn
Bay Community Hospital, in accordance with the monitoring procedures outlined in Facilities
Services Notification FSN12/102.

Overall the report recognised the Board’s proactive approach to fire safety management on the
site. A number of recommendations were made, including:

e Enhancing the fire alarm system to support fire response procedures.

¢ Refine the maintenance regime in line with current British Standards.
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e Means of escape provisions to be improved, especially procedures to ensure external
stairways are usable in inclement weather.

e Update the ‘as installed’ fire drawings.
6. Staff Training Arrangements and Statistics

Fire safety training (provision & recording) is a statutory requirement and forms part of
Mandatory Training.
The existing fire training sessions are;

« Corporate Induction/orientation.
. Workplace Fire Safety - Set dates for the year. Open to all.

. Workplace Fire Safety — On request only, delivered specifically tailored for individual
directorates/ wards/departments etc. Seminars are arranged for consultants, project
managers and contractors

. E -Learning — This compulsory test underpins the learning modules, and has been
introduced as an E-learning module in 2014.

Fire Safety training compliance reports as at 315t March 2019 indicated that 18521 staff were
eligible for training and 14941 (80%) were trained. This shows a 1% decrease in compliance
over the last twelve months.

7. Fire-code Compliance Work

The primary source of funding is the Operational Estates discretionary capital and statutory
compliance reserve, based on a five year investment programme. Fire safety improvements are
included within major capital schemes and refurbish projects.

Following the tragic fire in Grenfell Tower, Welsh Government issued guidance to public sector
bodies to undertake fire safety checks in premises within their portfolio which were either above
18 meters high or provided overnight accommodation on two stories or more.

A project to install a new fire alarm system in Llandudno Community Hospital involved
conducting a void survey which has highlighted deficiencies relating to the current
compartmentation within the hospital which will need to be rectified.

During the redevelopment of the Emergency Department of Ysbyty Gwynedd a deficiency with
the existing compartmentation has been identified. The findings raise the question as to the
adequacy of the compartmentation across the rest of the building, a survey is required as a
priority to ascertain the current condition and any actions required against current WHTM
standards. NWSSP-SES have indicated that Ysbyty Gwynedd will be the subject of next year’s
independent review of fire safety.

Wrexham Maelor Hospital has been subject to an ongoing programme of upgrading work to the
fire detection system using discretionary capital. This work has been undertaken following a
letter from the Fire and Rescue Service some years ago highlighting concerns with the fire
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alarm following an incident. The site currently consists of a number of different systems some of
which are obsolete and replacement parts proving difficult to source. The rate which the
programme is progressing is a concern as the current funding available to allocate to the
scheme is limited.

Work has also taken place in community hospitals and clinics to upgrade the fire alarm systems
and emergency escape lighting. This work will continue in 2019/20. Further projects are planned
for community hospitals and clinics and other key sites. (Elements of firecode work within
Ysbyty Glan Clwyd were captured within the redevelopment project which is nearing
completion).

8. Fire and Rescue Service Audits

Enforcement of fire safety within healthcare premises is the responsibility of the Fire and
Rescue Authority, within this area this undertaken by North Wales Fire and Rescue Service.

In order to develop a consistent working relationship with the Fire & Rescue Services the
‘Working Together in Partnership’ Concordat between the Welsh Government’s Department for
Health and Social Services and the Chief Fire Officers’ Association Wales was developed.
Audits are normally undertaken based on a risk based re-inspection programme, following a fire
or due to the number of Unwanted Fire Signals received.

Within the reporting period Fire Safety Enforcement Officers undertook audits at the following
premises none resulting in enforcement action.

Bryn Hesketh EMI Colwyn Bay.
Holywell Community Hospital.
Deeside Hospital.

Ty Llywelyn MSU Llanfairfechan.
Llandudno Community Hospital.
Ffordd Las Health Centre, Rhyl.
Bodfan, Caernarfon.

9. Fire Service Liaison and Site Visits

The North Wales Fire & Rescue Services (NWF&RS) officers continue to visit the three district
general hospitals and to a lesser extent the community hospitals, across BCUHB on
familiarisation visits.

10. Fire Incidents

There have been a total of seven (7) fire incidents reported to the fire safety team over the
reporting period 2018/2019. The majority of incidents involved the attendance of the North
Wales Fire and Rescue Service. This figure is significantly less than 2017/2018 during which we
had a total of nineteen (19) fire incidents. (63% reduction)

Four (4) of the fires were attributed to electrical defects, although PPM’s had been undertaken
on applicable items within the appropriate timeframes. The three (3) other fires were caused
through deliberate ignition by patients within Mental Health Units.



Electrical defects accounted for the largest number of recorded fires (57%) followed by
deliberate ignition (43%), this is consistent with the two top identified causes of fires in
healthcare premises across Wales according to the Annual Fire Statistics Report 2018 for the
NHS Estate in Wales.

Table detailing Recorded Fire Incidents in 2018/19

Date
24/04/2018

Location
Fforddlas Health Centre, Rhyl

Cause |

Small fire in cupboard confined to
telecommunications cables.

15/06/2018

Plant room between Pediatrics
and Ty Croeso. Ysbyty Glan
Clwyd.

The fire was confined to an electrical
fan within the ducting located within the
plant room.

11/08/2018

Ablett Unit, Ysbyty Glan Clwyd

A small fire occurred in a bedroom on
Dinas Ward, a patient ignited a pillow using
a cigarette lighter. The fire was spotted
quickly by a member of staff who used a
fire extinguisher to tackle the fire which
was confined to the pillow.

22/11/2018

Plant room 5.9 located on roof
of Ysbyty Gwynedd

Fire confined to an electric motor within the
plant room which was part of an extraction
system for a cutting table in the Pathology
lab. The fire was tackled by a member of
the estates staff using a fire extinguisher.

27/11/2018

Ablett Unit, Ysbyty Glan
Clwyd.

A fire occurred in a bedroom on Dinas
Ward, the fire was discovered by the fire
alarm system, and the fire was confined to
bedding and the mattress. A member of
staff tackled the fire with a fire extinguisher.
There was no patient in the room at the
time. The cause of the fire was determined
as deliberate ignition.

21/01/2019

Hergest Unit, Ysbyty Gwynedd

A small fire occurred in the local kitchen on
Cynan Ward, it was discovered by a
member of staff who noticed that a number
of polystyrene bowls left on the worktop
were smoldering. They were quickly
extinguished using a bowl of water. A
patient admitted to igniting the fire with a
cigarette lighter.

28/02/2019

Ysbyty Glan Clwyd

A small fire occurred in a wall mounted fan
unit located within the Theatres area.
Damage was confined to the unit and the
theatre was not in use at the time of the

fire.

37
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11. Unwanted Fire Signals

The total number of unwanted fire signals reported during 2018/2019 was three hundred and
eighty three (383) compared to four hundred and eighteen (418) in 2017/18 a decrease of thirty
five (35). (8% decrease). However it is slightly over the five year average of three hundered
and seventy one (371)

The decrease in the number of fire alarm activations in 2018/2019 have occured across a
number of sites, including a decrease of twenty seven (27) at Ysbyty Maelor Wrexham a 24%
reduction, 15 (15) less within the staff residences at Ysbyty Glan Clwyd a 22% decrease.

Staff residences account for 37% of all unwanted fire signals recieved across BCUHB sites with
the vast majority of these can be attributed to cooking fumes.

Cooking accounted for the largest number fire alarm activations (34%) followed by system faults
(19%) and other environmental effect (12%), this is consistent with the top three (3) identified
causes of UwFS according to the Annual Fire Statistics Report 2018 for the NHS Estate in
Wales although other environmental effect is the top cause in healthcare premises across
Wales (19%) followed by cooking (18%) and system fault (16%).

UwFS by premises over the last three years

18/19 17/18 16/17

Abergele Hospital 13 12 10
Abergele Residential Homes 2 2
Ablett Unit 15 15 2
Bron-y-Nant Residences 1 - 30 6 6
Bron-y-Nant Residences 31 + 6 5
Bryn-y-Neuadd Hospital 1 4 10
Hergest Unit 16 15 8
Llandudno CH 11 5 6
Ruthin Community Hospital 2 2 3
Staff Residences - Ysbyty Gwynedd 49 51 52
Staff Residences YGC 79 72 54
Ysbyty Glan Clwyd 73 88 107
Ysbyty Gwynedd 40 44 36
Ysbyty Maelor 72 104 83
Others 3 5 4

Totals 383 418 388



39

16/17
13
32
132
11
15
13
61
74
17
14
388

17/18
16
56
143
10
17
51
12
79
13
418

18/19
14
43
137
16
52

72

20
383

Total UWFS by premises over the last 3 years
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Management procedures not complied with
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Other environmental effect
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System procedures not complied with
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Alarm activated by patient or public
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Cause of UWTS over 3 years period

18/19 m17/18 m16/17 |

North Wales Fire & Rescue Service share data on a regular basis, according to their data that
they received three hundred (300) calls and attended one hundred and ninety incidents (190) at
BCUHB sites over this reporting period compared to three hundred and fifteen (315) calls and
attending one hundred and seventy eight (108) incidents across the BCUHB during 2017/18.
The difference between the call numbers and attendance is due to our switchboard operators
informing them that the fire alarm signal has been investigated and FRS assistance is not
required.

FRS response to incidents at BCUHB premises
400
300
200

100

2017/2018 2018/2019

Calls to FRS FRS attended

The FRS have raised concerns over the number of Unwanted Fire Signals they attend in
Healthcare premises. In South Wales they have amended their attendance at such premises
due to the perceived excessive levels of calls, therefore we will need to evidence how we intend
to reduce the calls in the future. The Annual Fire Statistics Report 2018 for the NHS Estate in
Wales also supports the reduction of calls in accordance with WHTM 05-03 Part H: Reducing
false alarms in healthcare premises.

Target premises identified in the report:

Ysbyty Maelor Wrexham 40% reduction

Ysbyty Glan Clwyd 40% reduction
Hergest Unit 40% reduction
Ysbyty Gwynedd 10% reduction

Ruthin Hospital 10% reduction
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12. Conclusion

There is a need to keep a clear focus on fire safety, this includes investigating the causes of fire
and how they might be prevented including appropriate action to prevent reoccurrence. The
more fires that occur the greater chance of a serious incident. Fires will always have the
attendant disruption to health service delivery and possible legal action from the FRS if it is
seen that there were weaknesses in policies and procedures.

Hospital evacuation strategies are developed on the principle of Progressive Horizontal
Evacuation, this concept relies on compartmentation, reliable fire alarm systems and competent
staff to manage the response to incidents. It is vital that processes are in place to ensure
appropriate Pre Planned Maintenance (PPM) of our passive and active systems and robust
training for staff.

Reliability of fire alarm systems is key to provide early warning to staff, frequent UWFS can lead
to disruption to service delivery. Action to reduce calls should be considered including, improved
control of contractors, covering manual call points to reduce accidental and deliberate
activations and measures to reduce activations through cooking.

For the first time in over two years the department is up to full complement of staff, this will allow
a re-focus of activity to ensure core business, including the completion of Fire Risk
Assessments is prioritised. Competency is one of the key lines of enquiry within the Hackitt
review, therefore at a local level having competent staff is a vital element of our fire safety
strategy and ensuring that all staff receive the appropriate training and development
commensurate with their role. It is proposed to improve the collation and analysis of statistics to
allow effective performance management to ensure improved targeting of resources.
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Appendix 2: Sustainability Report

Sustainability Report 2018-19

BCUHB provides a range of high quality services both in primary and secondary care. The
Health Board is the largest LHB in Wales, covering almost a third of the country’s landmass.
The services are delivered in a variety of campus’ ranging from acute district general hospitals
to community clinics and home visits by clinicians. By the nature of the services we provide it
means we have an environmental impact which must be carefully managed to avoid significant
financial and environmental consequence.

BCUHB is an integral part of the NHS Wales family and as the population of Wales grows,
challenges like carbon reduction, waste reduction and securing products and resources from a
sustainable source all impact on the day to day service delivery; however we strive to ensure
that impact is reduced to as far as reasonably practicable.

The BCUHB portfolio across North Wales consists of 3 main acute general hospitals located at
Bangor, Glan Clwyd - St Asaph and Wrexham. Complimenting this there are 18 community
hospitals and over 70+ community clinics and other small (owned or leased) satellite buildings
or rooms giving the total property portfolio in excess of 90+ properties.

East Community Hosp =5
West Community Hosp =8
Central Community Hosp =5

East Other properties = 24+
West Other Properties =20
Central Other Properties =19

As part of our corporate commitment towards reducing these effects we maintain a formal
Environmental Management System (EMS) designed to achieve the following:
Sustainable development;

Compliance with relevant legal and government requirements;

Prevention of pollution;

Mitigation against the impact of climate change;

A culture of continuous improvement.

Effective environmental management is achieved through:

e Promotion of the environmental policy to all relevant stakeholders;

¢ |dentification of all significant environmental aspects and associated legal requirements,

including those resulting from service change and new legislation;

e Establishing and monitoring objectives and targets aimed at reducing environmental and
financial impacts, in line with those issued by the Welsh Government;
Provision of appropriate training to all relevant personnel;
Regular internal and external audits;
Regular review of the effectiveness of the EMS by the Environmental Steering Group;
Working with local, regional and national partners to achieve a consistent public sector
approach to environmental management and ensure best practice procedures are
identified and implemented.
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Our performance is measured using a number of tools and through our involvement with a
number of partnership bodies:

BS EN ISO 14001 2015 Environmental Management System;

Carbon Reduction Commitment Annual Reporting;

Annual Energy and Facilities Performance Monitoring System;

Welsh Health Estates Environmental Forum;

NHS Wales Shared Services Partnership-Facilities Services;

In-house, real-time utility consumption monitoring systems.

