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

in public
on 6th June 2024 13:00 to 16:30 hrs

The Board Room, Carlton Court, St Asaph

Committee Members Present
Name Title
Caroline Turner Independent Member/Chair of Quality, Safety and Experience 

Committee 
Mike Larvin Independent Member (from 13:40 hrs)
Urtha Felda Independent Member
Chris Field Independent Member (via Teams)
In Attendance
Angela Wood Executive Director of Nursing and Midwifery (Executive Lead)
Dr James Risley Deputy Executive Medical Director (deputising for Executive 

Medical Director)
Pam Wenger Director of Corporate Governance 
Other Executive Directors as required by the Chair
Dr Jane Moore Acting Executive Director of Public Health
Other BCUHB Senior Managers as required by the Chair
Nesta Collingridge Head of Risk Management
Andrea Hughes IHC Director Of Nursing (East) (Part of the meeting)
Matthew Joyes Deputy Director of Quality
Phil Meakin Associate Director of Governance 
Philippa Peake-Jones Head of Corporate Affairs
Carol Evanson Deputising for Acting Director of Mental Health
Adrian Jones Assistant Director Of Nursing, MHLD
Ed Williams Director of Performance (Part of the meeting)
Fiona Lewis Minute Taker
Observing
Dyfed Edwards Chair (Part of the meeting)

Agenda Item                                                                                                                        
Action
OPENING BUSINESS
QS24/63 Welcome, introductions and apologies for absence 

QS24/63.1 The Chair welcomed everyone present.  Apologies were noted 
from Nick Lyons (James Risley to deputise), Gareth Evans, Jason Brannan, 
Iain Wilkie (Carol Evanson to deputise) and Geoff Ryall-Harvey (Llais).
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QS24/64 Declarations of Interest on current agenda

QS24/64.1  There were no declarations of interest made in respect of items 
on the agenda.

QS24/65 Draft minutes of the previous meeting.

QS24/65.1 The draft minutes of meeting held on 18th April 2024 were 
approved.

QS24/66 Matters Arising and Table of Actions

QS24/66.1 Following a detailed discussion, the updates provided within the 
action log were agreed.  

QS24/67 Patient Story

QS24/67.1 The Committee was provided with a story from a patient who 
suffered with an ankle injury.  The key messages from the story were:

• lengthy wait for any treatment
• impact waiting for treatment was having on the patient’s physical 

health and therefore their ability to work
• poor communication whilst on the waiting list
• not knowing who to speak to or go to for help whilst on the waiting list
• lack of support to manage their condition whilst waiting to be seen

QS24/67.2  The Committee was advised that from April 2024, the Health 
Board:

• had introduced the 3P’s programme (Promote, Prevent and Prepare), 
introduced, following the Welsh Government’s Promote, Prevent and 
Prepare Services Charter’, to help empower people waiting for 
treatment and to optimise their health and well-being.  

• had implemented a single point of contact for people to access 
information and support following referral to specialist secondary care.

• Gave patients on waiting lists access to free of charge Education 
Programmes for Patients (EPP Cymru) health and wellbeing courses.

QS24/67.3  The Committee noted that the emerging theme was that 
communication needed to be better with patients on waiting lists, May’s 
figures highlighted this as 56% of all complaints related to waiting lists.  It 
was felt that the new arrangements would lead to an improved service for 
patients and would in turn result in fewer complaints, but that more service 
level and comparative data was required as soon as it becomes available.

It was resolved that the Committee:
• Noted the Patient Story
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[Christopher Field, Independent Member, joined the meeting.]

QS24/68  Quality Report

QS24/68.1  The Executive Director of Nursing and Midwifery presented the 
item, specifically the recent oxygen no-flow incident, indicating that the 
organisation was working very closely with south Wales to identify how their 
control of oxygen was working and that the Prevention of Future Deaths 
Regulation 28 Notice was received for BOC themselves, as opposed to the 
Health Board, due to the issues with cylinders they provided.  Substantial 
work was taking place across the Health Board to support staff with labelling 
on all cylinders.  It was noted that the increase in incidents was likely to be 
due to the improved awareness across the organisation, thus triggering more 
Datix reporting.  The Deputy Quality Director was asked to review the claims 
in relation to the oxygen issues and circulate outside of the meeting

QS24/68.2  Patients’ Falls remained one of the key themes around national 
reported incidences (NRIs) as with incidents in general across the Health 
Board.  The Executive Director of Nursing and Midwifery reported that she 
had recently met with teams from the IHCs and Divisions, these meetings 
also included representation from both Pharmacy and Therapies.  In these 
meetings the actions required following the Health and Safety Executive 
(HSE) Notice of Contravention and plans put in place around the quality of 
Patients’ falls assessments, were discussed.  The Falls Improvement Plan 
continued to be updated, noting that a response from the HSE had yet to be 
received following the Health Board’s notifications to them identifying the 
changes being made.  Once received, this will be shared with Members.  
Members requested that more national comparative data be included in 
future reports; they were advised that with regards to HAPU, a national 
framework dashboard had just been developed which will soon enable the 
provision of comparative data per 1000 bed days.

QS24/68.3  The Executive Director of Nursing and Midwifery confirmed that 
the Improvement Plan regarding Pressure Ulcers had been circulated and 
that work continued on Incident Management and reporting of Hospital 
Acquired Pressure Ulcers (HAPUs).  Work was ongoing to create a joint 
process across incident management for inquests, NRIs and complaints; a 
draft of which will be presented to Board in July.  Deputy Director of Quality 
to circulate, when available, the national report on HAPU that is currently 
being populated

QS24/68.4   Whilst IHCs and Divisions continued to focus on reducing the 
number of open and overdue NRIs, the data provided showed a reduction 
from the previous report in March.  

QS24/68.5  The Executive Director of Nursing and Midwifery shared 
information around Patient Safety and Infection Prevention and Control 
(IPC), identifying where the organisation was moving forward, highlighting 

MJ

MJ

MJ
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the quality assurance work being undertaken to ensure reviews remain 
consistent, with learning being shared.  It was noted that all reviews required 
by the Nosocomial Covid-19 Project were completed on time (by 31st March 
2024); the learning and end of project review was ongoing.  

QS24/68.6  Members asked how the organisation would be kept abreast of 
the progress regarding the Regulation 28 Notice served on BOC.  The 
Deputy Director of Quality confirmed that BOC must respond to the Coroner 
within 56 days, as to their intended response.  The Health Board will not be 
party to any correspondence however it intends to monitor any relevant 
notices, which will be placed on the public website run by the Judiciary and 
Tribunal Service.   

QS24/68.7  The Acting Executive Director of Public Health confirmed that 
• Work had been completed concerning the Measles outbreak and that 

there were no further ongoing cases.  She had received very positive 
feedback from both Public Health Wales and Welsh Government 
regarding the management of the case.

• work was now complete on doing an IPC audit of almost all (216 out 
of 217) care homes.  The initial evaluations showed a very positive 
response from care homes and the changes in procedures.

• as a result of the Infected Blood Inquiry, procedures had been put in 
place to provide a helpline for concerned people, but had received a 
very low uptake.  Pathways had also been put in place for those who 
had tested positive.  The Task & Finish Group has been closed, with 
all actions complete.  

• The first year was complete regarding the Hepatitis B and Hepatitis C 
Elimination Welsh Health Circular and that the organisation was 
ahead of target and doing well in comparison with the rest of Wales.  
It was noted that BCUHB was the first Health Board in the UK to have 
collaborated with its prisons, to micro-eliminate both Hepatitis B and 
Hepatitis C, by going into the prison and carrying out a targeted 
exercise.

QS24/68.8  Members requested that: 

• for clarity it would be useful for a reference date be included on the 
data table.  

• the Ombudsman Letter be a separate item, and not included in the 
Quality Report at both QSE and Board.

• historic/comparison data be included on the tables that are broken 
down by themes and re-align tables

QS24/68.9 The Deputy Executive Medical Director presented the Clinical 
Effectiveness section of the report, noting the progress made over recent 
months.  However within the Mortality Review, he also noted that both the 
lack of staffing resources, coupled with the 2 days per week previously 
provided by the Mortality Associated Medical Director post which had been 
vacated 4-5 months previously, was likely to explain the rise in the both the 

AW / MJ

AW / PPJ

AW / MJ
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‘Total Pending Cases Awaiting Mortality Review’ and the ‘Pending Number 
of Cases Under One Month Awaiting Mortality Clinician Review’.  

QS24/68.10   A discussion took place around problems caused by the lack 
of staff resources; in particular the lack of an Audit Administrator to enter 
data for the National Heart Failure Audit in the West.  The Deputy Executive 
Medical Director indicated that he had contacted the IHCs and sites, 
advising them that if they no longer have the resources to meet the demands 
of data collection, resulting in consultants having to input data themselves, 
taking them away from clinical duties, they must put this information into a 
Situation, Background, Assessment, Recommendation (SBAR), where it can 
be assessed to determine the appropriate course of action.  

QS24/68.11  The Deputy Quality Director noted that the organisation:
• was still awaiting the HIW Report, following its inspection of the 

Ysbyty Glan Clwyd Emergency Department. HIW had requested a 
number of Immediate Assurances, to which action plans had been 
provided to, and accepted by, HIW.  

• was still awaiting a decision from HIW as to whether they will be de-
escalating Ysbyty Glan Clwyd Emergency Department from being a  
‘service requiring significant improvement‘.

• had received three ‘Tracked Public Interest Reports’ from the 
Ombudsman, all of which were at the draft stage and once finalised 
would be brought to the Committee.  

It was resolved that the Committee:
• received assurance from the Quality Report

[Mike Larvin, Independent Member and Andrea Hughes, IHC Director of 
Nursing (East), joined the meeting.]

AW / MJ

QS24/69  Clinical Service of Concern Report – Vascular 

QS24/69.1  In the absence of The Executive Medical Director, The Deputy 
Executive Medical Director presented the report, which provided the 
Management response to the action plan resulting from the Royal College of 
Surgeons’ Review.  The Review had identified a significant number of issues 
resulting in a great deal of work taking place, driven by the Improvement 
Group.

QS24/69.2  Members were pleased to note the very important progress 
made. It was agreed that in future an Escalation Report be provided, rather 
than a detailed Action Plan.

QS24/69.3  A discussion took place around the likelihood that resources 
would be found, how this would impact targets and what was being done to 
ensure that the Vascular Team’s transitions from being supported by a 
Transformation team to becoming responsible for itself would be successful.   

NL / JR
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QS24/69.4  A Member noted that there was an issue of Vascular referral to 
the wrong place and queried how often this was happening.  To take outside 
the meeting and discuss.

QS24/69.5  Concern was raised regarding the messaging around 
timeframes and the shifting of deadlines.  It was argued that the intention of 
the action plan and timescales were appropriate at the time of writing, 
however the Abdominal Aortic Aneurysm (AAA) issues were identified later;  
there was the potential that new timescales might be required.  A Member 
felt that the wording in item P1.07 sent the wrong message – perhaps 
‘Lessons learned from the AAA work, which is equally acute, will be applied 
to this area’ – needs to be reviewed outside of the meeting.

It was resolved that the Committee:
• Noted the Clinical Service of Concern Report 

NL / JR

NL / JR

QS24/70  Quality Delivery Group Chair’s Report

QS24/70.1  The Executive Director of Nursing and Midwifery presented the 
report which identified a number of service pressures and concerns.  

QS24/70.2  It was agreed that the Quality Delivery Group Chair’s Report 
should be moved to after the Quality Report at forthcoming meetings.

It was resolved that the Committee:
• Received assurance from the Quality Report

[Ed Williams, Director of Performance, and Nesta Collingridge, Head of Risk 
Management, joined the meeting]

AW / PPJ

QS24/71  IHC Regional Service Quality Deep Dive – East IHC

QS24/71.1  The IHC Director Of Nursing (East) presented the report which 
highlighted:

• the reporting structure
• their achievements.  In particular noting the progress made at HMP 

Berwyn in the prevention of Tuberculosis, Hepatitis B and Hepatitis C.
• an improvement in the Harms indicators from the end of the final 

quarter of last year to the first quarter of this year.  Members were 
assured that there was an action plan in place to improve the HAPU 
outcome.  

• Actions taking place to continually improve
• continuing areas of concern
• a summary of risks, actions and mitigations, noting that there were 

risks associated with cancelled elective procedures and how difficult it 
was to quantify this.  

QS24/71.2  Not noted in the report was the recent recruitment of 28 salaried 
General Practitioners, which along with the improvement in staff retention, 
contributed to an improvement in patient safety and care.
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QS24/71.3  Members were pleased to note the improvement in staff 
retention.  They also asked if there could be a fairer, less misleading way of 
categorising Hospital Aquired Pressure Ulcers (HAPUs).  Currently all ulcers 
presenting at home, in a care home, in a GP surgery or in hospitals are 
noted as being ‘hospital acquired’.  It was believed that the recent removal of 
the differentiation between ‘community acquired’ and ‘hospital acquired’ 
pressure ulcers had unfairly distorted the figures; this concern had been fed 
back to Welsh Government.    

QS24/71.4  Members wished to note their concerns regarding the significant 
numbers of loss of insourcing for planned care patients, resulting in 
increasing waiting lists, whilst noting the complexities of the situation and 
mitigations applied.  It was confirmed that Health Board’s Executive Team 
were also concerned and that the Planned Care trajectories were under 
scrutiny on a daily basis by the teams and a resolution was being sought to 
reduce the backlogs.  Members were assured that new structures were in 
place to streamline the ownership of risks at management level and if the 
need arose, there was the ability to escalate to Directorate and/or IHC level.

QS24/71.5  It was noted that staff morale was improving but that there was 
still much work to do, to improve the staff communications flow.  Events such 
as the recent Leadership Event at Llangollen were felt to be hugely 
successful.  Frustration remained within both the nursing and medical teams, 
due to the ongoing Planned Care situation, with many going above and 
beyond, however concern remained as to how long this could continue, 
evidenced by increased levels of sickness now taking place. 

It was resolved that the Committee:
• received assurance from the Quality Delivery Group Chair’s Report

[Andrea Hughes left the meeting]

QS24/72 Integrated Performance Report

QS24/72.1 The Director of Performance presented the report highlighting 
that in Q4 2024, the organisation’s Smoking Cessation Service was second 
best in Wales at 6.5%, which would be good news for patients’ health in the 
future.   

QS24/72.2  A discussion took place concerning Clinical Coders and the 
reviewing of patients’ notes.  Welsh coders, unable to use electronic medical 
records were unable to work from home, whereas in England, where 
electronic medical records are available, coders are able to work from home 
which is more desirable for some, resulting in coding staff leaving Wales. It 
was agreed to schedule a visit for Members to view Electronic records.

It was resolved that the Committee:

AW/PPJ
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• received assurance from the Integrated Performance Report

[Ed Williams left the meeting]

QS24/73 Corporate Risk Register & Board Assurance Framework

QS24/73.1  The Head of Risk Management presented the report, noting that 
several actions were progressing.  Four of the six overdue actions 
accountable to QSE related to falls; updates had been requested for those 
and escalated as needing to be progressed.  These risks would in time 
become overall safety risks and therefore managed as operational risks.

QS24/73.2  The Director of Corporate Governance noted the significant 
amount of work carried out by the Risk team to improve processes.  She 
noted that at the forthcoming Board Development meeting she would be 
discussing the risks with the Board, asking if they agreed with the 
classification of these risks as being top risks facing the organisation.  If so, 
making sure the risks are mitigated accordingly.  

QS24/73.3  The Executive Director of Nursing and Midwifery wished to thank 
the Risk Team for their support; she also wished to note that until outcomes 
are received from the HSE regarding the Falls risk and Patient Safety, part of 
the risk was the uncertainty and therefore inability to mitigate those risks to 
enable the organisation to monitor.  It was noted that the safeguarding risk 
had reduced but would remain being something which required close 
monitoring.  Despite the significant strides in the ‘Failure to Embed Learning’ 
area, the Executive Director of Nursing and Midwifery did not feel it 
appropriate to reduce the risk until there was further confirmatory evidence 
available. 

It was resolved that the Committee:
• Noted and received assurance from the Corporate Risk Register 

and Board Assurance Framework. 

 

QS24/74  Date of Next Meeting

15th August 2024

QS24/75 Resolution to Exclude the Press and Public
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QSE Committee PUBLIC Action Log

Open Actions 
Action 
No. 

Minute Ref. Date Agreed Action Lead Timescale Status 

1 QS24/68.3 6.6.24 To circulate, when available, the 
national report on HAPU that is 
currently being populated

Angela Wood July 2024 Open

2 QS24/68.8 6.6.24 To include a reference date on the 
data table

Angela Wood / 
Matt Joyes

July 2024 Suggest close.
Actioned.

3 QS24/68.8 6.6.24 The Ombudsman Letter to be a 
separate item not included in the 
Quality Report at both QSE and 
Board

Angela Wood / 
Philippa 
Peake-Jones

August 
2024

Suggest close
Now on COB for both QSE and Board

4 QS24/68.8 6.6.24 Include historic/comparison data on 
the tables that are broken down by 
themes and re-align tables

Angela Wood / 
Matt Joyes

August 
2024

Suggest close.
Actioned.

5 QS24/69.2 6.6.24 Vascular Action plans via an 
escalation report/template to be 
received at QSE

Nick Lyons / 
James Risley

August 
2024

Open

6 QS24/69.4 6.6.24 Take outside the meeting the issue 
of Vascular referral to the wrong 
place and how often this is 
happening

Nick Lyons / 
James Risley

August 
2024

Open

7 QS24/69.5 6.6.24 Review the Progress update 
narrative on P1. 07 of the Vascular 
Action Plan 

Nick Lyons / 
James Risley

August 
2024

8 QS24/70.2 6.6.24 Move the Quality Delivery Group 
Chair’s Report to after the Quality 

Angela Wood / 
Philippa 

August 
2024

Suggest close
Amended on Agenda/COB
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Report at forthcoming meetings Peake-Jones
9 QS24/72.2 6.6.24 Schedule a visit to Electronic 

Records visits
Angela Wood / 
Philippa 
Peake-Jones

August 
2024

Suggest Close
Now on Forward Work Plan for QSE.  
Will be scheduled after summer given 
holiday period.

Closed Actions
Action 
No.

Minute Ref. Date Agreed Action Lead Timescale Status 

1 QS24.15.1  20.02.24 Bring the HAPU Improvement Plan to 
the most appropriate QSE Committee

Angela Wood June 2024 To be submitted to June QSE 
Meeting
6.6.24.  Update provided and 
circulated to Members.  

2 QS24.47.4 18.04.24 To update the Committee at August 
meeting to understand progress with 
regards to the Urology Review.  

Nick Lyons August 
2024

This will be scheduled on the August 
QSE Agenda

3 QS24/68.2 6.6.24 To review the claims in relation to 
the oxygen issues and circulate 
outside of the meeting

Matt Joyes June 2024 A search has been completed and 
there are no relevant claims.
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Teitl adroddiad:
Report title:

Patient Story: Robyn’s Story - Trans Voice Service Patient Story

Stori Claf: Stori Robyn – Stori’r Claf Gwasanaeth Llais Traws
Adrodd i:
Report to:

Quality, Safety and Experience Committee (QSE)

Dyddiad y Cyfarfod:
Date of Meeting:

15th August 2024

Crynodeb 
Gweithredol:
Executive Summary:

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

Argymhellion:
Recommendations:

QSE is asked to note this report. 