These arrangements ensure that effective environmental management is conducted to current
best practice standards and that continuous improvement is embedded in the culture of the
organisation.

The current Corporate Carbon Reduction Performance Target is a 3% year on year reduction in
CO2 emissions as required by the Welsh Government’s Climate Change Strategy Delivery Plan
for Emissions Reduction.

BCUHB Environmental Commitment
The Health Board has a number of environmental aspects, which if not carefully managed and
controlled would have significant financial and environmental impacts. As part of a corporate
commitment to reducing these impacts, the Health Board has implemented and maintains a
formal Environmental Management System (EMS), which is designed to achieve the following
key principles:

e Sustainable Development
Protection of the Environment
Fulfilment of Compliance Obligations
Prevention of Pollution
Continual improvement of the EMS to enhance environmental performance

Effective environmental management will be achieved through the following processes:

e Promotion of the environmental policy to all relevant stake holders and interested parties

¢ |dentification of all significant environmental aspects and associated compliance
obligations, including those resulting from legislation changes.

¢ Implementation of suitable and sufficient control procedures, covering normal, abnormal
and emergency operating conditions.

e Establishing and monitoring key corporate objectives and targets, aimed at reducing
environmental and financial impacts, in line with those specified by the Welsh
Government.

e Provision of appropriate training to all relevant staff

e Regular planned internal audits

e Regular review of the effectiveness of the EMS by an Environmental Steering Group,
chaired by a member of the Board.

BCUHB 1SO14001 Environmental Management System

The 1ISO 14001:2015 standard has now been implemented and embedded throughout BCUHB
certification was achieved April 2018. The ISO14001 EMS has proven to make BCUHB more
aware of their environmental responsibilities that have a significant impact on the environment,
including legal and regulatory accountabilities, and enables associated risks to be managed
more efficiently.
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The Environment Officers have successfully completed Lead Auditor transitions training, and
are now certified to IRCA/CAQI.

Members of the Environmental Management Steering Group have engaged in implementing the
2015 version of the standard by highlighting:-

The key changes, the changes service providers need to make

Top Management’s commitment and involvement in the EMS

Compliance with the Environmental Policy

Needs and Expectations of interested parties

External and Internal Issues, compliance obligations and significant aspects
What each section of the standard means to their service/department
Performance, evaluation and monitoring

ISO14001:2015 Environmental Management System
ISO14001:2015 provides a framework to protect the environment and respond to changing
environmental conditions in balance with socio-economic needs. 1ISO14001:2015 helps to
achieve the intended outcomes of its EMS, which provide value for the environment, BCUHB
itself and interested parties. Consistent with BCUHB’s Environmental Policy, the intended
outcomes of the EMS includes:-

¢ Enhancement of environmental performance

¢ Fulfilment of compliance obligations

e Achievement of environmental objectives

The assessment evidenced the cornerstones of the system are in place, i.e. Corporate and site
specific Aspects and Impacts, Objectives & Targets Environmental Programmes in place across
the sites. The Internal Audit Programme is on target and internal audits are being carried out
effectively. Non —conformance process is effective and works efficiently.

One minor non-conformity is still outstanding from the previous assessment see below:-

Outstanding Minor Non Conformity 27t & 28t November 2017

Corporat | The Environmen | Environmen | Environmen | April Approve
e organisation | tal Training | tal Training | tal Officers | 15t d
does not is not to be 2019 | awaiting
ensure all mandatory. | mandatory from
parties and a new WOD
working for bespoke e-
it or on its learning is
behalf are being
fully aware designed
of the
environment
al policy,
aspects and
impacts

The Following table shows the schedule of ISO14001 audits that took place in 2018:-
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OVER 3 DA
Address Date Duration of Visit
Cefni Hospital 11 June 2018 0.5 days
Eryri Hospital 11 June 2018 0.5 days
Holywell Hospital 28 June 2018 0.5 days
Denbigh Hospital 28 June 2018 0.5 days
Penley Hospital 29 June 2018 0.5 days
Report Write up 29 June 2018 0.5 days
4 (] . [ ) A
Address Date Duration of Visit
New Flint Health and
Wellbeing Clinic 03 October 2018 0.5 days
Rhosllanerchrugog Clinic 03 October 2018 0.5 days
Corwen Clinic 04 October 2018 0.5 days
Blaenau Day Hospital —
whole building 04 October 2018 0.5 days

Corporate Day

Health Board Corporate Day
(Iso 14001)
Wrexham Maelor Hospital 19 November 2018 1 day

There were no new minor non conformities were raised during the surveillance audits April 2018
-March 2019.

Corporate Environmental Objectives Programme

Objectives and Targets are part of a 3 year programme in line with the EMS, they are agreed
with the Environmental Steering Group , reported and updated every meeting then at the end of
the 3 year programme they are concluded and reported on.

The three year Environmental Objectives programme is now concluded and progress and
results detailed below:-

¢ Minimise waste associated with activities and influence supply chain to reduce waste to
landfill

100% of blue bin confidential waste is recycled, steps have been taken to introduce more
environmental friendly cardboard and clinical waste boxes.

¢ Natural Resources - to operate and procure in an environmentally responsible manner

A Sustainability Risk Assessment (SRA) is completed on any procurements above
£25,000

e Ethical and corporate social responsibility - to use products certified as ethically sourced

NWSSP has appointed an Anti-Slavery and Ethical Employment Champion, a
Sustainability Risk Assessment (SRA) is completed on any procurement above £25,000
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Reduce CO2 emissions by upgrading boilers, controls and building fabric.
Capital investment needs to be secured to fund projects moving forward.
Raise Energy Awareness

Non to date other general awareness given by Estates

Prohibit the disposal of food waste to sewer by end of 2017

All DGH’s and some community sites are recycling their food with either the Local
Authority or a private contractor, regulations have been deferred.

Raise awareness of environmental & waste information and topics

Environmental & Waste Training & Awareness ongoing

Identify and create a biodiversity area

3 Beehives have been sponsored for the Health Board, Habitat areas identified in YGC
Introduce segregation of Gypsum waste for incineration

Steriycle new contract 15t April 2017 gypsum waste is now being segregated and
collected by Stericycle.

Keep air borne asbestos fibres at safe levels
Asbestos Management Plan in place.

Monitor transport related CO2 emissions

Monitoring data entire fleet — staff, grey and pool cars.

Reduce the risk of oil pollution by upgrading tanks and bunds by local controls and
procedures

Central — All oil storage areas maintained, Corwen Clinic oil tank removed.
East — All oil storage and bunds are maintained by Operational Estates Officers

West — All 23 oil storage tanks and bunds are categorised as red, amber or green. They
are monitored and maintained by Estates and replaced as and when funding becomes
available.

Protect staff and patients from Radon, maintaining levels below 400Bq/m2 for work
places and 200Bg/m2 in staff residences

Radon monitoring was undertaken December 2017, results have now been received and
a report written by RPA, winter 2018 monitoring commenced Results expected spring
2019.

Eliminate the risk of ozone depleting and other damaging greenhouse gases

Central — F Gas Register on going due to YGC Redevelopment
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East — F Gas Register is managed by Engineering Estates Officers, maintenance is
carried out by external contractor.

West — F Gas Register maintained by nominated Estates Officers. All R22 units have
been replaced. R404a is now in process of being replaced for a more energy efficient
gas as and when required.

o Water Safety Management - Reduce the risk of contaminated aerosols

Central, East & West reducing the risk of contaminated aerosols by assessments and
annual review.

Waste

The Health Board continues to work in partnership with Seven Ways Environmental Services as
its recyclable/domestic (clear Bag) waste contractor to improve waste management within the
Health Board and reduce its impacts on the environment, by diverting as much waste as
possible from landfill.

Recycling rate for the Health Board is approximately 97%, it is anticipated that recycling will
continue to increase following measures that have been implemented to improve waste
segregation.

In conjunction with Safe Clean Care Campaign to continually improve patient safety and reduce
infections; Spring Clean Events and Autumn Cleans took place April 2018, October 2018 ,
during which furniture, electrical and metal waste were collected from 45 sites across the Health
Board.

The All Wales Clinical Waste Contract for the collection, transportation and disposal of Clinical
Waste commenced on 13t April 2017. The Health Board now benefits as Stericycle have
developed a commercially viable use for the end product of orange bag clinical waste treatment
processes (flock) which is used as a fuel sources and is shipped to Norway/Sweden and used
as an additive to bind cement. This means that the Health Boards’ alternative heat treated
clinical waste is 100% recycled. Incinerated clinical waste is also 100% recycled into energy
which will result in further improvements to our waste reuse/recycling figures.

However the All Wales Clinical Waste Contract collection service has been problematic with nil
or missed collections from various sites across North Wales, BCUHB is working with Stericycle
to improve collections and contingency plans.

In addition the Health Board recycles cardboard, scrap metal, electrical equipment, furniture,
plastics, batteries, confidential waste, food waste, toner cartridges and fluorescent lamps.

For the financial year April 2018-March 2019 landfill across the Health Board has reduced by
46%, incineration waste is 100% recyclable and recycling has increased by an additional 5%.

Plastic Free Discussion Group

The Health Board recycles more than 90% of general waste through a Materials Recovery
Facility but more can be done to reduce the amount of plastic waste that is being produced.
The Environment Team has set up a “Plastic Free Discussion Group” to generate ideas and
look at ways in which plastic can be reduced across the board. Initial ideas include alternatives
to:
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Plastic cups at water dispensers - -
Plastic straws

Wipes that contain plastic

Disposable plastic catering cups and food
containers

¢ Plastic tablet/medication cups

White Goods Guide

In an effort to reduce the amount of electrical waste being moved around the hospital sites and
deposited in the waste yards, the Environment Officers have worked closely with Procurement
colleagues to redevelop the White Goods Guide, the guide now instructs staff placing an order
for a new fridge that they also have to include the removal of the old appliance by the supplier, if
this is process is not followed the order will not be processed.

Public Service Boards

BCUHB has representatives on all Public Service Boards in North Wales:-

Conwy & Denbighshire PSB — supporting environmental resilience, working in partnership to
develop environmental resilience in our communities, preparing for adapting to local climate
changes in the future e.g. flooding and reducing our carbon and ecological footprint.
Flintshire PSB — main priority are developing greater access opportunities to green
infrastructure, protecting and enhancing the environment, improving flood protection and
reducing the impacts of climate change.

Gwynedd and Anglesey PSB — working together locally to mitigate the effects of climate change
in our communities,

Wrexham PSB — Committed to focus on cross-cutting issues of poverty, equality, Welsh
language and climate change. Programme groups and partners will be responsible for
embedding climate change within their work.

Environmental & Waste Training

The Environment team has reviewed and revised the All Wales e-training package for waste
and environmental management. ISO 14001:2015 Standard places more emphasis on training
and competency of any persons that can have an impact on the Environmental Management
System. A bespoke mandatory training module will demonstrate the Health Board’s
commitment to Environmental Management as well as the Standard’s training, awareness and
competency requirements. The Health Board has approved the bespoke E-Learning package
and will become mandatory for all BCUHB staff.

The Environment Officers have attended 1SO14001:2015 Transition Training and are certified
CQl and IRCA Lead Auditors.

Biodiversity and Natural Environment

Health Board sites cover a huge area of land which impacts on biodiversity. Any site
development has a detrimental effect on wildlife and its habitat. Consequently our impact on
biodiversity is identified as one of our environmental aspects. BCUHB decided to focus on this
as an improvement objective to identify and create biodiversity areas.

Three beehives continue to be sponsored on behalf of the Health Board by Seven Ways
Environmental Services BCUHB principle waste contractor through the National Beekeeping
Centre, Wales. The Beehives are homed at the National Beekeeping Centre Wales, Conwy.
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Ysbyty Glan Clwyd site has two Great Crested Newt ponds, a lagoon, two additional ponds,
meadow spaces and an abundance of natural habitat for various species of living organisms
creating a whole ecosystem and natural pollination, but all very overgrown and not managed.
Therefore Ysbyty Glan Clwyd has developed a Biodiversity Plan for the Newt Ponds and
lagoons and meadow spaces on site to:-

e Protect the environment and fulfil compliance obligations and relevant legislation

e Responsibly maintain and restore the Great Crested Newt ponds without destroying their
natural habitat and surrounding area

¢ Not increase the number of people, traffic or pollutants in the area

¢ Avoid harming the great crested newts, damaging or blocking access to their habitats

e Allow more pollinators by managing and developing the natural habitat better

Year 1 of the Biodiversity Plan has been incorporated into the Grounds Contract. The
photographs show designated biodiversity areas, before in July 2018 and after, in September
2018

BEFORE AFTER
,
I

."%
il

Aims of BCUHB

To protect the Great Crested Newts and their habitats in line with legislation

Biodiversity areas to be managed for the benefit of wildlife and compliant with legislation
Helping conserve the biodiversity at Ysbyty Glan Clwyd Hospital and surrounding area.
Contribute to the biodiversity conservation in Wales and the UK.

To promote biodiversity through simple and practical actions and solutions.