Arweinydd 
Gweithredol:
Executive Lead:

Angela Wood, Executive Director of Nursing and Midwifery

Awdur yr Adroddiad:
Report Author:

Mandy Jones, Deputy Executive Director of Nursing
Leon Marsh, Head of Patient Experience
Rachel Wright, Patient and Carer Experience Lead Manager
Hannah Hughes, Patient & Carer Experience Project Manager

Pwrpas yr 
adroddiad:
Purpose of report:

I’w Nodi 
For Noting

☐

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☒

Arwyddocaol 
Significant

☐

Derbyniol 
Acceptable

☒

Rhannol
Partial
☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:
Assurance level:

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

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

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

General confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

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

Some confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Dim hyder/tystiolaeth o 
ran y ddarpariaeth

No confidence / evidence 
in delivery

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

Quality

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

N/A

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

N/A

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

N/A
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In accordance with WP68, has an SEIA 
identified as necessary been undertaken?
Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio at y 
BAF a'r CRR)
Details of risks associated with the subject 
and scope of this paper, including new 
risks( cross reference to the BAF and CRR)

BAF21-10 - Listening and Learning 

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

N/A

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

N/A

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

N/A

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

BAF21-10 - Listening and Learning

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

N/A

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

Final Trans Voice Service Patient Story - WELSH Subtites.mov

Final Trans Voice Service Patient Story - ENGLISH Subtitles.mov

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

List of Appendices:
Appendix A- Patient Story Summary 

https://nhswales365-my.sharepoint.com/:v:/g/personal/hannah_hughes4_wales_nhs_uk/EcJJkTczeRhCv6Wt6dERjCEBM2h5dkcmm3gUc6kCjtEurQ?nav=eyJyZWZlcnJhbEluZm8iOnsicmVmZXJyYWxBcHAiOiJTdHJlYW1XZWJBcHAiLCJyZWZlcnJhbFZpZXciOiJTaGFyZURpYWxvZy1MaW5rIiwicmVmZXJyYWxBcHBQbGF0Zm9ybSI6IldlYiIsInJlZmVycmFsTW9kZSI6InZpZXcifX0%3D&e=i2NCce
https://nhswales365-my.sharepoint.com/:v:/g/personal/hannah_hughes4_wales_nhs_uk/EXCAHYredoZHnbQJwqdwKswBIslK6WziWjolyrXxysbzNA?nav=eyJyZWZlcnJhbEluZm8iOnsicmVmZXJyYWxBcHAiOiJTdHJlYW1XZWJBcHAiLCJyZWZlcnJhbFZpZXciOiJTaGFyZURpYWxvZy1MaW5rIiwicmVmZXJyYWxBcHBQbGF0Zm9ybSI6IldlYiIsInJlZmVycmFsTW9kZSI6InZpZXcifX0%3D&e=cRo0cQ
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Betsi Cadwaladr University Health Board

Robyn’s Story – Trans Voice Service Patient Story
Stori Robyn – Stori’r Claf Gwasanaeth Llais Traws

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

Overview of Patient Story

The storyteller describes her journey, which starts with coming out to her GP in 2019. The 
storyteller describes a subsequent difficult 2 years wait to access the Welsh Gender Service 
and a boost in positivity since accessing the BCUHB Trans Voice Service.

The storyteller’s main gender dysphoria was her voice, which was deep and low.  She 
wanted to be lighter, higher pitched and ‘more passable’ in different situations. 

The storyteller describes the content of the sessions as a huge helpful resource that she 
didn’t know existed and making a ‘real difference’. 

Key Messages

• Patient gender dysphoria.
• Long and difficult wait to access the Welsh Gender Service.
• Improved positivity and confidence since engaging with the Trans Voice Service.
• The storyteller accessed the specialist Trans Voice Service in a number of ways. 
• The shared experience’ and ‘fellowship’ of the Video Group Clinic sessions resulted 

in a real confidence boost with ‘everyone going through the same thing’.
• The content of the sessions is really helpful – a huge resource for patients.
• Sessions have given the storyteller confidence to go out socially, take part in 

situations day-to-day, to come out fully and to feel that it’s ok to be trans.

Summary of Learning and Improvement 

Transition is the process whereby people usually change from the gender expression 
associated with their assigned sex at birth, to another gender expression that better matches 
their gender identity. The UK Parliament Census in England and Wales (2021) recorded that 
262,000 people (0.5%) said that their gender identity and sex registered at birth were 
different.

The Welsh Gender Service (WGS) was set up in 2017. This is a funded specialist treatment 
service in Cardiff. The provision of a Specialist GP, Speech and Language Therapist (SALT) 
Service and additional services across Wales has been approached separately by individual 
Health Boards across Wales, due to lack of funding. The three Integrated Health 
Communities (IHCs) across Betsi Cadwaladr University Health Board recognised a growing 
need for a dedicated post for Trans and Gender Diverse Voice and communication therapy 
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within SALT services. An opportunity became available to pool budgets from unfilled 
vacancies across the three SALT services, collaborating to reduce financial risk in 
establishing this new service. The Trans and Gender Diverse Voice Service is currently for 
adults only. The team have approached the Welsh Health Specialised Services Committee 
(WHSSC) for additional funding for dedicated posts to also secure the future of the service 
for children and young people.

A Specialist SALT to support the Trans and Gender Diverse Voice Service was employed 
by the Health Board in June 2023 and the team is currently marking the one-year milestone 
of the delivery of this service. The post is funded for 3 days per week delivering services 
across North Wales. Each IHC gets approximately a day per week, providing an efficient 
and equitable service.

Recognising the value of remote learning for this patient group, the Specialist SALT was not 
required to live locally and could provide the service for the whole Health Board area. 
Providing a virtual service has opened up the field for recruitment and this has resulted in 
the appointment of a specialised team member. 

The team have created an innovative and entirely virtual Trans and Gender Diverse Voice 
Service. The team are currently refining their care-pathway based on evidence-based 
practice for this specific patient group as well as communication with stakeholders and the 
WGS. Referrals can be made by individuals, GP’s or other Health Professionals and also 
the Welsh Gender Service. Patients are provided with an initial assessment / appointment 
with a Speech and Language Therapist to complete a virtual Case History Questionnaire 
(CHQ).  They are also provided with video resources, patient information leaflets, a vocal 
hygiene webinar and complete ‘Baseline Measurements’ and ‘Goal Setting’. Patients are 
placed on a therapy waiting list until spaces are made available. Therapy is offered remotely 
on a 1:1 basis, but patients can also opt in to an online generalisation group clinic. The 
number of appointments provided are based on individual need, but 4-6 sessions are 
standard. Virtual sessions are provided currently via Microsoft Teams, but the Attend 
Anywhere option is currently being explored in line with BCUHB best practice. For patients 
who have barriers accessing remote healthcare (illiteracy, digital poverty, neurodiversity, 
fear etc.), the team provide facilitated access. In these instances, patients are invited to 
attend a clinic and a member of the SALT team is present in the room to provide support 
with the technological aspects of the session. 

Since the setup of the WGS, the number of referrals received has been rapidly increasing 
and the WGS provide the bulk of the referrals. Prior to 2019, referral rates were on average 
1-6 per year. Since 2019 there has been an increase in referrals from 14 in 2019 / 2022 to 
76 in 2022 / 2023. Referrals currently average at 2 per week, with a caseload of 54 patients 
accessing the service. 

Outcome measures for this service so far are positive, reporting reduced waiting times and 
increased clinical time for patients. Patients have reported an improvement in vocal 
parameters, decreased dysphoria and functional impact of voice, increased happiness with 
voice and increased confidence reported by patients following both 1:1 and group sessions. 



5

The use of Video Group Clinics (VGC’s) within Speech and Language Therapy aligns with 
the Health Boards recognition that there is a need to modernise outpatient appointments. 
The All Wales 'Transforming the way we deliver outpatients in Wales - three-year strategy 
and action plan (2020-2023)' promotes that the use of virtual activity and group consultations 
will continue to increase and support transformation in the way outpatient care can be 
delivered to ensure sustainability as an alternative to the default 1:1 model.

VGC’s are consultations led by a clinician, or a team of clinicians, with a group of patients 
at the same time using an online platform such as TEAMS or Attend Anywhere. The primary 
purpose of a Video Group Clinic is to conduct a consultation with more than one patient in 
a group setting. The clinician reviews the patient’s condition, and the next step of the 
patient’s pathway is agreed and actioned. Video group consultations and clinics can be 
delivered in a single session or as part of an extended programme of care and support. 

VGC’s can have many benefits for patients, including consistent quality and access to care 
across the Health Board, mitigation of mobility barriers and reduction in patient travel, 
promotion of community connection and peer group support with improved confidence, 
motivation and outcomes. Patients can also join a VGC from the comfort of their own home 
or other confidential area, which often feels more relaxed. 

• A new remote clinic model is facilitated with the   potential for• delivering out of hours, using shielding clinicians and home   working• Travel reduced positively effecting environmental and   financial
The Patient and Carer Experience Team will promote this story widely during June, which 
is Pride Month. Pride Month is an annual celebration of the many contributions made by the 
LGBTQ+ community to history, society and cultures worldwide. The Health Board is proud 
to support the LGBTQ+ Action Plan for Wales (2023), LGBTQ+ staff, colleagues, patients, 
carers, families, stakeholders and partners and is committed to making the Health Board the 
most LGBTQ+ friendly health provider in Europe. 

The Patient and Carer Experience Team has also shared the story with colleagues within 
the BCUHB Equalities team. Equalities provide support across the Health Board in furthering 
the equality agenda and supporting teams to act in accordance with Public Sector Equality 
Duty and Socio-Economic Duty in line with the Strategic Equality Plan (2024-28), promoting 
equality, diversity and inclusion, both as a place to work and as a public service. Equalities 
support teams with advice and guidance relating to equality and human rights legislation, 
provide training workshops to promote inclusive decision making and support the completion 
of Equality Impact Assessments and Socio-economic Impact Assessments. Equalities also 
provide an active staff network called Celtic Pride for LGBTQ+ colleagues. The network is a 
place for LGBTQ+ staff to share their experiences in a safe social space, plan events and 
awareness campaigns throughout the year and identify and work with the Health Board to 
improve the experiences of LGBTQ+ staff, patients and the wider LGBTQ+ community in 
North Wales. 

The Patient and Carer Experience Team will share this feedback and will continue to work 
with all services to promote the patient experience initiatives outlined above. The Patient 
and Carer Experience Team extend their gratitude and appreciation to the storyteller for 
sharing her experience. 
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Women’s Senior Leadership Team

Women’s Transformation 
Group (SDG)
(quarterly)

Women’s 
Quality, Safety and Experience Group (SDG)

(inc H&S) (monthly)

Women’s
Integrated Performance Group (SDG) 

(monthly)

Women’s North Wales Service Board

Women’s Population Health Group
Planned & USC Recovery Group

CSW Recovery Group

Financial Recovery Group

Women’s RMG

Women’s CEG

Maternity and Gynae Voices Groups

NW Antenatal Forum

NW Intrapartum Forum

NW Gynaecology Forum

Bereavement Group

Fetal Medicine

Women’s People and 
Culture Group (SDG)

(monthly)

Women’s Services Operating Governance Structure – Updated July 2024

GIRFT/ Gynae Group

Health Board Executive Team
Advisory Groups/Executive Delivery Groups National Committees

Mental Health Act 
Capacity and 
Compliance 
Committee

Planning, 
Population Health 
and Partnerships 

Committee

Quality, Safety 
and Experience 

Committee

Audit Committee Performance & 
Finance Committee 

Remuneration 
Committee

People 
Committee 

Charitable Funds 
Committee

BCU Operational Leadership Team
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Leadership - Women’s Services Management and Leadership Structure
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 A Healthier Wales: Long Term Plan for Health and Social Care (WG 2021)
 NHS Wales Planning Framework 2022-2025 (WG)
 The Health and Social Care (Quality & Engagement) (Wales) Act – 2020- 

updated 2023
 The NHS Quality and Safety Framework (2021)
 The Quality Statement for Women and Girl’s Health (WG) – 2022
 Health and Care Quality Standards (WG) 2023
 The MatNeo Quality Statement (WG) – awaited
 The MatNeo Engagement Framework (WG) – awaited
 HEIW Perinatal Workforce 10 Year Plan – awaited
 Maternity and Gynaecology GIRFT Programme (2021)
 MatNeo Safety Support Programme (MatNeo SSP) - 2023
 

Service Key Drivers
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National Learning from Maternity Reviews
• HIW – 96.7% Compliant

o 32 Recommendations
o 28 Green/Completed
o 3 Amber (Breastfeeding Strategic Action Plan, DMC, PRAMS)
o 1 not applicable

• Cwm Taf - 97.1% Complaint
o 70 Recommendations
o 68 Green/Completed
o 2 Amber (All Wales DMC, development of Emergency Gynae Service)

• Ockenden – 100% Complaint
o 26 Recommendations
o 24 Green/ Completed
o 2 not applicable

 MapNeoSSP – Discovery Phase Recommendations (2023)
o 124 Recommendations
o 51 Green/ Completed
o 37 Amber
o 39 Red

 MBRRACE Action Plans
 Review of Maternity and New-born safety Investigations- National Learning Report 2024 – Identified 4 Main Themes:

o 18 Recommendations
o 8 Green/Completed
o 8 Amber
o 2 Red – relate to Maternity Unit Standards and Telephone Triage (Q3)

 Local Quality Peer Reviews

Learning, Improvement and Research



4K Women’s Services Target 
Date

Current Position

4K.1 Supporting Local Delivery of the 
Women’s Health Plan for Wales

Q4 The Women and Children’s Network has been stablished in Q1 of 24/25 led by the NHS Executive. The Women’s Plan is it’s key objective. Potentially available in Q3/4.

4K.2 Implementation of the Maternity and 
Neonatal Safety Support Programme 
recommendations

Q4 MatNeo Champions continue to progress Phase 1 priorities. Local position against total 134 priorities has been submitted to the Network w/c 1/7/24. Currently awaiting national steer from the MatNeo Strategic Network in relation to the 
Phase 2 programme of works.

MEWS - As part of the Maternity and Neonatal Safety Support Programme (MatNeo SSP) we have introduced Team of the Shift in one site with a view to spread and scale across three units of North Wales. This intervention is a 
safety huddle that occurs prior to clinical handover at 08:30 and 20:30 every day and designed to foster a culture of psychological safety, excellent teamworking and communication. Continuous data is collected on how often space is 
made for the team of the shift huddle to occur. This work lays the foundation of improving teamwork, communication and psychological safety which in turn promotes effective and timely escalation when there are concerns with the 
families in our care prior to the publication of a national Maternity Early Warning Score (MEWS) observation chart. This work is being led by an Expert Reference group of clinicians with representation from each health Board in Wales 
working with the Maternity and Neonatal Network (NHS Executive). 

NEWTT2 is updated guidance from BAPM on newborn observations and escalation. It describes at-risk groups and provides an updated Newborn Early Warning Track and Trigger (NEWTT2) chart aligning to current recommendations 
for newborn care and acknowledging feedback from healthcare professionals. The inclusion of parental concern supports highlighted concerns and recommendations made from recent maternity investigations. The chart acknowledges 
the importance of parental feedback in addition to the wider MDT. When to escalate and call for assistance using the NEWTT tool has been described previously and this update builds on this advice. The extended framework provides 
an escalation tool and a standard response and review tool for the multidisciplinary team to promote consistency between healthcare professionals and ensure that the team and family are involved in and fully informed of the actions 
required for a baby to receive safe and quality care. The response tool facilitates the documentation of the response taken and subsequent actions required
NEWTT 2 has been published in multiple places and is being rolled out across the UK. An evaluation will be taking place by BAPM following implementation to evaluate it’s effectiveness. We are going to be one of the evaluation sites 
to ensure all devolved nations are included.

4K.3 Progression and implementation of 
national recommendations including 
Mothers and Babies: Reducing Risk 
through Audits and Confidential 
Enquiries (MBRACE)

Q4 The action plan has 241 individual actions (grouped under 225 recommendations) identified which have been in place since the plan was established.

The Clinical Governance Lead, Women’s Services continues to monitor and review all actions which are Amber to ensure the most up to date position is identified. Therefore, the status shows that there are no actions, which are red, 
11 amber and 195 which are green; there are 19 actions, which are Grey as they fall under the responsibility of a National Body. A review will be completed to identify if there are any local actions that need to be taken whilst awaiting 
outcome form the national bodies. 

4K.4 Preparing for the induction of Digital 
Maternity Cymru Solution

Q4 Latest version of the National business has been released to HB’s to review, with HB expected to sign a declaration of interest by the 26th of July. WG has not yet to confirm funding proposal. BCU are reviewing financial and 
commercial implications and will respond accordingly. BCU continues to be engaged in the national standardisation activities.

4K.5 Implementing the North Wales 
Women’s Planned Care and Cancer 
Recovery Plan in line with GIRFT 
recommendations

Q3 Cancer and Planned Care remain a priority to the Service. Mitigative actions are detailed on Slide 7.

4K.6 Supporting the implementation of the 
Preconception Strategy and 
population health work streams

Q4 Preconception Strategy was launched in 2023/24. Development of an implementation plan is delayed due to changes within the Public Health Team.
Preconception will be a key priority within the Wales Women’s Health Plan for Wales.

4K.7 Supporting Healthy Start by raising 
awareness and reducing inequality

Q3 Healthy Start is widely promoted with support from BCUHB Public Health Wales colleagues.

4K.8 Raising awareness of, and 
supporting the effects of, menopause 
on women’s physical, emotional; 
mental and social well-being

Q3 WLI funding requested to support Menopause OPD appointments. National Menopause Training model launched – this has been shared widely with Clinical body and will support the care closer to home model. Virtual Sessions are 
also being progressed with Primary Care to reduce the number of referrals

4K.9 Reviewing the best configuration for 
endometriosis services in North 
Wales

Q4 Business Case to establish a North Wales Endometriosis Centre reviewed by the RIGA (Recurrent Investment Group Assurance) panel.
Recurrent funding to progress with Endometriosis Business Case was not supported, £300k has been allocated from the Value Based Health Care Fund on a non-recurrent basis for 2024/25. 
Currently considering how to utilise this funding effectively and efficiently within this budget year – education, diagnostic clinics, progression of Nurse Led Pathways

Women’s Annual Plan 2024/25 – Outcome 4 Improving quality, outcomes and experience
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WOMEN’S SERVICE ANNUAL PLAN (2024/25)

Maternity Services Strategy 
Priority 1

BCUHB Executive Delivery 
Group

Transforming Gynaecology & 
Specialist Services 

Priority 2

Support Best Start in 
Partnership

Priority 3

Progress and Implement National 
Recommendations (e.g. MBRRACE, 

RCOG)

Deliver Saving Babies Lives 
Care Bundle 3 & GAP 2.0 

Programme

Women’s Service 
Board

Service Users - Gynaecology 
Voices (Co-production)

Service Users – Maternity & 
Neonatal Voices (Co-production)

Prepare for the introduction of the 
Digital Maternity Cymru Solution 
/National Maternity Dashboard

Establish a Single Waiting List 
Management System for 

Gynaecology

Healthy Weight Management in 
Pregnancy

Implement the Preconception 
Strategy

Infant Feeding Strategy (5 Year)

Smoking Cessation – Deliver the 
NHS Wales 2 Year “Help Me Quit 
for Baby“ Implementation Plan 

(Year 1)

Implement North Wales Women’s 
Planned Care and Cancer Recovery 

Plan (in line with GIRFT 
recommendations)

Implement the MatNeo SSP (Year 1 
Recommendations/Priorities)

Support and implement the National 
Peri-natal Workforce & Training 

Standards

Review the Emergency Gynaecology 
Care Units/EPAU Service

Develop a local Parental 
Preparation Plan

Healthy Start- raising awareness 
& reducing inequality

Support Local Delivery of the 
Women’s Health Plan for Wales (10 

Year Plan)

Support the development of Pelvic 
Pain/ joint Therapy Services
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Quality Improvement & Development Initiatives
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Pre-Conception Strategy 2023/24 – developed locally. Shared with Welsh Government and Women’s Network. Local Implementation Plan to be progressed In Q3
 
Best Start Hub- Public facing information platform for Pregnant People and Families (Best Start Hub - Preconception, Pregnancy, Early Years and Family - Betsi Cadwaladr University Health Board (nhs.wales) )

Migration to GROW 2.0/ SBLCB3 – focused on Diabetes in Pregnancy Pathway and Pre-term Pathway

Maternity Outpatient Assessment Unit (MOAU) Review

Parent Educational Work
Consultant Midwife working with Community Teams and Users to review and agree standardised content for sessions, to be completed by end of August.
Resource packs will be created for each team to ensure they can facilitate sessions effectively.
Two staff workshops are arranged for September in support of staff to facilitate revised sessions effectively.

MatNeo Safety Support Programme – Recognition and escalation of the deteriorating patient
Work focused on detecting and escalating the deteriorating Mother and Baby. Includes introduction of the ‘Team of the Shift’.

PERIPrem Programme – focused on clinical optimisation and management of the Neonate

Induction of Labour (IOL)
The IOL improvement group, supported by the Transformation Service, are currently in the scoping phase and are mapping the IOL journey, across both community and acute settings. In addition service-user feedback is being 
collected.  This aim of these initial activities is to identify any significant variance within the service and also to identify priority areas for improvement during the next phase of the improvement group.

Enhanced Recovery Ysbyty Glan Clwyd (YGC)
Officially launched from 14th January 2024. Registered Midwives have completed their Care of the Critically Ill Pregnant or Postpartum woman (CIPP) training and their shifts on Intensive Care Unit (ITU) and Acute Intervention Team 
(AIT).
Enhanced Maternity Care by Midwives focuses on providing a higher level of critical care to pregnant women with moderate health complications, aiming to prevent the need for intensive care unit (ICU) or high dependency unit 
(HDU) admissions. This approach is designed to manage and stabilise conditions that, if left unmonitored or untreated, could escalate to severe health issues requiring more intensive medical interventions. 