Grassland areas to be managed as a ‘meadow’ allowing grass to grow long in the spring
and summer, then cut after the flowers have set seed in late summer.

Energy & Carbon management

2018-19 Energy & carbon management

The Health Board has achieved Corporate Health Standard Platinum award, and evidence of
the incorporation of sustainable technology within our estates projects has been part of the
submission.

The Health Board is currently undertaking various feasibility studies for Energy and Carbon
Management incentives. It has worked with Colleagues at the Welsh Government and Energy
Service and their partners the Carbon Trust to promote and encourage sustainable initiatives in
the public sector in undertaking property surveys across North Wales for potential LED lighting
savings both schemes as invest to save schemes and a quick wins via a “ready reckoner”
conversion table.
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A detailed specification has been written for the procurement of goods and services as part of
the “invest to save” schemes for low-energy LED lighting.

This incorporates seventeen schemes in both community and acute hospitals, subject to
tendering cost and approval of the funding application work is expected to commence in 2019.

Carbon reduction schemes are mainly dependent upon resource allocation from the annual
Discretionary Capital Programme and Major Capital Development Schemes. Schemes that
achieved carbon savings during 2018 were:

e Atthe Elms in Wrexham lights were replaced with LED fittings, 30year old boilers were
replaced with new A rated ones, un-insulated brick walls were insulated, the roof has
thermally insulation installed and all single glazed windows were replaced with double
glazed hardwood frames to a total cost of £2.178M, expected completion is May 2019.
Broughton clinic replacement oil boiler.

Children’s Ward boiler replacement @Wrexham Maelor due to being obsolete

BMS energy controller upgrade @Wrexham Maelor Children’s ward

BMS energy controller upgrade @Chirk Hospital

Pwll Glas @Mold Window replacement to increase energy efficiency

Child Health centre @Wrexham Maelor — replacement of some single glazed windows to

double glazed units.

Partial roof cladding @Cath Glad House in Mancott to improve insulation.

Boiler and hot water replacement at the Ablett unit @YGC

Replacement boilers and pumps on Oncology unit @QYGC

Street lighting upgrade to LED lights @Ruthin, Denbigh and YGC Hospitals.

Upgrade of some heating systems @Colwyn Bay Hospital

Upgrade of Hot water Boiler in Glan Traeth Ward @RAH

CHP Investment and upgrade @YGC in order to increase running hours and plant

reliability.

Replacement hot well tanks @YG with addition better insulation.

e Replacement of catering equipment @Penrhos Stanley and Eryri and Llandudno Hospital
for better efficiency and reliability.

The refurbishment of Glan Clwyd Hospital has been completed. Although energy technology
improvements are incorporated in the design, overall carbon savings in the upgraded facilities
may be offset by the increased area footprint and installation of additional electrical consumers
required for clinical treatment and patient comfort.

New facilities added to the estate during 2018/19 were:
¢ New Modular Theatres at Wrexham Maelor Hospital.
e Extension to ED at Ysbyty Bangor
¢ Medical records building extension @ Ysbyty Bangor
¢ New Endoscopy suite incorporating air con @Ysbyty Bangor — this is a decontamination
suite so has many services (air con etc)
Hafan lon @Pwllheli
¢ Replacement roof covering @Llandudno x-ray department with improved insulation .

Rationalisation to corporate assets has continued with disposals during 2018/19 including the
following sites which have been vacated :-



51

e Caergwle Clinic
e Alaroad clinic @Pwillheli

As mentioned in previous years in addition to the general management arrangements for
monitoring and, where possible, reducing energy consumption, the Health Board participates in
a number of national programmes that link in to the UK energy strategy. We still participate and
are involved with activities aimed at reducing the electrical intake to a minimum at one of our
major sites at peak times of demand on the UK electrical infrastructure. We are fortunate that at
Ysbyty Bangor we can use the site’s emergency generators running in parallel with the national
grid supply so that there is no risk to the electrical supplies on the hospital site whilst this activity
is ongoing. This activity is supported by the Welsh Government and for participating in this
activity, BCUHB receives a financial benefit.

The same electrical generating systems in Ysbyty Bangor are also used by the Health Board to
participate in the National Grid’s Short Term Operating Reserve (STOR) programme. The
Health Board partners with a UK “Aggregator” who then operate a “virtual power station” by
using the collective generation capacity of a number of their partners. This collective generation
capacity is called upon at peak times of demand on the UK’s National Grid when spare national
generating capacity is at a low level, which has in part been caused by the closure of less
efficient and more polluting power stations, many of which were coal fired. The Health Board
receives a financial benefit for participating in this programme. In addition, it allows the
generator to be run on full load regularly, which ensures it is well tested for immediate start up
when required. Generators that are not tested frequently are more likely to fail in an emergency
situation, so this activity improves its reliability and state of readiness.

We are also investigating opportunities at a number of our sites for small and medium scale
solar photovoltaic arrays which may bring benefits to the organisation including a further
reduction in the production of COs-.

The Health Board has also initiated a feasibility study in the use of alternative technologies. This
alternative technology is in the form of Geo-thermal Ground Source heat / cooling pumps at one
of it main acute hospital campus’. This basically uses the “earth” as a storage battery. As
excessive heat is removed from air conditioning this is stored in the body of the earth at depths
of 200+ metres, when “heating” is required this stored energy is recovered from the earth and
re-used as a source of initial primary heat before being topped up by further processes. This
process can also be reversed so that “cold” can be stored in a separate location and again
processed by further processes when the need arises.

The Health Board at one of its community hospitals some time ago as part of a new build
initiative has a Biomass (woodchip) boiler installed. Although the purchase of wood chips is
generally by weight and then the boiler burns the fuel for heating and hot water generation,
BCUHB took the initiative to purchase woodchips by the quality and quantity of the heat
produced. In other words that if the fuel was of poor quality then the burn to energy ratio would
be poor and hence the payment to the fuel provider would be low; therefore there in an
incentive to the fuel provider to provide high quality wood burning chips. This Biomass plant
does not continuously run all year round, it runs seasonally October to May to pick up heat load
so to allow the biomass boiler to run efficiently, it also does allow flexibility for the community
hospital to have an alternative fuel source should the need arise.
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BCUHB has recently been asked also to participate in an all-Wales Biomass fuel tendering
process to achieve greater potential savings on bulk purchasing.

Comments on Gas Reporting

A rolling program continues for the installation of smart gas meters on BCUHB properties where
they currently don’t exist. This is being facilitated by the gas service provider British Gas
Business (BGB) along with their installation company. The benefit to this is that meter readings
are directly sent to the data collector for utility bill creation although BCUHB still undertakes
direct local readings regularly as outlined below. Small gas meters generally only have one
reading as their consumption is less susceptible to environmental conditions, however large gas
meters normally have “correctors” fitted, this allows for local variation of gas temperature so to
produce a more accurate consumption reading.

Comments on Electricity Reporting

A rolling program continues for the installation of smart electricity meters on BCUHB properties
where they currently don’t exist. This is being facilitated by of gas service provider British Gas
Business (BGB) along with their installation company. The benefit to this is that meter readings
are directly sent to the data collector for utility bill creation although BCUHB still undertakes
direct local readings regularly as outlined below. Unlike gas meters electricity is un-affected by
temperature, however electricity consumption can vary depends on the type of tariff the property
is contracted to. A typical non — domestic electric meter can have a “day and night” tariff or in
the case large premises’ 3phase supplies with multiple tariffs being applied.

Gas, Electricity, Water and Oil Consumption

Each property as far a practicable is visited on a monthly basis and Estates staff records the
gas, electricity, water and where applicable oil consumptions. There are some issues in relation
to obtaining meter readings in a timely manner from each property and access is not always
possible, however we always strive to achieve this consistent approach. Some sites have
remote telemetry that automatically sends the meter reading to the data collector and on to the
utility supply company, while this reduces the need to visit sites by the data collector in person,
our checks and balances internal processes requires us to verify the “automatically” gathered
data against an actual manual reading to ensure validity.

Further checks are undertaken on property utility consumptions at the point of utility bill payment
to ensure there are no substantial “excessive” over usage / miss readings of meter data and or
potential leaks regarding water or oil.

Should an over consumption be detected then the Estates teams will investigate the property for
potential problems.

Unfortunately during this last year we sustained a significant water leak @WMH and a less
significant leak @Llandudno Hospitals. Like any water leak that is subsurface detecting and
locating can take some resources and time to find, they have since been located and remedial
work carried out to fix.

The Estates Business Support unit is exploring the possibilities of a complete energy
management software package that will collate supplier meter reading and self read data and
provide analysis of consumptions and usage trends. It will hopefully also provide an external
data feed into the payment system to pay the utility invoices after checks and balances
validation.

2018-19
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BCUHB is part of an all Wales NHS energy group (in which all NHS Wales health boards are
represented) that purchases gas and electric in advance at more favourable costs per KWH
than the “day ahead” price which most users pay. The price of the commodity is influenced by
the supply and demand of the global oil economy which in turn is influenced by global pressures
like an oil producing country civil war / Opec oil production / production and manufacturing
outputs / seasonal weather influences (beast from the east) / UK and Europe gas / oil storage
levels or the status of the intercontinental energy connectors.

While the commaodity is only about 60% of the overall energy bill (the rest is made up of
transportation charges, metering costs, climate change levy etc) the NHS Wales energy group
gathers all this information and makes decisions when the best time is to buy the commodity in
advance; thereby hopefully reducing the risk factors of global and seasonal supply and demand
pressures which does affect market prices.

While there has been a reduction in gross Co2 tonnage compared with 2017-18. The annual
expenditure has increased although the during the winter months it was generally milder. While
the cost of the energy utility commodity (the product) continue to increase the NHS Wales
purchasing group strives to get the best price at the best time for all Health Boards.

Water Management
BCUHB in partnership with Welsh Water attained access to the Welsh Water “Water core”
national network of commercial water meter telemetry.
There are currently 5 sites across the BCUHB patch that we as users can monitor remotely the
water consumption on 2minute basis at the following premises:-

1. Ysbuty Gwynedd - Bangor

2. Abergele Hospital - Abergele

3. Llandudno Hospital - Llandudno

4. Bryny Neuadd Hospital - Llanfairfechan

5. Glan Clwyd Hospital — St Asaph

The benefits of this is that any excess consumption can be quickly detected which may arise
from a faulty process or system or a potential water leak, so the potential impact can be
addressed sooner rather than later.

Further BCU properties will hopefully identified to have similar smart water meters in the near
future.

Transport

The Health Board’s Travel and associated carbon emissions continues to be monitored, and
reported to Welsh Government. This includes business travel by staff in their own cars and
Health Board fleet vehicles, and also mileage from the transportation of eligible patients to and
from hospital. Overall business miles for the Health Board decreased slightly in 2018-19 to
15.158M miles, with initiatives ongoing to reduce this further including a review of grey fleet,
lease and pool car usage, and the promotion of alternatives to travel.

The Health Board continues to work closely with the Welsh Ambulance Service, as we move
towards the novation (new contract arrangements) to a new national Non-Emergency Patient
Transport Specification. All ad-hoc patient transport requests continue to be channeled via a
single conduit, ensuring safe and governed travel by approved transport providers.
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The Health Board is working with NHS Wales Shared Service Partnership to transfer in-house
courier services to the NHS Health Courier Services. This partnership will generate efficiencies
whilst supporting improved continuity and resilience of the service.

2017-18 2018-19

Tonnes Tonnes

CcO2 Miles/Litres | CO2 Miles/Litres
Private-Use Lease
Cars 599 2,590,257 | 638 2,760,038
Grey Fleet 1,725 7,463,640 | 1,662 7,190,738
BUO Cars & Vans | 1,297 5,278,560 | 1,277 5,207,685
Total 3,620 15,332,457 | 3,576 15,158,461

Summary of performance
The 2018-2019 data comparison provided in the Summary of Performance table is compiled
from data received to 2018/19 year end.

Greenhouse Gas Emissions 2016/17 Change [2017/18 Change |2018/19 Change
from from from
previou previou previou
s year s year s year

Non-Financial |Total Gross 39,334 -10.1% 39,448 0.3% 39,6565.29: 0.27%

Indicators Emissions

(tonnes of CO2)|Total Net 39,334 -10.1% (39448 0.3% 39,655.29:0.27%

Emissions

Gross Emissions 20,764  -7.6% 21,298 2.6% 25731.42 :20.82%
Scope 1*

(Direct) Gas & Oill

Gross Emissions 18,570 {-12.8% |18,150 -2.3% |13,823.87i-23.8%
Scope 2 & 3**

(Indirect)

Related Energy|Electricity : Non- |0 0

Consumption |Renewable

(tonnes of COz)|Electricity : 18,570 {-12.8% |18,150 -2.3% |13,823.87-23.8%

Renewable

"Green" Supply

Contract

Gas 20,358  -8.0% (20,022 -1.7% |22,155.42;10.6%
LPG 0 0 0

Other - Qil 406 16.7% |***1276 214% |***3576 180.25%

Financial Expenditure on 8,437,2851-4.3%  |8,667,513:2.7% 9,876,460:13.9%

Indicators Energy

(£) CRC Licence 120 120 120 120

Expenditure
(2010 Onwards)
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Expenditure on 0 0 0 0
Accredited Offsets
(e.g. GCOF)

Expenditure on 8,823,88314.1% 8,769,017:-0.6% |9,512,021:8.5%
Business Travel

Svynopsis on Enerqgy trends

Over the past several years there have been some major site developments at YGC and new
builds at WMH and YG. While capital investments and technological advancements will improve
the consumption of energy and water, the modern clinical environment is somewhat different
from past installations. A typical clinical area may now include zone space heating, specialised
lighting and zone air conditioning units in order to maintain critical temperatures and or air
quality with frequent air changes per hour. Alarm systems which include nurse / patient /
security and gas monitoring (from a building prospective) all require a power source and the
higher rates of air change results in higher levels of energy being consumed to heat it. Of
course there are many other patient related medical systems that also require electrical power
hence why electrical consumption is at a premium. Many complex hospital sites that offer a
wide range of specialist services have increased in size in the services that they offer on a
particular campus’; this coupled with the increase in core operating hours in some instances will
obviously impact on utility consumption.