ATAIN Project – Reducing Harm leading to avoidable admissions of full term babies into Neonatal Units
Focused on reducing mother and baby separation

Cancer and Planned Care
Roll out of the national Unscheduled Bleeding on HRT Pathway will commence at the beginning of August which will support USC performance. A meeting to review PMB Options appraisal is scheduled at the end of 
August. Both the Menopause and Urogynae Services are being reviewed to both support recovery and ensure an sustainable and equitable Service across North Wales.

Endometriosis Service
Whilst the full Business Case was not supported following RIGA2 £100k per quarter has been secured per quarter to progress the Service. Work is underway to identify activity inclusive of Diagnostic Clinics and
implementation of Nurse Led Pathways.

https://bcuhb.nhs.wales/health-advice/best-start/
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Corporate Risk Register Entries
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Single Cancer Pathway Performance Target (ID4966) Score 16
There is a risk Women's Services may continue to fail to comply with the Single Cancer Pathway Performance targets (10 days to first appointment and 62 days to commence treatment). This is caused by increasing demand, 
insufficient capacity, theatre availability and diagnostics. This could lead to an impact in diagnosis and treatment, increase in backlog, reputational damage, increased complaints and financial cost when addressing the backlog.

New Risk for Escalation to Corporate Risk Register:
Urgent Patients on backlog waiting lists (IDTBC) Score 16
There is a risk that urgent patients may be deteriorating due to the backlog in waiting lists. This is caused by increasing Cancer demand which is filling up core capacity.
This could lead to an impact in diagnosis and treatment, increase in backlog, reputational damage, increased complaints and financial cost when addressing the backlog.

Women’s Services Top 5 Risks (In addition to the above):
Patient safety as a result of not achieving Ministerial Planned Care recovery Targets (ID3524) Score 12
• There is a risk of failing to treat/ see/ diagnose patients in a timely manner in line. This is caused by the backlog in patients due to the Covid-19 pandemic and insufficient capacity to meet demand. This may lead to a potential 

for increased patient harm and deterioration in their condition due to the delay.

Poor or unsafe care may be delivered by CoCH to women known to BCU due to limited assurance (ID4019) Score 12
• There is a risk that pregnant Women known to BCU who accessing commissioned care through the maternity services of Countess of Chester Hospital may not be receiving high quality patient-centred safe care and better 

outcomes. 
• Business Case to decommission Services not supported by the Executive Team. 24/25 Contract currently being reviewed to revert to cost per case
• Updates sought in relation to progress made against CQC activity – action plans are awaited
• Issues highlighted for discussion at regular BCUHB/ COCH contracting meeting

Financial Balance (ID4631) Score 12
• There is a risk that the Service may not achieve financial balance in 24/25. This may be caused by very few  ‘transactional’ savings opportunities to pursue in 2024/25, as many of these have already been maximised as far as 

possible
• Local Finance and Savings meeting in place and meeting regularly to review and pursue opportunities. Two transformational savings schemes submitted by the Service, but not supported by the Health Board, noting one of 

these schemes would have delivered the savings target in its entirety, on a recurrent basis, with minimal investment required/impact on BCU activity

Compliance of Women’s Services Clinical staff compliant with Manual Handling training has fallen below an acceptable level (ID4748) Score 12
There is a risk that Womens Services and BCUHB may be in  Breach of H&S Regulations (Manual Handling Operations Regulations 1992, as amended by the Health and Safety (Miscellaneous Amendments) Regulations 2002.)
• All areas staffed to provide minimal staffing levels which  also supports manual handling requirements
• Increased uptake in training
• Compliance at Level 1 is 83.6%

Compliance at Level 2 is 51.39%

Water Ingress to Celyn Ward and Delivery Suite (YGC) (ID5056) Score 12
• There is a risk of flooding to Celyn Ward and the Delivery Suite. This is caused by water ingress from various parts of the roof and could impact on the Service's ability to deliver core services.
• Previous temporary repairs completed and gutters cleaned after nesting season to remove any nesting debris, which blocks guttering attributing to water ingress.   
• Confirmed on 10/07/24 that Estates are currently working on the design solutions of the new roof, no works can start externally until September when the nesting birds have gone and works will be complete by March 2025.



Performance Quadrant Scorecard – Unscheduled Care
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MatNeo Safety Support Programme – 
Recognition and escalation of the deteriorating 
patient
• Work focussed on detecting and escalating the 

deteriorating Mother and Baby
• Includes introduction of the ‘Team of the Shift’

National Priority Actions
• Implement Birmingham Symptom Specific 

Obstetric Triage across all Health Board – 
Achieved

• Implement the All Wales standardised 
Maternity Early Warning Score toolkit across all 
Health Boards

• Implement a standard approach to the 
detection of the sick or deteriorating women in 
line with NICE guidance (NG133) – aligned to 
MEWS

• Scope out variation in clinical application of 
Sepsis Care Guideline – aligned to MEWS

Harms Prevention

Medicine Management

1 – patient discharged without 
medication being prescribed
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Key Milestones and Priorities
 Funding approved for sinks in Ruabon and Brynteg to meet IPC 

standards
 Works planned for Pen-y-Groes to resolve IPC issues preventing use 

of a clinical room – predicted completion September.
 Focus on Hand Hygiene and BBE compliance in West clinical areas. 

Some improvement in Maternity, however reduced compliance for 
Gynaecology-topic board updated to reflect.

Areas of good practice / Issues to celebrate
 Clinical activity resumed in YPS for midwives following installation of 

sinks

 Capital approval for replacement of sinks labour ward East – knee 
operated taps.

CSSI HARP Report (Q4 2023/24) – Key Findings

Consistent data collection, with data quality consistently at 100% for all of 2023. 

The most recently published HARP report for Q4 2023 evidences a static rate of CSSI of 
3.8% across BCU. 

Our inpatient rates of CSSI remain extremely low at 0.3% and are associated with women 
who have systemic infection at the time of procedure. 

Most commonly, our infections are defined as late community onset, more than 5 days 
following hospital discharge.

The themes identified through report analysis include the use of non-standard wound 
closure, the rate of infection associated with non-dissolvable sutures and staples is 
around 15%. Also poor swab technique with mixed culture and skin flora regularly seen in 
reports.

Improvements for 2024

• A focus on reducing the use of non-standard wound closure methods by educating clinicians 
regarding their high infections rates.

• Education of swab takers to ensure standardisation in practice.

• Further improve reporting by decreasing over-reporting and identifying themes on a local level 
through the use of RCA

C4C

IPC Training Compliance – Q1

Infection Prevention & Control (IPC)
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CLINICAL PERFORMANCE INDICATORS TARGET/ National  Jan-24 Feb-24  Mar-
24

Apr
24

May 
24

   

C-section Rates (No National Target)  N/A  37.1%  36%  36.9%  37.1%  40.8%  ↑  

Initial assessment within 10 weeks  85%  89.1%  80.4%  89.1%  84.9%  85.1%  ↑  

Percentage of women who are smokers 
at 36-38 weeks

National Target 16%  14.6%  15.6%  18.2%  14.4%  15.1%  ↑  

Proportion of women with a birth weight 
below 2.5kg (Low birth weight) 

 National Target 7%  8.1%  6.7%  6.6%  7.8%  9.1%  ↑  

Women with existing MH condition  5.2%  3.5%  5.9%  5.7%
 

 4.1%  4.8%  ↑  

Women with existing MH condition who 
have a care plan in place

 100%  43.8%  80.8%  52%  33.3%  52.4%  ↑  

Induction of Labour Rates  National Target 36%  36.5%  39.5%  36.4%  37.1%  36.9%  ↓  

3rd/ 4th Degree tear following 
Instrumental Delivery

 3.5%  0%  0.26%  0.49%  1.02%  0.26%  ↓  

 0  1  2  4  1  ↓  

3rd/ 4th Degree tear following Normal 
Delivery

 3.5%  0.35%  1.28%  1.96%  1.79%  0.52%  ↓  

 1  5  8  7  2  ↓  

PPH >= 1500 - 2499ml National Target
2.9%

 2.4% 2.2%  3.7%  2.4% 3.2%  ↑  

 8  10 17  11 15  ↑  

PPH >= 2500ml National Target
0.5%

- - - - -  ↓  

 2 3  1  5 1 ↓  

Neonatal Deaths (Early)  
 

 3  1  0  0  1  ↑  

Still births (>24 Weeks Gestation)  
 

4  1  2  2  0  ↓  

Maternity Quality Dashboard
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Mothers and babies: Reducing Risk through Audits and Confidential Enquiries, 
United Kingdom (MBRRACE-UK) – 2022 – BCUHB 
 
All deaths:
Our stabilised & adjusted stillbirth rate was 3.21 per 1,000 total births in 2022 compared to 
3.21 in 2021. This is around the average for similar Trusts & Health Boards. 

Our stabilised & adjusted neonatal mortality rate is 1.45 per 1000 livebirths compared to 
0.94 per 1,000 live births in 2021. This is 5% higher than the average for similar Trusts & 
Health Boards. 

Our stabilised & adjusted extended perinatal mortality rate is 4.74 per 1,000 total births. 
This is around the average for similar Trusts & Health Boards. 
Data for 2023 is not yet available.

Perinatal deaths increased across the UK in 2021 for the first time in seven years.

A Thematic Review of Stillbirths in Betsi Cadwaladr University Health Board for 2023 
has been completed. The recommendations have been included in the Women’s 
Reducing Morbidity and Mortality Action Plan.