There has been a reduction of 0.27% in gross volume of Co2 produced compared with the
previous year but an increase of 13.9% in financial terms. Reasons for the change are likely to
include the change in year on year government reporting conversion factors for Co2, seasonal
factors affecting the volume of the commaodities that are consumed and market pressures affect
the price of the commodity; all can have an influence in the statistical data. (The current trend
for conversion of Kwh electricity to Tonnes Co2 is dropping due to the continued growth in the
usage of cleaner renewable energy sources such as wind and solar power).

Across the BCU Estates divisions in the majority of sites the consumption of gas has increased
tby 10%. This includes both gas, gas oil (kerosene) and diesel / petrol powered road vehicles
data).

The cost of the gas commodity and the fuel pump prices for vehicles all reflected in the 10.6%
rise in financial terms which is evident by the previous comments in the body of this report. The
electricity consumption from the previous year (in terms of GWH’s — Gigawatt hours) has
reduced from 0.0464GWH in 2017-18 compared with 0.0453GWH in 2018-19 but this relates to
a reduction of 23.8% in Co2 volume (mainly due to the change in Kwh/Co2 conversion factor).
It's worth noting again that the commodity is only about 60% of the cost, the rest is made up of
transportation network charges, metering costs, supplier overheads and CCL (climate change
levy’s) and again factors that could influence the data are the governmental conversions factors,
building general electricity consumption, capital investment in lighting and controls in building
management technology, or changes to procurement of more “A” graded (energy rated) goods
and products.

Svynopsis on Transport trends
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Transport:- The cost of fuel has increased for all the lease car users. The reimbursed cost is at
10p per mile as compared to 9p per mile for the previous financial year. The national trend in
previous year was that diesel cars were more economical that petrol alternatives; however with
the national shift in co2 emissions and cleaner air — diesel is no longer the preferred fuel of
choice.

The expenditure on business travel from the previous year has increased by 8.5% which could
be attributed to an increase in fuel pump prices. These increased costs will have a direct impact
on the BCU fleet of pool cars and their subsequent running costs. BCU has changed their fleet
standards for pools cars. The revision vehicle spec is a 1.0ltr petrol model as opposed to small
diesels when ordered from the fleet hire company, so decreased fuel efficiency will also have a
direct impact on fuel costs via our fuel cards.

Note:- In previous years the “other oil” Co2 figure only included BCU cars and vans; however
this year’s figure also includes private lease and grey fleet Co2 data hence the significant
change in numbers. (Without the private and grey fleet figures the value would be 1277)

Notes

*Scope 1 - Direct Greenhouse Gas Emissions - These occur from sources owned or
controlled by the organisation and include. Examples include emissions as a result of
combustion in heating boilers owned or controlled by the Health Board, emissions from our
vehicles and fugitive emissions from refrigeration gas leakage.

**Scope 2 - Indirect Energy Emissions - Emissions that result from the generation of
electricity and steam which is supplied by another party for use in our buildings.

**Scope 3 - Other Indirect Greenhouse Gas Emissions - Emissions which occur as a
consequence of our activity, but are not directly owned or controlled by the Health Board,
including those linked to consumption of waste and water, sustainable procurement, biodiversity
action planning and emissions relating to official business travel directly paid for by the
organisation.

***Other (oil) - Information provided indicates total volume (litres) of vehicle fuel purchased via
fuel cards and converted to tCO2 and private and grey fleet vehicles

****Total fuel costs via business cards and staff reimbursement

Greenhouse Gas Emissions are measured by means of collecting corporate consumption data
and converting this data into carbon dioxide equivalents (CO2e) by means of official
Department for Business, Energy and Industrial Strategy conversion factors. The CRC Carbon
Reduction Scheme issues the official conversion figures annually, and these figures have been
used to calculate corporate energy emissions.

Waste 2016/17 Change 2017/18 Change |2018/19 |Change
from from from
previou previou previou
s year s year s year

Non-Financial [Total Waste 4586 -8.2% 15,333 16.3% |5289* -0.8%

Indicators Landfill 370 34.5% 217 -41.4% |116 -46.5%

(tonnes) Reused / Recycled |2,258  -18.4% |3,025  34.0% |3200 5.8%

Composted 0 0 0
Incinerated with 0 0 328
energy recovery
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Incinerated without [260 -11.6% (340 30.8% |0 -100%
energy recovery
Financial Total Disposal 1,440,446!1.7% 1,169,840(-18.8% (1,152,445 |-1.5%
Indicators Cost *
(£) Landfill 51,613 149.5% |51,032 -1.1% |25,439 |-50.2%
Reused / Recycled |371,076 {-5.3% 411,044 110.8% |460,860 |12.1%
Composted 0 0 0
Incinerated with 0 0 152,879
energy recovery
Incinerated without (203,755 11.9% 145,401 -28.6% -100%
energy recovery

e BCUHB waste data 2018-2019 includes all Hospital and aggregate sites.
e The table above only requires incineration waste data.
e Total waste tonnage & costs includes incineration waste, Alternative Heat Treatment

(AHT) waste as below, recycled and landfill waste data.
¢ Reused/recycle tonnages & costs include WEEE waste.

Figures for AHT Waste as below:-
e Central 512.32 tonnes - £159949.72
e West 489383 tonnes - £155922.83
e East 642.85 tonnes - £204438

Svynopsis on waste trends

The total Waste is showing a reduction of 0.8% by volume and a reduction of 1.5% in financial
terms this is likely to be due to the 2 ward closures at Ysbyty Glan Clwyd (YGC) and closures
during the redevelopment and due to some improvements in some specific waste streams. e.g.
WEEE - (waste electrical and electronic equipment) waste. This has been undertaken by
working closely with our appointed Waste Contractors.

Landfill waste is showing a reduction of 46.5% by volume and a reduction of 50.2% in financial
terms. The Environment Team has worked closely with the appointed Waste Contractors to

recycle more and limit what is sent to landfill. The BCU target is zero to landfill by 2025.

The reused/recycled waste volume is showing an increase by 5.8% and an increase of 12.1% in
financial terms. This is due to the Environment Team working closely with the appointed Waste
Contractors to reuse and recycle more of our waste.

With regard to the incinerated waste; we have received confirmation from Steriycle (our
approved clinical waste contractor) that all our incinerated waste goes for energy; unfortunately
in previous years we could not confirm this statistic.

Finite Resource Consumption 2016/17 Change [2017/18 Change |2018/19 |Change
from from from
previou previou previou
s year s year s year
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Non-Financial |Water 8.7%
Indicators Consumption 587,990
(md) (All)
supplied 486,407 5.4% 528,694 8.7%
abstracted |0 0
Water
Consumption
(Non-Office Estate)
supplied 0 0 0
abstracted |0 0
Financial Water Supply 1,279,850i8.3% 1,448,191:13.2% |1,668,924|8.1%
Indicators Costs
(£) (All)
Water Supply 0 0
Costs

(Non-Office Estate)

Synopsis on water trends

Compared with last year the BCU divisions (East, Central / West) have shown some increases
and decreases across the-area as a whole.

In the East division of the BCU Estates property portfolio we showed a significant increase in
cost and water volume. This can be attributed to the substantial leak at the Wrexham Maelor
Hospital. The average consumption through this water meter in question should have been
approx 8,000Itrs / month (approx £20k / month) however during the leak period it was approx
17,000ltrs / month (approx £45k / month). We fortunately were able to re-coup some of the
losses as a sewerage rebate of £140k as a portion of the water consumed by the site did not go
to drain it went to ground — hence it was not processed by the water authority.
In the West division a leak occurred at Llandudno Hospital, while it was not on the scale of the
East leak — it was substantial for the size of the hospital premises.
In Central division there was a reduction in consumption across the area and costs accordingly.
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Appendix 3: Occupational Health and Safety Improvement Plan.

1. Rationale for 3 year improvement plan

There is a requirement for a fundamental shift in the corporate approach to managing
occupational health, safety and wellbeing; this is evidenced by the numbers of legal notices
received by the organisation from the Health and Safety Executive from 2010-2017 (28
improvement notice and 1 prohibition notice). The organisation requires to make significant
improvements in structure, systems and processes that protect employees and others who may
be affected by their work activity. The aim of the strategy is to develop a learning culture that
avoids making the same mistakes and ensures staff are happy, healthy and here. The 3 year
Occupational Health, Safety and Wellbeing Strategy is based on the Health and Safety
Executive (HSE) HSG65 management system which looks at the basic principles of Plan, Do,
Check and Act process methodology.

The key focus of this strategy is on prevention, through continuous improvement via the
assessment of occupational risks and control of hazards at source, which arise from the
constantly changing world of work. The focus will be on coordination, cooperation and
consultation mechanisms to ensure dialogue and exchange of best practice between staff and
their representatives; The development of systems that identify, record and notify the Board of
activity ensuring that effective analysis and targeting is undertaken of those areas of most
concern. The process will review the systems for the Board to keep up to date with legislation
and ensure competent advice is given from the Corporate OHS and Wellbeing Team. The
strategy supports a training program that includes the integration of OHS at all levels to ensure
that training is relevant and raises awareness of risks to all relevant stakeholders.

The Health Board’s ultimate vision, by the end of the 3™ year, is to be the market leader in
Occupational Health, Safety and Wellbeing NHS care across the whole of Wales. This will be
achieved by engaging and empowering staff at all levels on Occupational Health and Safety.
The 3 year improvement plan will be based on the gap analysis undertaken from June — July
2019 which will review 50 premises within the Board including secondary care, community
health, GP Practices, laboratories and mental health services. The data collated using 180+
questions based on 33 pieces of legislation will provide the framework for the further
development of this strategy.

2. The 4 key elements of the OHS Strategy include:-

2.1 Plan - As part of the planning stage consideration of where we are now and where we need
to be will be considered. This is a key element in building effective foundations required for the
safety management system. The review of the organisation status requires the Board to be fully
assured OHS is covered in all of its premises. The safety culture may be different in certain
parts of the organisation and not aligned to compliance levels expected. A key part of the
planning process is to develop clear policies, guidance and safe working practices that covers
all aspects of the OHS management system. The strategy aims to measure the success of the
plans for OHS by systematically evaluating performance against the Policy.
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The strategy will measure pro-active and re-active work being undertaken by the organisation
leads. A health surveillance program will enable the Board to identify emerging risks from
known indicators such as night work, latex, dermatitis, training feedback, inspections and pro-
active audits and self-audit systems currently in place. When accidents occur they will be
reported in a timely manner to enforcing authorities and lessons learnt not just in one area but
all areas. A communication plan will be developed to communicate effectively the plans and
development of an intranet site will provide up to date information and guidance. Part of the
planning process will be to develop a fully accredited Safe Effective Quality Occupational Safety
and Health service. The planning will require provision for fire, security and other emergencies.
Co-operation is required with anyone who shares our workplace and we need to co-ordinate
plans with them, this includes contractors and subcontractors to make it clear who has
responsibility for safety and how it is monitored.

2.2 Do - The review aspect of ‘do’ section requires specific pieces of legislation to be adhered to
that apply to the Board, examples include bio-hazards, environmental, radiation, lead,
legionella, asbestos, COSHH, pseudomonas etc. We will need to develop the systems that tell
us we are compliant in all service areas. The Board requires assurances that covers all the work
activities being undertaken. This applies to all staff and any significant gaps will be identified to
develop the risk profile both positive and negative. The strategy will identify what could cause
harm in the workplace, who it could harm and how, and what you will do to manage the risk.
The right people and equipment in the right place is key to a successful business and OHS
strategy. The strategy aims to identify the biggest risks, risk rank them and decide on an action
plan to mitigate such risks. All Senior Leaders have the ability to influence the safety culture,
decide on the preventive and protective measures needed and put them in place. We need to
identify if our supervisors act as role models to make sure that arrangements are followed or do
they ignore safety advice. We need to be assured safety happens when we are not looking.

2.3 Check - The checking element will emphasise on a shift from reactive to pro-active
measuring of performance. We will need to establish key performance indicators that give
evidence that the safety plans we have put in place are working. The plans require
implementing to make sure that they have been implemented, ‘paperwork’ on its own is not a
good performance measure. What actually happens on the ground is the reality of the
Occupational Health and Safety system. A cultural survey tool or staff surveys can support and
determine attitudes to occupational health safety and well-being. We will assess how well the
risks are being controlled through an inspection, audit and safety tour system in specific work
areas, ensuring the findings are reported quarterly and annually to the Board through the
Strategic Occupational Health and Safety Group and Governance structure. Root cause
analysis investigations will identify the causes of accidents, incidents or near misses and
actions will be centrally logged for RIDDOR to ensure they are completed and re-occurrence of
the same event minimised. We will also check that Senior Directors are suitably trained on their
corporate responsibilities.