A Thematic Review of Neonatal Deaths for 2022/23 is awaited

Year England 
and Wales
Stillbirth Rate
(Office of 
National 
Statistics)

UK Stillbirth 
Rate
(MBRRACE-
UK)

Wales 
Stillbirth Rate
(MBRRACE-
UK)

BCUHB 
Total 
Births

BCUHB
Number 
Of 
Stillbirths

BCUHB
Stillbirth Rate
(per 1000 
total births)

2015 4.5 3.89 4.10 6727 21 3.12
 

2016 4.4 3.93 4.44 6650 26 3.90
 

2017 4.2 3.74 3.99 6594 13 1.97
 

2018
 

4.1 3.51 3.79 6602 22 3.3

2019
 

3.9 3.3 4.02 6322 28 4.4

2020
 

3.8 3.8 3.48 6085 21 3.45

2021
 

4.1 4.1 4.1 6082 17 2.79

2022 4.0 3.9 4.4 5870 20 3.4

2023 Not available at 
time of report

Not available at 
time of report

Not available at 
time of report

5775 13 2.25

Mortality Data 2022,2023,2024
(inc. Still Births, Neonatal, Maternal & Gynaecology)

  SB NND Early NND SB Per 1000 Birth 
(crude) 

Maternal 
Deaths

Gyanecology 
Deaths 

2022 
Jan to Dec 20 10 9 3.4 1 

(Direct) 0

2023 13 3 5 2.25 1 
(indirect)

1

2024 
Jan to June 9 4 4 TBC end of year 1 

(indirect) 0

BCUHB’s Annual Stillbirth

Morbidity & Mortality Rates

Initiatives to reduce Morbidity and Mortality include:

• Introductions of the Saving Babies Lives Care Bundle 3
• Introduction of the GROW 2.0



Performance Quadrant Scorecard – Unscheduled Care

Cancer/ USC

As of May 2024  21% patients were booked within 62 days (National average 30%)

Risks (ID 4966 – Score 16):
• National Recruitment position
• Removal of Pathway Tracker funding (RIGA 2 Decision) – Business Case submitted for Executive 
      approval at Planned Care Board on 26/7/24
• PARR Equivalent rate agreement to support additionality (Stage 4)
• Patient availability (TOC)
• Theatre Availability

Planned Care
The current Gynaecology performance against the trajectory as submitted to Welsh Government and 
performance aligned to WG targets stand as:

Extreme Waits 208 weeks and 156 weeks 
– All Waits at Stage 4 (15/07/24)

Risks (ID3524 – Score 12):
• Prioritisation/ Balance - Cancer Pressures
• Patient availability (TOC)
• Menopause Demand – WLIs to support Super Clinics – declined 
• PARR Equivalent rate agreement to support additionality (Stage 4 Extreme Waiters)
• Theatre Availability

104 Weeks – all Stages (15/07/24)

Short Term Action: Medium Term Action:

• NHS England Commissioned activity
• WLI funding secured
• Transfer of Care – Pan North Wales model
• 1WTE Gynae Oncology/ Consultant Vacancy out to 

advert, closing date 20/08/2024
• 1 WTE Gynae Cancer Unit Lead Vacancy out to 

advert, closing date 23/08/2024
• Locum cover being sought to support vacancy gaps
• Bi-weekly Cancer Recovery meetings in place and 

drive local recovery plan
• Best Practice meeting arranged 02/08/2024 with 

C&V following Ministerial Summit

• Capacity and Demand 
exercise

• PMB Pathway review (Joint 
meeting with Radiology 
30/08/24)

• Implementation of 
unscheduled bleeding on HRT 
pathway (August 2024)

• Business Case to increase 
establishment

• Pathway Review and 
Development

• Primary Care Education

Short Term Action: Medium Term Action:

• Improved Theatre Utilisation
• Menopause Super Clinics (subject to WLI funding)
• Menopause Training (Appendix 3)
• Menopause Virtual/ Primary Care Sessions
• Transfer of Care Progressing to support Extreme Waiters
• Review of Urogynae Services, next meeting 23/07/2024
• VBHC funding to support development of Endometriosis 

Service
• Action plan in place to validate West FUWL

• Capacity and Demand exercise
• Development of Business Case to 

secure ANPs to support Menopause 
Service

• Referral Gateways
• Pathway Review and Development
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Timely & Effective Care – Planned Care & Cancer

Point of Delivery
Month 

Plan
Month 
Actual

Variance YTD Plan
YTD 

Actual
Variance

Inpatients / Day-case 138 204 66 506 700 194

Outpatients 723 740 17 2757 2649 -108

 Activity data up to and including (date) 21/07/24 



PERSON-CENTRED EXPERIENCE 
AND ENGAGEMENT
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National Developments: Maternity and Neonatal Engagement Framework - awaited
                                               Roll out of PREMS for Maternity and Neonatal Services - awaited

CIVICA

Women’s Services received the highest number of Real-Time Feedback Survey returns from patients who received care and treatment at Ysbyty Glan Clwyd (216 
returns). 

• Overall satisfaction levels remain high with patients rating their experience as 9.14 out of 10 (10 being excellent), which is a 0.14% increase from Q3.
• 86.46% of patients always felt they got assistance when needed.
• 83.73% of patients stated they always felt listened to. 
• 82.14% of patients always felt they were given all the information they needed. 
• There was a significant number of positive qualitative feedback responses on CIVICA Praising staff within Maternity Service

An improvement plan has been co-produced with Maternity Voices Partnership following feedback identified through the Birth Reflections Service, Real-time Feedback 
Surveys and formal concern themes raised. Informed consent, attitude and behaviours of staff and communication are areas identified in the plan requiring 
improvement.

Other Local User Experience Developments Include:
• 15 Steps in Maternity Services – Quality from the users perspective
• Birth Reflections Service
• User Focus Groups
• MatNeo Voices Group
• Gynae Voices Group
• Patient Experience feedback informs a local Action Plan
• Implementation of the National Cultural and Equality Competencies – includes vulnerable and ethnic minority populations

Patient Story - My Beautiful Home Birth 

IHC/Specialist Service Real-Time Feedback Survey - Number of 
returns  from 1st March 2024 – 30th June 2024 

Using a scale of 0-10, where 0 is very bad and 10 is 
excellent - overall experience rating

Womens Services 502 9.13

Patient Experience and Engagement

https://nhswales365-my.sharepoint.com/personal/hannah_hughes4_wales_nhs_uk/_layouts/15/stream.aspx?id=%2Fpersonal%2Fhannah%5Fhughes4%5Fwales%5Fnhs%5Fuk%2FDocuments%2FPatient%20Story%20%2D%20My%20Beautiful%20Home%20Birth%20%2D%20ENGLISH%20SUBTITLES%2Emov&nav=eyJyZWZlcnJhbEluZm8iOnsicmVmZXJyYWxBcHAiOiJTdHJlYW1XZWJBcHAiLCJyZWZlcnJhbFZpZXciOiJTaGFyZURpYWxvZy1MaW5rIiwicmVmZXJyYWxBcHBQbGF0Zm9ybSI6IldlYiIsInJlZmVycmFsTW9kZSI6InZpZXcifX0%3D&referrer=StreamWebApp%2EWeb&referrerScenario=AddressBarCopied%2Eview%2Eda4e2384%2Df5db%2D4b44%2D8af2%2Da74e6efd9cb2


Performance Quadrant Scorecard – Unscheduled Care

• Corporate Scrutiny Complaints meeting held weekly
• Local complaint performance meeting held twice weekly
• Recovery is a reduction of the overall number of complaints open and 75% as a 

percentage of the number of overall complaints being closed  (before30 days) 
• by the 14th October, 2024 – we are currently on trajectory to achieve 100% compliance 

based on the current closure and complaint received rates.

Recovery

Current Status as of 29th July 2024

• Number of open complaints – Number of Complaints open less than 30 days – 10 
• Number of Complaints open between 31 and 180 Days - 3 
• Number of complaints open over 180 days – 1
• Number of Total Overdue complaints – 4

Themes and Trends:

19

Incidents: During Q1 (24/25), 574 (increase of 29 incidents as compared to Q4) incidents were 
reported relating to maternity and obstetric services, this accounts for 84% of all incidents reported 
for the Women’s Service for this period. 

Serious Incidents: There has been 1 incident which is subject to a Serious Incident review. The 
case relates to a baby who had Meconium Aspiration at birth.  The case is currently in the process of 
investigation. 

Overall Themes:
Maternal: PPH >1500ml , <10 th centile , Unexpected admission / readmission 
Neonatal: Unexpected Admission to NNU 
Assessment, Investigation, Diagnosis
Improvement Plans reflecting the themes are being progressed.

NRIs
Seven cases open, six overdue :
82639 is the Never Event. 
83767 and 82109 – AHCH cases, Women’s Services now taking lead and review panel date being 
arranged as urgent to cover both cases. 
88545 – Report being updated with panel comments. Plan for QSE 16/08/2024 
90667 – Updates to report being made, plan for Serivce Board 23/08/2024, extension approved to 
30/08/2024 
91788 – Report updated, for QA plan QSE 16/08/2004
98440 – Panel being planned, NRI due 22/08/24

PST requested to close
78222 – Approved at Womens Board and 81460 – Approved at QSE

Inquests: There are five open inquest

Reg 28: 0

Complaints & Incidents



• Birth Rate Plus – Compliant

• NSA – Compliant

• Medical Rota and Labour Ward Cover – Compliant
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Workforce Governance – Our People and Organisational Development

• PROMPT Compliance 
     - Midwifery 91.69%
     - Medical 80.63%

• Medical Appraisals - 95%

Training and Appraisal Compliance



Women’s People and Culture Work – includes:

• Staff Engagement Programme

• Diversity and Cultural Competency Programme

• Promotion of Compassionate Leadership

• Civility and Psychological Safety/ Speak Out Safely

• Standardisation of Induction for Leadership Roles

• Review of PADR process

• Walk in their Shoes Shadowing

• Professional Development Opportunities

• Commissioning, Recruitment and Retention Strategy

21

Staff Engagement



HOW WE LEARN AND IMPROVE
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Women’s Continuous Improvement Approach

• Ensure services are safe, reliable, accessible, equitable, effective and people-centred

• Avoid preventable harm

• Apply a Value-based approach to improve outcomes

• Maximise Learning and Sharing

• Use the learning to inform Planning, Development and Improvements
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Outcome 5 - Recognition of BCU as a learning 
and self-improving organisation

Goblygiadau rheoleiddio a lleol:
Regulatory and legal implications:

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

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

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

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

N/A
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QSE Committee – Quality Report – August 2024

INTRODUCTION

For the NHS in Wales, quality is considered to be defined as continuously, reliably, and sustainably 
meeting the needs of the population that we serve. In achieving this, under the statutory Duty of 
Quality, Welsh Ministers and NHS bodies will need to ensure that health services are safe, timely, 
effective, efficient, equitable and person-centred. Underpinning these domains are six enablers, 
which are leadership, workforce, culture, information, learning and research and whole-
systems approach. These domains and enablers form the Health and Care Quality Standards for 
Wales introduced in April 2023 through statutory guidance.

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

The report is structured around three components of quality: Patient Safety, Patient and Carer 
Experience and Clinical Effectiveness, with a separate section covering Healthcare Law and 
Regulation. This reflects the organisational management arrangements for quality leadership in the 
Health Board. 