2.4 Act - A review of the performance of the OHS in all service areas will be required with all
staff held accountable. We will require to identify if what we planned to happen actually
happened in reality. Learn from accidents and incidents, ill-health data, errors and relevant
experience. Sharing of best practice from other organisations will ensure we follow best
practice. The act part of the process will involve revisiting plans, training, policy documents and
risk assessments to see if they are adequate and are still relevant in controlling the hazards at
source. Working to ensure risk assessments are site specific not generic in nature. This will
ensure a continued cycle of improvement is effectively implemented.



61

This Occupational Health, Safety and Wellbeing Strategy if fully implemented will support the
Board by keeping staff ‘Happy, Healthy and Here’. This will not only help to reduce the
likelihood of accidents and ill health, it will also help to improve time for staff to give care to
patients, help to reduce financial waste and will help to improve the quality of care and quality
outcomes given to clinical services and non-clinical support services. The 3 year plan is based
upon credible data from a variety of sources to identify the need for change. Similarly, quality
improvement methodology will be utilised to endeavour change.



Occupational Health, Safety & Wellbeing Strategy 2019-2022

Policies/Procedures

Risk-Control

Sickness/Accidents

Training
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Appendix 3: OHS & Wellbeing 3 year Strategy.

Audit-Process

Evaluation

The development
and regular review
of the all OHS and
Wellbeing related
Policy procedures
and safe working
practices ensure
that the
documentation
influences the
safety management
for staff, volunteers,
patients and
contractors. Ensure
plans are aligned to
all appropriate laws
and legislative
guidance
documentation.

The systematic
approach for the
identification
assessment and
control of
hazards. This
includes
governance, risk
assessments that
directly influence
work activity and
are seen as
working
documents.

Effectively
investigate sickness
absence,
incidents/accidents
to enable
appropriate follow
up to identify data
sources and ensure
that hotspots for
injury, claims,
sickness absence
are identified and
controlled. Including
Datix reporting
aligned to OH
referrals system
and reports from
OH Services
including health
surveillance
program.

The
implementation of
comprehensive
communication
strategy will
ensure the e-
learning package
and training are
effectively
implemented. The
training needs
analysis will be
required at
structured training
for all staff and
implementation
over the 3 year
strategy.

The audit system will
look at 4 elements of
the Policy including
training, reporting of
accidents, risk
assessment and
equipment
management
maintenance and
control. The audits will
be based on specific
Policy development as
a result of data
collection process.

The strategy will
require an annual
review to include
policy, planning,
implementation
monitoring, audit
and review
supported by the
Board and both the
Wellbeing and OHS
agenda. The annual
report will also have
pre-determined
KPI's to measure
outputs from the
Department.




Year 1.
Policies/Procedures

Risk-Control

Sickness/Accidents

Training

Audit-Process
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Evaluation

Undertake gap
analysis of
legislation and
wellbeing initiatives.
Ensure the
Strategic OH&S
Group is clear on
process and
systems with clear
Terms of Reference
that oversees all the
key elements of the
Policy. Ensure
Policy available on
intranet and
additional guidance.
Develop a range of
policies and work
with key
stakeholders on
effective
implementation.

Develop risk
register for
project with
actions to
mitigate risk.
Ensure risk
evaluation and
management is
easily understood
and effectively
implemented
across service
areas.

Datix system
reports and staff
clinic on quarterly
basis. Hotspots
identified and
strategies to
minimise risks.
Contractors in all
service areas
clinical/non-clinical
to report centrally
on incidents. Root
cause analysis to
identify trends and
avoid re-
occurrence.

Annual calendar
training plan
established.
Ensure the training
is accredited by
appropriate
authority. Develop
OHS & Wellbeing
leads in service
areas who can
cascade to key
staff with
additional
competent in key
service areas.
Implement
corporate
manslaughter
training for Senior
leaders.

The audit system will
undertake 50 audits in
both clinical and non-
clinical areas to see if
the baseline audit has
significant impact on
the strategy. A data
collection system will
be required to collate
information and
provide reports to the
Board on a quarterly
basis.

Establish key
performance
indicators to
include number of
training events,
incidents reported
and investigated,
competence
assessments
undertaken.
Evaluate
effectiveness of
training including
e-learning. Review
if plans have been
developed in line
with Strategy.

Focus will be on the
gaps identified in
the system.
Develop new
policies to identify
who is responsible

Ensure the
Committee
structure
escalates risk
appropriately in a
timely manner.

Review RIDDOR
and accident
investigation
process to ensure
lesson are learned
across the

The specific
training
requirements will
be identified within
service areas as a
result of the

The audit process will
identify if the self-audit
process is aligned to
the gap analysis of
legislation.

A report that
identifies areas of
concern in service
areas will be
provided to the
Strategic
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and owners for
such risks.

organization.
Identify, produce
and disseminate
appropriate
Fact/Guidance/Info
rmation Sheets
across the
organisation in the
classification and
reporting of
RIDDOR

legislative review.
The Training
needs analysis will
identify the level
and scope of
training such as
Directing and
Managing safely
(IOSH) should
form part of the
review.

Occupational
Health and Safety
Group and Board
and a project
timeline will show
how the Board can
be assured of
progress against
the progress made.

Document control
and process to
manage the safety
management
system including
self-referral and

The audit system
will be cross
referenced with
self-assessment
data to ensure
the compliance

Data from sickness
absence and
incidents will be
evaluated with
hotspot areas. It
would be

Additional local
training will be
undertaken on
gaps identified. It
will be clear from
the self-

The audit will be
undertaken on a rolling
program with quarterly
and annual reports on
progress samples of
areas will be

The Quarterly
reports will be used
as part of the
evaluation of the
whole system to
ensure constant

internal audit system is working | anticipated that assessment and undertaken to provide | learning is
process that tests effectively. those areas who more formal OHS | a clear picture of undertaken
the audit system. are well engaged led audits what compliance in all throughout the
through OHS will level of training will | service areas. Board.
have lower rates of | be required.
sickness and
incidents.
Review OH Quality controlled | A review of A review of service | SEQOSH requires a Annual self-
SEQOSH OH Department hotspots from pro- | and organisational | self-audit system to be | assessment. Full

accreditation
system. Requires
approximately 300
documents and all

will ensure that
the systems in
place are
accurate, timely

active health
surveillance will
support the
development of

needs to be
undertaken to
determine if
specialist training

implemented once
accreditation is
obtained this requires
constant monitoring of

accreditation
expected within 12
months of
development of
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policies and and have the positive OH is required the service. SEQOSH | documented
procedures to be in | most influence on | management in all | including will review the whole system.
date and gone staff service areas. audiometry, lung system every year and
through the Occupational Stress and MSK function tests, undertake a full audit
Governance Health and are the biggest vibration every 3 years to
structure. Wellbeing. areas of sickness monitoring ensure the quality

absence. evaluation forming | standard is

part of TNA. maintained.

Develop effective Ensure that Engage with Training The audit system will Prioritise
COSHH Policy to suitable data Occupational programme where | be part of the 6 substances and

ensure it is
commensurate with
the needs of the
organisation.

sheets risk
assessments are
in place to
manage the
COSHH risks.
Ventilation, PPE,
risk escalation
procedure and
data base system
review to
centrally control
products.

Health to collate
appropriate data
and statistics of
those negatively
impacted from
exposure to
COSHH controlled
items including
long term
sickness/absence.

identified as a
requirement.
Identify and
establish
appropriate
guidance and
instruction on
Management,
Storage and Use
of COSHH
controlled items
across the
organisation

monthly review of all
service areas. This will
ensure that products
are procured
appropriately,
eliminated or safer
product used were
possible and risk
assessments relate to
specific work activity.

processes that
need Health
Surveillance into
High/Medium/Low
category risk and
distribute list to all
appropriate
services. Evaluate
the use of products
and systems that
are required to
ensure constant
evaluation is
undertaken.

Manual Handling
Musculoskeletal

Disorders Review of

Policy and system
of managing ill

health and structure

of team.

The focus of the
manual handling
program has
predominantly
been on training
with records of
attendance above
85%. However

Musculoskeletal
disorders account
for 10.5% of all
sickness absence.
There will be a
review of recorded
incidents as there
are large numbers

On-site training
and further
development of
the champion’s
network to be
established to
ensure that staff
have access to

There will be a six
monthly audit system
established with
quarterly reports to the
Strategic Occupational
Health and Safety
Group to ensure

The evidence of a
successful manual
handling program
will be a reduction
in ill health
conditions of staff
and a better
experience for
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the controls at
local level require
further
evaluation. The
gap analysis of
20 premises will
form part of the
review of
implementation.

not recorded in the
Datix system. A
targeted approach
of hotspot areas is
required once clear
data is evidenced.

competent advice
in the workplace.
Additional work on
specialist bariatric
equipment and
training will be
required in year 1.

progress is further
developed.

patients. To
establish quicker
recovery times as
staff mobilize
patients. Evidence
of Datix and
sickness require
cross referencing
with OH data.

Review Sharps
Policy to include
procurement,
contractor control,
non-safety devices
and post exposure
prophylaxis (PEP)
system in place to
support staff.

Ensure suitable
risk controls are
in place including
safe systems of
work. Risk
assessments and
information on
client when
incidents occur.

Review system for
dealing with staff
when have been
exposed. PEP
system and
accessing patient
data in a timely
manner.

Ensure adequate
infection control
training is in place
and specific
training on
products from
manufacturer if
required.

Review hotspot areas
and undertake a
review of positive and
poor areas provide
feedback to
Departments on
numbers of staff
identified as receiving
sharps and sickness
absence and training.

Evaluate the
effectiveness of the
Policy through the
gap analysis
process targeting
hotspot areas.

A review of the
Asbestos Policy
systems and control
measures to ensure
no staff or
contractors are
exposed to
asbestos.

Ensure all
premises have a
rolling program of
asbestos surveys
and reviews high
risk areas to be
escalated via the
risk register.

Review numbers of
staff potentially
exposed and keep
adequate records
of exposure for 40
years in line with
EH40
requirements.
Consider
emergency
procedure and

Ensure all key
operatives have
adequate
asbestos
awareness training
all work sheets for
maintenance staff
to highlight if
asbestos in area
of work activity.
Understand

Undertake an audit of
the systems and
processes in place that
are aligned to the
Policy. Ensure clearly
indicate where
asbestos is and what
condition it is in. Visit
sites and review
documented process
sample a number of
premises annually.

Consider if lessons
are learned
regarding asbestos
and evaluate
number of training
session’s reviews
and control
measures being
implemented.
Highlight most high
risk premises first.
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support for staff as | emergency
necessary. procedure.
Wellbeing Strategy | Implement risk Stress is the Ensure an Undertake quarterly Evaluate the

and Plan that
includes a stress
management
system to target
hotspot areas and

evaluation of
areas of highest
concern and
target for
workshop

biggest cause of
sickness absence
with 25% of all
sickness recorded
being evidenced in

effective training
programme is
implemented to
reduce ill health
and stress

audits of stress in the
workplace to ensure
the program is working
towards reducing the
causes of stress and ill

effectiveness of
mindful sessions
and feedback
forms provided.
Promote through

is clearly programs. The 2018-2019 figures. | awareness. Pro- health in the quarterly reports
communicated to establishment of | Thereis a active campaigns | workplace. on performance
the organization the Health and requirement to looking at against targets set
through effective Wellbeing Group | have a mindfulness for in WOD strategy.
planning. is required to fundamental managers and

track activities review of all support to be

and work towards | records in relation | reviewed and

a healthier to stress and what | further

happier workforce | are the key themes | established.

through a range this should link with | Developing

of strategies. V&A review and positive links with

WOD strategy. Heads of WOD.

Violence and A gap analysis of | Consideration of Training is to be Audit Security V&A to | Evaluate the

aggression
(Security) Identify if
the current system
in place is fit for
purpose. This
includes Policy and
process for
implementation.

all systems
including lone
workers, CCTV,
Contract
management and
control, violence
to staff and
aggression
training etc.

numbers of staff
who have reported
sick as a result of
V&A incidents will
require reviewing
including what
support has been
provided by local
managers, security

evaluated to
ensure it is safe
and appropriate.
Specific training is
available in mental
health services

provide a systematic
review of all incidents.
Ensure the policy is
effectively being
implemented and all
control measures
possible are available
and being used to
reduce as far as
possible risks to staff

effectiveness of
systems and
processes putin
place including
training to reduce
V&A incidents
across all service
areas.
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Year 2
Policies/Procedures

Risk-Control

and Occupational
Health.

and other patients who
may be placed at risk.

Audit-Process

Evaluation

Review the Policies
to ensure it is still
effective. Review
TOR of Committee
and its members.

Risk register
reviewed and
action plans
implemented.
Identify numbers
of risk
assessments
implemented in
service areas
with 100
undertaken per
annum. Datix
system used to

inform outcomes.

Sickness/Accidents

Interventions can
be evidenced with
numbers of
reported ill health

incidents reducing.

All service areas
are aware of risks
and mitigating
actions. The
overarching well-
being strategy is
implemented and
pro-active plans
are put in place to
include fit for work
campaign.

Training

All staff on
induction receives
appropriate
training. OHS &
Wellbeing leads
training reaches
500 additional
staff. All
Contractor’s work
in line with
organisational
Policy for training
risk assessment
and effective
management
procedures.

The development of an
audit program based
on gaps in legislation
and hotspot areas
identified from data
sources. High risk
premises to have focus
and evaluation of
assessments, accident
statistics and OH clinic
reports. Develop plans
in place to deal with
most significant areas.

Leadership
engaged and is
part of the system
now in place.
Evidence learning
and systematic
approach to OHS
& Wellbeing.
Review KPI’s to
ensure we
achieved what we
set out to do.

Are the policies
driving change are
risks being
mitigated. Is there
evidence from
enforcement
authorities that the
work plan is
effectively
implemented in all
service areas.
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Implement Quality assured Evidence impact of | The staff will be The system requires Standard
SEQOSH in OH system will system in place required to be annual audit self- measures
Service. This will require and reduction in trained on assessment to be identified and
ensure the system maintaining to reducing sickness | maintaining the undertaken followed by | reported on
can be effective in keep up absence in the quality assured a three year formal quarterly/annual
managing sickness | accreditation. workplace and system and CPD audit by SEQOSH. basis. COHORT to
absence and be Risks interventions have | of practitioners be used to provide
Quality assured OH kept staff in work evidenced through standard KPI’s for
Department. evidenced on peer review and service.

COHORT system. | CPD.
V&A Security Ensure protected | Reduction in Ensure training Ensure risk Evaluate the

Review and Policies
standard operating
procedures protect
staff. Ensure
suitable tracking
system in place of
violent patients and
lone worker controls
in place.

vulnerable groups
are supported
from hate crime.
Establish clear
controls for
violent patients
markers on
records lone
worker devices
etc.

numbers of violent
incidents should
have a significant
effect on sickness
absence and
volume of V&A
incidents a 20%
target should be
evidenced.

can evidence the
reduction of harm
in hotspot areas
including mental
health and acute
settings.

assessments are put in
place are available and
audited to ensure
cross boundary
controls are put in
place in all services
and staff are informed
about high risk
patients.

effectiveness of
interventions in
reducing the range
and type of V&A
incidents. Plan
effectively future
premises and
control measures.

Contractors to have
effective policies in
place that
influences their
work force and
effective induction
program. Ensure
pre-tender
procedure has 2
phase approach.

Ensure 15t Stage
tender uses
Contractor Health
and Safety
Scheme (CHAS)
to ensure first
tender stage is
undertaken to
ensure basic
compliance a 2™
stage review will

The contractor
control system will
reduce risks of
litigation and
ensure safe
systems of work
are evidenced.
This will add
control to the
system and reduce

Ensure that
contractors clearly
evidence records
of safety training
and provide
specific risk
assessments for
work on BCU
premises.

Review the system
with procurement to
ensure that all
expected control
measures are being
implemented track the
tender process and on
site management of a
number of contractors
to ensure they are
compliant.

Evaluate the level
of compliance
based on the
documented
process for all
works activities
likely to be more
risks with smaller
contracts than
larger capital
builds.
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be required on

the risks of serious

more complex accidents.
schemes.
Slips, trips and falls | Ensure all A large number of | Identify areas Undertake specific Review if revised

Policy cleaning and
falls procedure
address large
numbers of staff
slips, trips and falls.

surfaces free
from obstacles
and in good
condition
consider cleaning
times and
placement of
signage which
can become trip
hazards. Risk
assessments
required for
specific areas
and work
activities.

incidents are as a
result of slips, trips
fall and require
RIDDOR reporting.
A system to design
low slip surfaces
and continual
monitoring is
required.
Particularly icy
surfaces and poor
work surfaces.

most staff are
suffering from
slips, trip and falls
and place
adequate control
measures in place.
Falls risk
assessment for
patients evidenced
and training on
RCA to ensure
lessons are learnt.

audits based on the
workplace regulations
that identify specific
control measures and
slip tests of surfaces.
Ensure all cleaning
materials are
compatible with floor
surfaces to ensure
risks are not
increased.

risk assessment
policy and
procedure are
having a positive
effect on outcomes
for staff and
patients.




71

Develop intranet
site to ensure
information and
self-help guides are
readily available to
staff.

Ensure all
documents are
approved and
clear on what
responsibilities all
staff have to
adhere to. Be
user friendly and
are simple and
not too onerous.

Identify clear
pathways for staff
on sickness
absence self-
referral system in
place. Ensure that
guides and support
services can be
easily accessed to
support staff.

Ensure all training
materials are
readily available
through self-help
guides.

Review how many staff
have accessed the
system and develop
feedback mechanism
on the intranet site.

Evaluate the
effectiveness of the
system to ensure it
is easily navigated
by all staff consider
equality issues
when designing
system.

Establish training
processes.
E/learning
packages that
engage staff and
ensure they provide
good framework for
work activities.

Year 3

The risk of staff
or patients being
injured or made ill
by adequate
training should be
clearly evidenced
in numbers of ill
health conditions
being evidenced
in OH and
sickness data

Accident and ill
health conditions
require tracking
along with HSE
guidance and
themes that may
indicate what
specific ill health
conditions are
being evidenced
through health
surveillance.

Training will need
to target the areas
of highest risk and
include stress,
mental health
support, asbestos’
legionella work at
height COSHH
and slips trips falls
management and
control.

Audit the training to
ensure it is quality
assured and receive
adequate feedback
from on line and face
to face candidates,

Review the training
needs analysis to
ensure it remains
fit for purpose.
Ensure Senior
Leaders continue
to receive the
latest information
and requirements
for OHS subjects.

Policies/Procedures
Review Policy and
program of the
Strategic
Occupational
Health and Safety
Group is working as
planned. Look at
development of ISO

Risk-Control
Update risk
register and risk
assessment
process. Ensure
evidence of risk
actions are being
mitigated. Review
if new technology

Sickness/Accidents  Training

The data base
systems support
staff evidencing the
effectiveness of
interventions.
MSD’s are reduced
to lowest possible
level. Stress

Evidence numbers
who have
completed the e-
learning and
training. Include
contractors
training to the
appropriate level.

Audit-Process

The audit should be
undertaken in all
service areas by the
local managers who
will understand the
importance of OHS &
Wellbeing on service
delivery and act as

Evaluation
Evaluate all
aspects of work
activity outcomes
and feedback to
Committee. The
feedback from
audits will help
improve learning.
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45001 and
certification of the
service. Ensure
TOR and
membership of the
OHS Group is
continually adding
value. All
documentation is up
to date and in line
with law and readily
available on the

can be used to
reduce risk in the
workplace using
best practice.
Ensure principles
are embedded
with evidence
available.

sickness absence
reduced. Research
is undertaken to
further drive down
MSD’s and support
staff to get back to
work via a fast
track healthcare
system. This will
ensure the
sickness level is
improved and staff

Continue to
ensure all staff
work to
organizational
standards.

champions to reduce
the risks within all
service areas.

Risks are being
effectively
mitigated. All staff
are clear on roles
and responsibilities
evidenced.

intranet site. engagement.

Annual report on Risk register The annual report | The training needs | Review audit program | Evaluate if what we
progress of 3 year clearly reflects will provide analysis should be | in all service areas, set out to do in the
strategy. To be organization risk | evidence of fully implemented | stress, manual Plan, do check act

provided to the
Board showing
KPI's and actions
undertaken to

of 33 pieces of
legislation and
actions clearly
stipulated and

progress made
against strategic
objectives.

and provide
assurance that the
training is timely
and effective in

handling, security,
sharps, OHS etc. to
ensure still fit for
purpose.

framework has
been effective in
providing
assurance to the

control significant owners. reducing ill health Board that OHS is

risks. incidents and effectively
accidents. managed.

RIDDOR, RCA A tracking system | Review accident Update training A group established to | 100% of

Policy to be will be required data base system | plan to ensure itis | evaluate claims, investigations and

reviewed. Training
in RCA evaluated to
ensure constancy
across all service
areas.

and evidence of
non-compliance
escalated through
the Governance
system.

once baseline
information on
RIDDOR and
accidents is stable
look at reducing
reportable
accidents.

targeted and
directly influences
outcomes consider
IOSH Directing
and Managing
safely accredited
courses.

incidents accidents
and sickness to be
established to ensure
root cause analysis
process is effective
and audited against.

accidents have
85% of actions
completed within
42 days.
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Wellbeing Mental
health first Aid and

support framework.

Implement Mindful
Managers program

Ensure that
stress
assessments and
mental health and
wellbeing

Reduce stress
related ill health
and anxiety and
depression.
Consider the whole

Train managers in
positive
interventions on
well-being
ensuring the

Audit Departments to
ensure they have
clearly implemented
well-being initiatives
and assess the

|dentify through
data how well our
staff feel through
staff survey results
data from OH

and form part of activities are person not just appraisals include | effectiveness of mental | Service and
induction program. | clearly evidenced | work activity as all | specific questions | health interventions. evaluate
in all service have a detrimental | on stress and effectiveness of
areas deemed effect on worker wellbeing. interventions.
high risk. wellbeing.
Manual handling Place clear Evidence sickness | Site specific Audit equipment, lifting | Report quarterly
review of Policy responsibilities in | absence rates training techniques of staff and annually on

systems and
processes,

job descriptions
to ensure that 1-
10 staff in wards
are manual
handling
champions and
support the
training program.

reduced and staff
reduction in
musculoskeletal
disorders and
referrals for
physiotherapy from
OH Service.

undertaken by
Manual handling
champions 10-1 in
all wards ensure
equipment is
procured
appropriately and
staff trained on
use.

including acute,
community, mental
health etc.

progress against
KPI's and training
that directly affects
outcomes.
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Purpose of Report:

To provide a summary of the service user experience within BCUHB in
line with the Health Board’s mandatory responsibility to listen, learn
and act on from feedback (Welsh Government, 2015a), as the basis for
identifying key themes and trends, interventions arising from these,
and detailing key actions aimed at improving the capacity and
capability of BCUHB to listen, learn and act on service user feedback
in 2019/2020.

Approval / Scrutiny
Route Prior to
Presentation:

No prior scrutiny

Governance issues
| risks:

BCUHB has a mandatory responsibility to listen, learn and act from
patient/service user experience; key policy frameworks include:

e NHS Delivery Framework 2018/2019 (NHS Wales, April 2018)
e Listening and Learning from Feedback — A Framework for
Assuring Service User Experience (WG, 2015a)

Equality Act 2010

Health Care Standards for Wales (WG, 2015b)

Wellbeing of Future Generations (Wales) Act (WG, 2014a)
Social Services and Wellbeing (Wales) Act (WG, 2014b)
Parliamentary review of Health & Social Care in Wales (2018)

This report describes and supports how the health board meet some of
the recommendations of the Parliamentary review of Health and Social
Care in Wales (2018) and the Welsh Government’s National
Framework for Assuring Service User Experience (2015).

This report aims to demonstrate how the health board measures the
performance of the BCUHB Patient and Service User Experience
against the core deliverable objectives in the NHS Wales’ Listening
and Learning framework of ‘the Quadruple Aim’. The Patient and
Service User Experience Improvement Strategy 2019-2022 mandates




listening to and learning from patient experience to deliver safe and
compassionate care by ensuring sufficient coordination of all its activity
related Patient and Service user experience.

An overview of the feedback received is demonstrated in this report.
The results of all patient and service user feedback is regularly shared
with clinical areas. When negative feedback is received an action plan
is devised and implemented to demonstrate ‘listening and learning’
from patient and service user experience. In line with ‘Being Open’, the
information is shared with the patients, carers and relatives by the staff
in “You said, we did” display posters.

The Patient and Service User Experience team ensures every action is
taken to improve quarter on quarter / year on year developmental
growth in the feedback received.

Governance Leads and all BCUHB Services meet quarterly to
feedback a) The feedback/data received from their Patient and Service
Users and b) What service improvements are being made, inclusive of
Complaints, Incidents and Clinical Negligence Claims trend analysis to
gain a holistic insight into all services. The Listening and Learning
Group (LLG) is chaired by the Associate Director of Quality Assurance.
LLG focus on outlining targets and reporting frameworks to link the
connections between service user feedback and service
improvements. Focusing on YOU SAID WE DID’.

Real-time patient feedback survey indicates that for BCUHB as a
whole service users report an average overall satisfaction rating of
8.85/10 for Q4-2018/2019 compared with 8.89/10 for Q1-2019/2020
see figs 1 & 2 below. This improvement is also seen in other items
from the CRT/Viewpoint Survey — see Figs 1a & 1b

Additionally return rates for CRT/Viewpoint whilst historically lower in
the Centre and West than in the East have seen an upward
improvement in Q1-2019/2020 most dramatically within the Centre,
which have moved from an average of 150 month in April 2019 to
approx. 600/month in June 2019.

Responses to the NHS Inpatient Survey, would indicate that patients
and service users continue to report their experiences in an extremely
positive light compared with previous reporting periods see Fig 9.

Based on the data analysed, as in previous reporting cycles, patients
and service users are more likely to report their experience in a
positive than a negative manner with the number of positive comments
far outweighing negative comments. This effect is seen across all care
settings especially in Community Hospitals in the Centre where the
Patient Advice and Liaison Service (PALS) utilises a Care2Share
Approach — see fig 16.




The Quality of Care itself, Staff Attitude and Approach and Basic
Nursing Care are frequently reported as being associated with a
positive experience. This reinforces the importance of staff attitude as
an essential element of effective ‘customer care’.

Improvement actions outlined below build on existing interventions in
order to develop a framework which provides improved organisational
assurance in relation to BCUHB’s mandatory responsibility to listen,
learn and act on service user feedback.