PATIENT SAFETY

PATIENT SAFETY INCIDENTS 

Oxygen ‘no flow’ incidents 

An SBAR paper was presented to the BCUHB Medical Gases Group related to the ‘no flow’ oxygen 
incidents occurring in the Health Board involving BOC CD cylinders. The great majority of incidents 
arise because the Main Valve has not been opened (in addition to the Flow Selector). This problem 
has been recognised in national reports and alerts over several years (HSIB 2018, NHS 
Improvement 2018, Welsh Govt 2023)
 
The Health Board have agreed for the oxygen training to be mandatory and available on ESR. The 
first draft of content for the e learning slides has been completed and being designed for the platform 
including embedding the BOC you tube video for instructions for use of the CD cylinder, additional 
slides and an assessment. The package will also guide the staff to complete their competencies in 
practice. Confirmation of staff groups and position numbers that need to be attached to the training 
is also being completed. Timescales are officially 3 months to place on the platform however 
generally completed in 6 weeks. In the interim monthly face to face sessions are continuing, in house 
train the trainer and CD cylinder awareness on resuscitation training.
 
Labels have been developed that are attached to the handles of the cylinder that have been piloted 
across the Health Board that ask the user 'Am I on?'  These have now being professionally printed 
with pictures of the 2 controls to prompt staff at the point of use. Consideration of how these are 
attached so they are not directly on the cylinder (BOC guidance) and avoiding the use of rubber 
bands is being explored.
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BOC are now developing a ‘single control’ cylinder – ‘Vision’ valve which would address most risk 
issues related to no flow incidents. Prototype demonstration has taken place in July 2024 but these 
will not be available for approximately 12 months. 
 
Patient Falls

The following falls were reported in May/June 2024:
 

 May 2024 Jun 2024 Total
None 75 74 149
Low 251 230 481
Moderate 38 47 85
Severe 3 2 5
Total 367 353 720

 
The third Health Board desktop review for the HSE improvement plan took place on 28th May 2024 
with the aim to review progress and support against the actions within the overarching improvement 
plan which includes actions following HSE notice, Internal Audit review and KPI’s for the National 
Audit of Inpatient Falls. 
 
Selected actions identified and also discussed in the strategic inpatient falls group:

• Sharing examples of good practice:
Falls Champion for Gladstone ward Deeside Community Hospital shared their experiences and 
success with sustained quality of Falls and Bone Health Multifactorial Assessment (FBHMA) and 
the implementation of the I must detail on patients above bed boards.

• Agency induction:
Health Board task and finish group commenced reviewing the induction checklist and process for 
Agency workers into the Health Board and onto our wards with an emphasis on Falls Prevention 
and accurate assessment. Reporting the Agency uptake of Health Board Falls Prevention E 
learning packages is an action within the overarching Health Board improvement plan.    

• Training: 
There has been a dip in compliance for Falls Prevention E learning 1a and 1b training due to a 
number of staff requiring renewal (2 yearly renewal) but it is slowly improving month on month. 
Below is overall compliance for Falls E learning and Health Board moving and handling. All IHC’s 
and Divisions are aware of own compliance and areas of additional focus required.   

 
Permanent / Fixed Term Temp May-24 Jun-24

Falls 1A 80.11% 81.72%
Falls 1B 79.31% 80.79%
M&H level 1 87.94% 88.21%
M&H level 2 71.28% 71.61%
Bank / Locum / Honorary May-24 Jun-24
Falls 1A 62.64% 63.30%
Falls 1B 62.16% 62.54%
M&H level 1 71.29% 71.44%
M&H level 2 61.47% 61.87%

 
IHC’s and Divisions have highlighted areas of good quality risk assessments and interventions 
however consistency of quality and detail within the risk assessments remains the challenge. Peer 
reviews with feedback on quality are continuing.
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Pressure Ulcers

The following healthcare acquired pressure ulcers (HAPU) were reported in May/June 2024:
 

 May 2024 Jun 2024 Total
None 27 24 51
Low 399 435 834
Moderate 117 113 230
Severe 6 6 12
Catastrophic / Death 1 0 1
Total 550 578 1128

 
Recurrent themes of learning that have been identified from weekly HAPU review across all IHCs 
for avoidable incidents are incorrect grading of pressure ulcers and poor completion of Purpose T 
risk assessment. The WNCR dashboard allows ward managers and matrons to have regular 
oversight of compliance within each area enabling data to be reviewed in regards to compliance of 
initial assessment and ongoing update of Purpose t and skin and repositioning.
 
Tissue Viability Nurses (TVN) are continuing to offer face to face sessions each month and 
‘soundbites’ of education are being developed for the Betsinet tissue viability page. Mandatory 
training on ESR is progressing with the workforce and organisational development team.
 
Central IHC have formed a subgroup with support from the Associate DON, and the Health Board 
medical photographer to develop a Standard Operating Procedure (SOP) for guidance in obtaining 
a medical photograph of pressure ulcers and wounds. Once completed the purchasing of cameras 
for areas will then be reviewed and progressed and shared across the Health Board.
 
Following dissemination of the traffic light system of reporting, and communication via Datix from the 
HAPU lead to notify of incident severity categories, improvements have been identified with the 
correct reporting of incident severity with pressure ulcers.

Medicines Management

Work is ongoing to review the current independent second practitioner check requirements for 
medicine administration. Once complete, recommendations will be presented to PSG for approval.  
This is part of the scoping exercise to review the publication of the Medicines Administration, 
Recording, Review, Storage and Disposal (MARRs) document and alignment to BCUHB medicine 
policy. 
 
Following a theme of failure of second checking errors in West IHC, which is reflected across the 
HB, work is underway to launch a series of video training sessions that will be launched for all IHC’s 
and services, to reinforce the key messages;

• Staff must have completed second checking competencies before undertaking a medicine 
check. 

• The medicine check must be completely independent (training video to demonstrate and 
provide practical tips on how to check in a time efficient manner). 

• Reinforcement of the patient safety consequences of not correctly second checking. 

East IHC have identified learning and actions from medication incidents:

• HARMS prevention study days remain ongoing and are well attended, with discussion led by 
Medicines management nurse regarding incidents and the role all staff play in safe 
administration and medicine management. 

• Individual support provided to staff by Medicines management nurses where themes are noted 
or a request for additional support from staff themselves or ward managers is requested. 
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• Medication safety training for the new starters and non UK registered nurses in pharmacy 
orientation and correct escalation process.

• Escalation of themes and issues BCUHB wide in presentation and sharing at Safe Medication 
Steering Group 

• Ongoing BCUHB wide distribution of Stop and Think series for both prescribing and 
administration errors monthly 

• Additional communications distributed relevant to changes implemented from learning from 
HARMs meetings 

 
Incident Management

There are a high number of open incidents across BCUHB, some from 2022/2023. A workshop 
approach based on feedback and risk assessment has been approved by the Executive DON and 
supported by NHS Executive to address the backlog of incidents that require a management and 
closure plan to extract any new learning from incidents of patient pressure damage, patient falls and 
low/no harm incidents. 
 
The workshops will be held with key manager/leads to review and identify new learning to inform 
local improvement plans and monitor red flag areas. Agreed process and narrative to close datix has 
been suggested. 
 
The workshops are in support to the IHCs/Divisions for their improvement plans to address the open 
incidents and initial focus is for a review of the HAPU incidents which are the greatest number. The 
approach is to undertake a cluster/thematic review of the backlog, similar to the learning from 
nosocomial reviews which NHS Executive are supporting with the methodology.
 
Timely progression of incidents to ILP remains an issue. The Patient Safety Team provide weekly 
update to all IHC/Divisions to allow tracker for the outstanding cases required for ILP with positive 
response, most notably highlighting where support is required to progress the review with escalation 
for those currently overdue which may also be linked to an inquest and Nationally Reportable 
Incident (NRI)
 
The current ILP process has been adjusted from once weekly to daily review of incidents as they are 
submitted to allow a more timely response for those already delayed.
 
Nationally Reportable Incidents

From 01st May – 30th June 2024, 19 National Reportable Incidents (NRIs) occurred, and 34 
notifications were submitted, including combined notification / outcome forms relating to incidents 
occurring in the months prior e.g. Health Care Acquired Pressure Ulcers or falls with harm which 
have been awaiting outcomes from harms meetings. The total number of NRI investigations that 
were open as at the end of June 2024 was 63, of which 32 were overdue closure with NHS Wales 
Executive. This is reduced considerably from May 2024 where there were 80 open.
 
72 NRI Outcome forms were sent during May and June (increase of 15 from previous months), of 
which 20 were for combined forms relating to HAPUs/ falls, and the remaining 49 were outcome 
forms for all other incident categories. 3 downgrades following further review where no harm was 
confirmed. Further detail and learning can be found in the confidential quality report.
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Never Events

Two never events have been reported broken down as below, investigations are in progress.
 
 Never Event reported Total
Administration of medication by wrong route 1
Retained foreign object post procedure 1
Total 2

PATIENT SAFETY ALERTS

There are no outstanding All Wales patient safety alerts.
 
There is one alert not issued by the NHS Wales Executive and therefore compliance is not required 
for submission. However, the Health Board are still collating compliance as good practice and is now 
being managed by the Beds Management monthly meeting.
 

• MDA/2023/03 / NatPSA/ 2023/010/MHRA - Medical beds, trolleys, bed rails, bed grab 
handles and lateral turning devices: risk of death from entrapment or falls.

SAFEGUARDING 

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

Safeguarding Governance Update

A review of the Safeguarding, Governance and Performance Group [SGPG] membership remains 
underway to ensure Safeguarding Reporting and Governance is in-line with the Health Boards 
Organisational Framework. The last SGPG was cancelled at short notice due to the high number of 
apologies and this was reported into the Quality Delivery Group [QDG]. The next meeting is due to 
take place on the 30th July 2024. 

A review is taking place of the Safeguarding Forums for the period 2023-2024 and consideration will 
be given to any actions in line with BCUHBs Governance structures.

The Safeguarding Governance and Performance Group ensures a BCUHB overview of 
Safeguarding Quality and Assurance, to ensure BCUHB is compliant with the Social Services and 
Well-being Wales Act 2014 and supporting legislation and guidance.

Datix Safeguarding Module Update

To introduce an All Wales NHS Safeguarding Report form, there is a proposal for all Health Boards 
across Wales to implement the use of the Datix Cymru Safeguarding Module from the 1st October 
2024. The Safeguarding Network and Once for Wales team are supporting discussions with the 
Safeguarding Board and our Local Authority partners. An NHS Wales stakeholder Task and Finish 
Group has been put in place to navigate the proposed transition to the Datix Safeguarding Module 
which we, the Safeguarding and Public Protection Team are engaging in.
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Adult and Child at Risk Reporting

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

June 2024 recorded 154 Adult at Risk Reports submitted across Health Board.  There was a slight 
increase aligned to reports submitted from the East and Central, with the West experiencing a small 
decrease in reporting. A review of reporting is undertaken monthly, no additional concerns, themes 
or trends were noted with reporting in-line with legislative processes to maintain patient safety. 