Improvement Actions for Q2-2019/2020 and beyond (Proposed
Controls)

The actions identified in Sections 4.2 and 4.3 for completion in Q2-
2019/2020 are designed to operationalise the Patient & Service
Experience Strategy (BCUHB, May 2019), have been developed to
address the above risks/issues.

Looking further forward, in addition to those actions detailed in section
4.3 and summarised below; key milestones to be achieved within
2019/2020 which will improve BCUHB’s ability to listen, learn and most
importantly act on patient and service user experience include:

Action To be completed By
e Reestablishment of the Listening & Learning Sept 2019
group — to improve organisational accountability
in relation to BCUHB’s mandatory responsibility
to act on feedback.
¢ Implementation of a standardised PALS Sept 2019
services across all three operating areas,
derived from the PALS Model
¢ Routine, development and implementation of End of Q3-
service improvement action plans at 2019/2020
ward/dept/speciality level derived from PALS
activity — to support a ‘You told us’, ‘We did’

culture.

e Improved reporting of Service User experience Pilot to be
using the IRIS system in order to identify ‘hot completed in the
spots’ and to support proactive improvement, West by Oct 2019

which combines existing ‘Harms’ and complaints
metrics with CRT/Viewpoint feedback.

¢ Evaluate the above and roll out to other End of Q4-
operating areas. 2019/2020

Collectively the above actions are integral to the Patient and Service
Experience Strategy and will improve, in subsequent reporting periods,
the Health Board’s ability to act on patient and service user
experience, in line with our mandatory responsibilities.




Financial
Implications:

The roll out of the Patient Advice & Liaison Service (PALS) and Patient
and Service User Experience Strategy along with the other
improvement actions within this report will be achieved within existing
funding levels agreed in 2018/2019.

Recommendation:

The Committee is asked to:

1. Endorse the improvement actions identified within this report and
provide feedback in relation to additional interventions which may
address the identified issues and risks, especially in relation to
developing improvement organisational and operational accountability
for Listening, Learning and Acting on patient and service user
experience.




Listening and Learning from Experience Report
Executive Summary

BCUHB has a mandatory responsibility to listen, learn and act on patient/service
user experience; key policy frameworks include;

J NHS Delivery Framework 2018/2019 (NHS Wales, April 2018)

o Listening and Learning from Feedback — A Framework for Assuring
Service User Experience (WG, 2015a)

o Health Care Standards for Wales (WG, 2015b)

This report provides an overview of service user feedback received and the
associated themes and trends, as the basis for Quality/Organisational Assurance
and Service Development. Data from CRT/Viewpoint™ real time patient feedback
system, Datix™ Complaints and Incidents reporting, Patient Comment Cards and
Patient Advice and Liaison Service (PALS) activity is used to provide an overview to
patient and service user experience and lessons learned, and data for Q1-2019/2020
is compared with previous quarters.

Key Findings

Feedback from real time patient feedback survey indicates that for BCUHB as a
whole service users report an average overall satisfaction rating of 8.85/10 for Q4-
2018/2019 compared with 8.89/10 for Q1-2019/2020 see figs 1 & 2 below. This
improvement is also seen in other items from the CRT/Viewpoint Survey — see Figs
1a & 1b

_Fig1a Mean Scores/4
BCUHB CRT/Viewpoint Iltems Q4 2018-2019 Q1 2019-2020
Did staff introduce themselves to you? 3.58 3.64
Do you feel you were listened to? 3.64 3.67
Were you given all the information you needed? 3.58 3.60
Did you get assistance when needed? 3.72 3.73
Were you involved in decisions about care? 3.58 3.60
Did staff take the time to understand what matters to you 3.63 3.64

Additionally return rates for CRT/Viewpoint whilst lower in the Centre and West than
in the East have seen an upward improvement in Q1-2019/2020 most dramatically
within the Centre, which have moved from an average of 150 month in April 2019 to
approx. 600/month in June 2019.

Responses to the NHS Inpatient Survey, would indicate that patients and service
users continue to report their experiences in an extremely positive light compared
with previous reporting periods see Fig 9.

Based on the data analysed, as in previous reporting cycles, patients and service
users are more likely to report their experience in a positive than a negative manner
with the number of positive comments far outweighing negative comments. The



factors which contribute to a positive patient experience are on the whole different to
those which contribute to a negative one. The exception to this being ‘Staff Attitude’
which whilst often reported as contributing to a positive patient experience it is also
reported as contributing to a negative experience.

The Quality of Care itself, Staff Attitude and Approach and Basic Nursing Care are
frequently reported as being associated with a positive experience. This reinforces
the importance of staff attitude as an essential element of effective ‘customer care’.

Whilst ‘Waiting Times’, ‘Delays’, ‘Parking’, ‘Noisy/hot/cold, ‘Ward Environment’,
‘Lack of Involvement and Information’, ‘Food’, ‘Poorly organised/coordinated care’
and very less frequently cited ‘Poor Staff Attitude’ are reported to contribute to a
negative experience. (See Figs 13 & 14)

Special Note:

e As in previous reporting periods the level of patient satisfaction within
Emergency Departments is lower than the acute site overall this is likely to be
due to the point in the pathway where satisfaction is measured. Namely, post
triage and before treatment.

Key Issues

As in previous reporting periods, without the PALS service being fully operational
across all three operating areas, this report recognises that it is difficult given the
current organisational infrastructure to definitively link service user feedback to
specific service developments. This is not to say this is not occurring, but creating
an auditable link at present is challenging. Hence the improvement actions outlined
below build on existing interventions in order to develop a framework which provides
improved organisational assurance in relation to BCUHB’s mandatory responsibility
to listen, learn and act on service user feedback.

Looking further forward, in addition to those actions detailed in section 4.3 and
summarised below; key milestones to be achieved within 2019/2020 which will
improve BCUHB’s ability to listen, learn and most importantly act on patient and
service user experience include;

Action To be completed By

e Reestablishment of the Listening & Learning group —  Sept 2019
to improve organisational accountability in relation to
BCUHB’s mandatory responsibility to act on feedback.
¢ Implementation of a standardised PALS services Sept 2019
across all three operating areas, derived from the
PALS Model
e Routine, development and implementation of service ~ End of Q3-2019/2020
improvement action plans at ward/dept/speciality level
derived from PALS activity — to support a “You told us’,
‘We did’ culture.



Improved reporting of Service User experience using  Pilot to be completed
the IRIS system in order to identify ‘hot spots’ and to in the West by

support proactive improvement, which combines Oct 2019

existing ‘Harms’ and complaints metrics with

CRT/Viewpoint feedback.

Evaluate the above and roll out to other operating End of Q4-2019/2020
areas.

Collectively the above actions are integral to the Patient & Service Experience
Strategy and will improve, in subsequent reporting periods, the Health Board’s ability
to act on patient and service user experience, in line with our mandatory
responsibilities.

Key Improvement Actions for Q2-2019/2020 — The Next Steps

This report makes the following key recommendations;

Implementation of bilingual PALS service in the East and West based on the
Care2Share model in order to provide BCUHB wide access to ‘patient advice and
support services.” (See section 4.3.1)

Development of improved real/near time feedback and reporting systems such
that patients and service users are easily able to provide managers and front line
staff with the information necessary to support service improvements. (See
section 4.3.2)

Use real/near time service user feedback to support service improvement. (See
section 4.3.3)

Delivery of a rolling programme of customer care, patient stories and using
feedback to improve services, workshops. (See section 4.3.4)

Use ‘Feel Good Friday’ to share positive feedback with front line staff across all
regions on a weekly basis. (See section 4.3.5)

Provide the leadership and operational support necessary to ensure that BCUHB
is compliant with Accessible Information & Communication for People with
Sensory Loss standards (WG, 2013), in line with the 3 year organisational action
plan agreed with Welsh Government (WG) in 2018/2019. (See section 4.3.6)
Ensuring that the work plans developed to support the Patient Experience
Strategy, are compliant with the requirements of the Welsh Language Act, Welsh
Language Measure (Wales, 2011) and Welsh Language Standards through the
implementation of a bilingual Patient Advice and Support (PASS) service,
ensuring that service users are able to provide feedback on their experience in
Welsh for example via; Real Time Feedback Systems, NHS Wales Inpatient
Satisfaction Service, Care2Share, via Patient Stories etc. (See section 4.3.7)
Ensuring that the work plans developed to support the Patient Experience
Strategy adopt where practically possible a tri-lingual approach; that is ensuring
that British Sign Language (BSL) as well as Welsh are given equal prominence
with English. (See section 4.3.8)

Re-establish the Listening & Learning from Experience Group based on the
revised Terms of Reference (TOR) in order to ensure active participation of
managers from all operational areas, increased executive accountability and
improved capacity within BCUHB to report service improvements made as a
result of listening and learning. (See section 4.3.9)



Develop a library of patient stories which can be utilised for service improvement
and to ensure that they are available for use in organisational QSE Committee
and Quality Safety Group (QSG) and other strategic meetings. Thus ensuring
that the voice of the patient is always central to the provision of health care
services, and that BCUHB becomes increasingly adept as a learning organisation
Complete the appointment of the Patient & Service Experience Project manager
in order to provide a deputy function to the Head of Patient & Service User
Experience and to provide the leadership and management necessary to ensure
the above objectives are realised.



1 Aims

BCUHB has a mandatory responsibility to listen, learn and act on patient/service
user experience; key policy frameworks include;

o NHS Delivery Framework 2018/2019 (NHS Wales, April 2018)

o Listening and Learning from Feedback — A Framework for Assuring
Service User Experience (WG, 2015a)

o Health Care Standards for Wales (WG, 2015b)

This report provides an overview of service user feedback received and the
associated themes and trends, as the basis for Quality/Organisational Assurance
and Service Development. Data from CRT/Viewpoint™ real time patient feedback
system, Datix™ Complaints and Incidents reporting, Patient Comment Cards and
Patient Advice and Liaison Service (PALS) activity is used to provide an overview to
patient and service user experience and lessons learned, and data for Q1-2019/2020
is compared with previous quarters.

The purpose of this report is to analyse themes and trends from service user
feedback and provide assurance that lessons have been learned and improvements
initiated. It is based on the secondary analysis of the following data sets and
patient/service user real time feedback systems.

In line with Welsh Audit Office requirement; delivering the learning from patient
experience: key questions for NHS Board Members document, the Patient and
Service User Experience Improvement Strategy 2019-2022 clearly specifies that
BCUHB will learn from patients. This report supports the strategy to review and
measure the performance of the BCUHB Patient and Service User Experience
against the core deliverable objectives in the NHS Wales’ Listening and Learning
framework of ‘the Quadruple Aim’ and mandates listening to and learning from
patient experience to deliver safe and compassionate care by ensuring sufficient
coordination of all its activity related patient and service user experience.

This report demonstrates that the right resources will be in place by September 2019
to support learning from patients and service users through the newly appointed six
PALS officers in addition to the three already in post in Central . The PALS officers
will serve across all regions to support to ensure the patient experience pathway is
improved. BCUHB are leading the way in Wales by demonstrating investment in
effective systems to capture and analyse data, measuring, tracking and driving
quality improvements forward.

The triangulation of patient information with other important data will be further
developed to provide rounded feedback across the organisation through the Quality
Safety Experience report covering patient experience, quality and safety, complaints
and outcomes.

The BCUHB Ward Accreditation model, Community Health Council independent
clinical visits and Health Inspectorate Wales support the patient experience is
measured holistically across all areas. Care to Share clinics are inclusive of listening



to staff feedback and triangulated with patients’ views. These are openly shared on
clinical areas notice boards along with the weekly patient experience real-time
feedback weekly comments reports.

‘Honest Reporting’ of patient feedback is paramount to the public, and the strategy
highlights the development of transparency in openly sharing the ‘You said/We did’
communication methodology, going hand in hand with clinical effectiveness and
safety. Celebrating positive feedback and comments through sharing on social
media not only raises staff morale but also improves patient and service users’
confidence in the organisation.

Patient and service user experience journey starts at the beginning with first contact
and ends with the last. These form first and last impressions. Getting Patient and
Service Experience right will support the learning.

2 Collecting, Disseminating and Using Patient and Service User Feedback

Currently BCUHB deploys the following mechanisms for collecting and acting on
Patient and Service User Feedback.

2.1 How is feedback collected?
CRT/Viewpoint Real-time Patient Feedback Survey

This survey is deployed across all care settings including some primary care GP
managed practices and provides a mechanism for reporting in real/near time on NHS
Wales core Patient related Experience Measures (PREMs). In order to ensure
compliance with our mandatory obligation to listen learn and act on patient and
service user experience feedback (WG, 2015a; WG, 2015b). The patient and service
user experience teams in each operating region oversee the dissemination of weekly
and monthly ward reports, to ward and department managers. Additionally, the
system enables the e-mail alerting of negative feedback which is shared with
ward/department managers as the basis for learning and service improvement.

The requirement to fully implement the CRT/Viewpoint Survey along with the ability
to listen, learn and act on such feedback is an integral requirement of the ward
accreditation system. The utilisation of service user feedback from CRT/Viewpoint
and data sets arising from Healthcare Inspectorate Wales (HIW) and Community
Health Council (CHC) monitoring visits along with incidents and harm metrics
monitoring, provides an important source of evidence in support of ward
accreditation.

NHS Inpatient Satisfaction Survey

This is a postal survey administered quarterly to a randomly generated sample of
n=1,000 inpatients, proportionally selected across the three operating areas. The
survey is complementary to CRT/viewpoint, in that it provides a broader
retrospective analysis of patient and service user experience, in line with BCUHB'’s
mandatory requirements (WG, 2015a).



Patient Comment Cards

Comment cards are deployed within a limited number of non-clinical locations within
the Health Board, such as main foyers, within some community settings, in order to
provide a mechanism for enabling patients and other service users to provide us with
general qualitative feedback. The feedback is recorded within the DATIX™ PALS
module, themed and forwarded either for information or action to the relevant
ward/department manager. (E-mails, thank you cards and letters from patients and
service users can be recorded and acted on in a similar manner).

PALS Service

Currently the Patient Advice and Liaison Service is in operation in the Centre, based
in Ysbyty Glan Clwyd. The recent appointment of an additional 6 x 1.0 wte PALS
officers will enable the development of a similar service in the East and West
commencing in Q2-2019/2020. The key remit of the service is to improve patient
and service user experience by providing the advice and support required to deal
with inquiries in real time, and to support the provision of feedback to
ward/departmental managers via Care2Share Clinics and by proactively promoting
the other mechanisms cited in this section. PALS activity is recorded with the
DATIX™ PALS module, themed and forwarded for information or action to the
relevant ward/department manager in real time. Thus providing a key mechanism
for listening, learning and acting on patient and service user feedback which
minimises the need for service users to resort to the formal complaints process, via
proactive and collaborative problem solving in patient/service centric manner.

Patient Stories

Patient Stories provide a framework for patients and service users to tell us about
their experience and results in a themed narrative review that enables the
identification of key learning which is forwarded to the relevant service managers as
the basis for service improvement. The guidelines on patient stories (ISUEO1) have
recently been reviewed to encourage a broader approach including the use of multi-
media recording, utilisation of focus groups, picture/art elicitation, ‘Have Your Say’
events and extended ‘Care2Share’ approaches. In order to make available a library
of patient stories to support the organisational learning required to implement patient
centred service development.

Incident & Complaints Monitoring

The analysis of secondary data arising from the implementation of Putting Things
Right (PTR) and incident reporting and management, provides indirect evidence of
the experience of our patients and service users by location. Which enables the
targeted implementation of the PALS service and other interventions/mechanisms
cited above which are integral to the Patient & Service User Experience Strategy
(BCUHB, May 2019) and organisational compliance (WG, 2015a, 2015b).

2.2 Data Sets Analysed for this Report

Patient/Service User Experience:



CRYT Viewpoint real time feedback system, resulting in a total of 8, 261
responses (n=4,548 for Q4-2018/2019 and n=3,713 for Q1-2019/2020) — see
also note (ii) below.

NHS Inpatient Satisfaction Survey, resulting in a total of 620 responses
(n=326 for Q1-2018/2019 and n=294 for Q4-2018/2019) — see also note (iii)
below.

Comment Cards resulting in a total of 449 comments, (n=219 for Q4-
2018/2019 and 230 for Q1-2019/2020) — see also note (ii) below.

PALS Activity for resulting from n=87 contacts and n=80 Care2Share clinics
in (n=41 for Q4/2018/2019 and n=39 for Q1-2019/2020) — see also note (ii)
below.

Complaints & Incidents Monitoring

Complaints a total of 2,825 complaints were reviewed by theme and sub-
theme for the purpose of triangulation; n = 1,346 for Q4-2018/2019 and

n = 1,479 for Q1-2019/2020.

Datix™ (Incidents) a total of 16,784 incidents were reviewed by theme and
sub-theme for the purpose of triangulation; n = 8,516 for Q4-2018/2019 and

n =8, 268 for Q1-2019/2020.

Special Notes;

(i) For the purposes of analysis and triangulation, the frequencies (no of

occurrences) of the top eight sub-themes are reported for incidents,
which is different from the total number of incidents cited above.

(i) The data was extracted on 24" June 2019 and may not take account of

any subsequent additions or changes from this period or previous
periods.

(i)  Data sets for NHS Inpatient Survey for Q2 & Q3 2018/2019 are not

available due to the requirements of General Data Protection Regulation
(GDPR) regulations to review the sampling mechanism.

3 What are Patients/Service Users Telling Us?

CRT/Viewpoint Real-time feedback System; feedback real time patient feedback
survey indicates that for BCUHB as a whole service users report an average overall
satisfaction rating of 8.85/10 for Q4-2018/2019 compared with 8.89/10 for Q1-
2019/2020 see figs 1 & 2 below. This improvement is also seen in other items from
the CRT/Viewpoint Survey — see Figs 1a & 1b below.

_Fig1a Mean Scores/4
BCUHB CRT/Viewpoint Iltems Q4 2018-2019 Q1 2019-2020
Did staff introduce themselves to you? 3.58 3.64
Do you feel you were listened to? 3.64 3.67
Were you given all the information you needed? 3.58 3.60
Did you get assistance when needed? 3.72 3.73
Were you involved in decisions about care? 3.58 3.60

Did staff take the time to understand what matters to you 3.63 3.64




Fig 1b
How would you rate your overall experience? (n=3,713)
BCUHB Q1 2019/2020 - Average Score = 8.89/10
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BCUHB CRT/Viewpoint - Average Scores/4 for Q1-2019/2020
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Thematic Analysis of a random sample of n=197 responses from all operational area
in relation to the following items; ‘What Was Good about your experience?’ and ‘Was
there anything that could be improved?’ identified the following key positive and
negative themes, see figs 3 & 4 below.



Fig 3

BCUHB Thematic Analysis - What was good about your care?
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Fig 4
BCUHB Thematic Analysis - Was there anything which could be improved?
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Special Note; the ‘Staff Resources’ theme relates to perceptions of the level of
resources, and is not an accurate reflection on safe staffing levels.

Analysis of Patient Comment Cards; analysis of feedback from patient comment
cards identifies that ‘Basic Nursing Care’, ‘Staff Attitude’ and ‘Coordination of Care’
contributed to a positive patient experience whereas ‘General Facilities
(Environment)’, ‘Parking’, ‘Waiting Times’, not ‘receiving information’ and ‘(Poor)
Staff Attitude’ contributed to a negative experience.



Fig 5

BCUHB Patient Comment Cards
Q3-Q4 2018/2019 & Q1 2019/2020
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BCUHB Patient Comments, Q3-Q4 2018/2019 & Q1 2019/2020
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The analysis of patient comment cards and thematic analysis of patient comments
from CRT/Viewpoint and NHS Inpatient Survey indicates that the number of positive
themes for Q1-2019/2020 continues to far outweigh the number of negative themes.
Which indicates that our services continue to contribute to a positive patient
experience.



Patient Advice and Liaison Service (PALS)

PALS Contacts; analysis of activity derived from the PALS service in Ysbyty Glan
Clwyd (YGC) indicates that the negative aspects of service which resulted in
resolution of inquiries related to the sub-themes detailed in Fig 7 below.

Fig7
18/19 18/19 19/20
Sub-theme Q3 Q4 Q1
Coordination of Care — Negative 87 51 38
Waiting Times - Negative 64 23 4
Receiving Information - Negative 27 11 16
Communicating in a timely way - Negative 25 11 9
Attitude - Negative 12 5 5
Miscellaneous - Negative 10 4 4
Basic Nursing Care - Negative 7 2 5
Coordination of Care — Positive 1 3 1
General Facilities - Negative 1 0 3
No value 0 1 2
Receiving Information - Positive 1 1 0
Basic Nursing Care - Positive 0 1 0
Communicating in a timely way - Positive 1 0 0
Communicating Sensory Loss - Negative 0 1 0
Parking - Negative 1 0 0
Total 237 114 87

A high proportion of the activity represented in Fig 7 above resulted from resolving
inquiries from patients and service users related to Outpatient and Emergency
departments.

PALS Care2Share; within Q4-2018/2019 and Q1-2019/2020 in line with the Patient
& Service User Experience Strategy (BCUHB, May 2019) the PALS service in YGC
was deployed in an increasingly proactive, intelligent manner, utilising Care2Share

approaches within wards/departments. The key sub-themes relating to patient and

service user experience identified by this approach are summarised in Figs 8 & 9.

Fig 8
18/19  18/19 19/20
Sub-Theme Q3 Q4 Q1 Total

Attitude (+ve) 0 8 1 9
Basic Nursing Care (+ve) 1 6 15 22
Communicating in a timely way (+ve) 0 0 1 1
Communicating Sensory Loss (+ve) 0 1 0 1
Coordination of Care (-ve) 0 0 1 1
Coordination of Care (+ve) 3 21 8 32
General Facilities (+ve) 0 6 0 6
Receiving Information (+ve) 0 7 0 7
No value 0 0 5 5
Total 4 49 31 84



The analysis within figs 7 and 8, indicates that once patients and service users have
accessed care services their experience is an overwhelming positive one. Within
this period Care2Share has been implemented within all Community Hospitals in the
Centre and has provided an important proof of concept which will be rolled out all

operating areas as the PALS service becomes BCUHB wide in Q2019-2020.

Special Note

(iv)  The careZshare data has been recorded within Datix™ at the
patient/services user level, in other words n=31 patients/service users
provided feedback within Care2Share clinics for Q1-2019/20 — see Fig 8.

NHS Inpatient Satisfaction Data

Analysis of responses to the NHS Inpatient Satisfaction Survey indicate a positive
overall level of satisfaction with the service, see fig 9 below.

Fig 9

Average Scores/4 for ltems 1-12
Average Score /10 for item 13

Items in Descending order of influence on Q3- Q4- Q1- Q4-
Patient Satisfaction. 2017/18 2017/18 2018/19 2018/19
Q1. Do you feel that people were polite to

you? 3.69 3.77 3.77 3.75
Q11. Were things explained to you in a way

that you could understand? 3.41 3.67 3.57 3.68
Q6. How clean was it? 3.72 3.65 3.68 3.63
Q9a. If you asked for assistance: Did you get

it? 3.56 3.55 3.61 3.59
Q10. Were you involved as much as you

wanted to be in decisions about your care? 3.27 3.40 3.39 3.57
Q8. Did you feel that everything you needed

for your care was available? 3.48 3.56 3.53 3.54
Q5. From the time you realised you needed to

use this service, do you feel you had to wait: 3.50 3.10 3.03 3.53
Q12. Did you feel you understood what was

happening in your care? 3.43 3.40 3.46 3.52
Q4a. Were you: Given the support you

needed to help with any communication

needs? 3.60 3.53 3.68 3.51
Q2b. Do you feel that you were given all the

information you needed? 3.36 3.31 3.45 3.47
Q3. Do you feel you were given enough

privacy? 3.51 3.57 3.49 3.47
Q7. Did you see staff clean their hands before

they cared for you? 3.51 3.48 3.54 3.45
Q9b. Get it when you needed it? 3.36 3.36 3.49 3.45
Q2a. Do you feel that you were: Listened to?  3.43 3.50 3.45 3.40
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Q4b. Were you: Able to speak in Welsh to

staff if you needed to? 2.40 2.70 2.50 2.71
Q13. How would you rate your overall
experience? 8.39 8.50 8.30 8.41

Responses to item 4b tend to be an indirect measure of the utilisation of spoken
Welsh, which varies by operating region. A breakdown of this data is available on
request from the report authors. Thematic Analysis of a random sample of n=294
responses from all operational area in relation to the following items; ‘tem 14 - What
Was Good about your experience?’ and ‘ltem 15 - Was there anything that could be
improved?’ identified the following key positive and negative themes, see figs 10 &

11 below.
Fig 10
BCUHB Q4 2018/2019 'What was good about your experience?'
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Fig 11
BCUHB Q4 2018/2019 'Was there anything which could be improved?
Thematic Analysis
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Analysis of Complaints Data by Sub-Theme

Analysis of complaints opened by Top 10 Sub-themes is detailed in Fig 12 Below.

Fig 12
Sub-Theme 18/19 Q3 18/19 Q4 19/20 Q1
Communication with the patient (other than
consent issues) 150 169 199
Unacceptable Waiting Time 116 163 235
No value 139 118 127
Communication with family 54 60 45
Date for admission cannot be given to the
patient 32 51 56
Delay in admission 27 46 46
Assessment - other 45 39 31
Co-ordination of medical treatment 22 30 49
Cancellation of appointment 31 28 42
Inappropriate Discharge 27 38 26
Total 643 742 856

Summary — Some Key Insights

As alluded to in previous sections the analysis of patient comment cards and
thematic analysis of patient comments from CRT/Viewpoint and NHS Inpatient
Survey indicates that the number of positive themes for Q1-2019/2020 continues to
far outweigh the number of negative themes. Which indicates that our services
continue to contribute to a positive patient experience. Feedback from the NHS
Inpatient Survey and CRT/Viewpoint indicate that previously high levels of patient
satisfaction which were a feature in previous reporting periods have in the case of
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the NHS Inpatient Survey been maintained and in terms of the feedback received
from CRT/Viewpoint improved across all items for the organisation as a whole.
Additionally return rates whilst lower in the Centre and West than in the East have
seen an upward improvement in Q1-2019/2020 most dramatically within the Centre,
which have moved from an average of 150 month in April 2019 to approx. 600/month
in June 2019.

Based on the data analysed, as in previous reporting cycles, service users are more
likely to report their experience in a positive than a negative manner. The factors
which contribute to a positive patient experience are on the whole different to those
which contribute to a negative one. The exception to this being ‘Staff Attitude’ which
whilst often reported as contributing to a positive patient experience it is also
repo