There we four hundred and fifteen (415) Child at Risk Reports submitted by the Health Board in June 
24 which is slightly higher than the monthly average. The under 5 year old category saw the highest 
reporting rates which is a consistent trend and reflective of the national picture. The East IHC 
accounted for two hundred and eight (208) reports which equates to 50.1% of the reports, this is 
consistently the position.

Over the past twelve (12) months the Health Board have observed an increase in Child at Risk 
Reporting which includes Child at Risk concerns and those identified as having care & support 
needs. There are a number of factors contributing towards the increase of reporting which include 
local, national and international factors.

On a locality basis, there have been expansions to Flying Start catchment areas. These are identified 
by the Welsh Government and recognise areas of deprivation and need for children and families.  

On a National basis there have been continued impacts associated to the cost of living crisis. This 
has contributed adversely to household incomes and Health Practitioners have been able to discuss 
and identify care and support needs with families. 

Increasing socio-economic concerns for children and families continue to present a concern 
evidenced via referrals to foodbanks, early help support, and our Child at Risk Reporting.

On an International basis, the challenges associated to the Ukraine War continue to have an impact 
on children, adults and families. The Safeguarding and Public Protection Team continue to be a 
visible presence across the Health Board, completing training and offering advice and support to 
ensure the Health Board adheres to statutory legislation as well as local, regional, and national 
policies and procedures.  

Violence Against Women, Domestic Abuse & Sexual Violence (VAWDASV) Update 

There is an increasing number of child-on-parent abuse incidents being reported resulting in a 
challenging position that presents the victim/perpetrator debate in relation to the family setting. The 
Safeguarding Team attend the VAWDASV Board and MARAC Steering Group where these themes 
and trends are discussed.  Actions to address these concerns are under negotiation with next steps 
to be considered and reported in Q3 and Q4. 

The recently launched, ‘North Wales without Violence: North Wales Serious Violence Response 
Strategy 2024’ which is the first ever strategy of its kind, is a landmark document that marks a turning 
point in our collective efforts to create a safe and more just region.  The Health Board are a key 
partner agency and have engaged in discussions and actions throughout the consultation and 
implementation stage.  This work is ongoing with updates provided to Health Board services through 
the Safeguarding Performance and Governance Group.
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Practice Reviews Update

In accordance with The Safeguarding Boards Wales (Functions and Procedures) Regulations 
(2015), Regional Safeguarding Children Boards (RSBs) have a statutory responsibility to undertake 
multi-agency Child Practice Reviews (CPRs) and Adult Practice Reviews (APRs) in circumstances 
of a significant incident where abuse or neglect of child or adult is known or suspected. The key 
purpose of practice review is to identify any steps that can be taken by RSB partners or other bodies, 
to achieve improvements in multi-agency protection and safeguarding practice. 

There are currently twelve (12) North Wales Safeguarding Children’s Board (NWSCB) 
commissioned CPRs in North Wales. Three (3) reviews are completed with ongoing Action Plans, 
two (2) reviews have not yet commenced and seven (7) Reviews are in progress. 

Themes and risks of reviews vary across the region and include:
• Childhood Neglect
• Disguised compliance
• Professional Curiosity
• Impact of COVID19 upon family engagement and identification of concerns or understanding 

lived experiences
• Abusive head trauma
• Domestic Abuse
• Cannabis use 

These themes are reflective of emerging themes in reviews across Wales. It is hoped that the 
implementation of the 12Cs, Collective Safeguarding Responsibility Model (2023) will promote a 
collaborative approach to develop a better understanding of repeating emerging themes. 

The implementation of the 12Cs Model was a recommendation from the Risk, Response and 
Review: Multi-Agency Safeguarding. A Thematic Analysis of Child Practice Reviews in Wales 2023.
There is currently one (1) active APR in North Wales.  The North Wales Safeguarding Board 
published this APR on July the 25th 2024.  The learning identified for the Health Board has/is being 
implemented and will be monitored and reviewed at Safeguarding Forums and the Safeguarding 
Governance and Performance Group, and then reported into the Quality Delivery Group.  Actions 
from the APR recorded the need to ensure that the personal history of an individual who is known to 
services and is either currently or at risk of harm, abuse or neglect is made available to practitioners 
who are involved in their care and treatment (in-line with consent and GDPR policies). This will 
ensure that individuals do not need to repeat or revisit historical incidents in their lives and that 
information is added regularly to their personal history to support intervention from practitioners. 

All North Wales Regional Safeguarding Board partners should implement the North Wales Self-
Neglect Protocol and convene an initial meeting in line with the protocol.  There is a further 
recommendation to support GP involvement in self-neglect and safeguarding meetings.  Whilst the 
nature of all GP practice activity means that attendance at any multi-agency safeguarding meeting 
is difficult, there should be consideration as to how to ensure that information and advice from the 
GP is made available to the Safeguarding process.

There are currently Six (6) ongoing Domestic Homicide Reviews (DHRs) across North Wales.  Four 
(4) DHRs are complete, three (3) reports remain with the Home Office awaiting approval. One (1) 
report has been returned as approved.  Action plans to address identified learning are commenced 
prior to Home Office approval to avoid any delays.

A review of all action plans will be undertaken to identify further themes and trends.  Monthly Quality 
Assurance Meetings chaired by the Head of Safeguarding Children are in place. This offers the 
opportunity for Panel Members, Reviewers and Chairs within the Safeguarding & Public Protection 
Team to have peer supervision of their CPR, APR and DHR engagement, whilst identifying 
challenges, risks, themes and trends. The Group also consider issues for immediate escalation to 
the Director of Safeguarding & Public Protection.
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Single Unified Safeguarding Review (SUSR)

The Single Unified Safeguarding Review (SUSR) is a single review process incorporating all reviews 
in Wales. This ensures affected families can expect a swift and rigorous review process. The SUSR 
aims to reduce delay, improve the identification of themes, trends and inform national priorities and 
reduce duplication. The SUSR is due to be launched by Welsh Government in October 2024.

Thirlwall Inquiry Safeguarding Update 

On the 30.08.2023 a public inquiry was commissioned to look into the events at the Countess of 
Chester Hospital, and the implications of those events. The Inquiry is divided into three parts:

Part A: Will explore the experience of parents of the babies named on the indictment.
Part B: Will consider the conduct of people working at the hospital and how a nurse was able to 
commit the crimes.
Part C:  Will look at the wider NHS, examining relationships between various groups of professionals, 
the culture within hospital and how these affect the safety of newborns in neonatal units.

The Safeguarding and Public Protection Team are fully engaged in the Health Board response to 
the Inquiry and provide expert safeguarding and public protection advice and guidance. 

New Child Practice Review 

Following the conclusion of high profile criminal court case, the North Wales Safeguarding Childrens 
Board have commissioned a Child Practice Review (CPR) to explore learning and support future 
practices. This review commenced in July 2024.  The Health Board will be represented by the 
Director of Safeguarding and Public protection. 

Safeguarding People Living with Dementia

A key recommendation from the HASCAS and Ockenden Reports was the recruitment of a Specialist 
Dementia Care Safeguarding Lead for the Health Board.  This was achieved in 2022.  The role 
supports and evidences the need to work within the aims and objectives set out in the Welsh 
Dementia Strategy and The Hospital Charter.  In addition to the specialist advice and support 
provided by the Safeguarding Dementia Specialist they engage in Dementia Care Mapping for the 
Health Board.  This helps us to understand the experiences of care from the perspective for the 
people living with Dementia and to inform improvement in patient care to drive forward an 
individualized, person centered approach.

To date in 2024-25 more than 31% of Adult at Risk Reports submitted by the Health Board recorded 
that the individual had a diagnosis of Dementia. Work is ongoing across the Safeguarding Agenda 
and in collaboration with our Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards 
(DoLS) colleagues to strengthen Health Board staff understanding of the MCA as there are inherent 
links between Mental Capacity and Dementia care. 

MCA and DoLS Update

The implementation of the Mental Capacity (Amendment) Act 2019 and the Liberty Protection 
Safeguards (LPS) was placed on hold by UK Government prior to the General Election in July 2024.  
However, it was announced within the Kings Speech (July 2024) that the priority for the Minister 
would be the reform of the Mental Health Act prior to any work in addressing the current DoLS 
process and the proposed/delayed implementation of the LPS. 

Welsh Government (WG) continue to ensure additional funding is available to strengthen the current 
DoLS system and implement elements of the LPS. We follow WG directives by promoting MCA 
awareness and delivering MCA training whilst addressing the DoLS backlog (legal term for 
applications awaiting authorisation).  
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The MCA/DoLS National Workforce Group continues to focus on the MCA and DoLS enabling 
stakeholders to jointly consider issues of local concern that may have a wider or national relevance 
and provide a forum for joint working on national projects.

INFECTION PREVENTION AND CONTROL 

The HABITS campaign continued with Asepsis and ANTT a continued focus. The focus for July will 
be around isolation.

When compared to other Health Boards, BCUHB are:

1st for MSSA & Klebsiella spp. bacteraemia (i.e. lowest infection rates)
2nd for Pseudomonas aeruginosa bacteraemia 
3rd for C.difficile
5th for E. coli and MRSA bacteraemia 

This is an improved position for MRSA since the previous month, with C.diff, E.coli, Klebsiella 
and MSSA remaining the same. We have fallen back slightly with Pseudomonas.

The ADoN IPC attended and presented at the All-Wales Cepheid user group to further 
understand the benefits of PCR for rapid testing and is developing an SOP to ensure this 
is used optimally for prompt detection, isolation and treatment. 

The IPT continue to review their programme of work/ways of working to ensure compliance with 
the IP Code of Practice and enhanced visibility across the Health Board.

OTHER PATIENT SAFETY CONCERNS AND IMPROVEMENTS 

Extravasation (the accidental leakage of any liquid from a vein into the surrounding tissues when 
administering solutions such as medication)

Following an incident that was reported about extravasation injuries to a patient it was evident 
following the MIS that there are significant gaps in the knowledge base and guidelines around 
extravasation at ward/unit level including recognition, management, high risk drugs and access to 
extravasation kits etc. Whilst this occurred in one site, the issues may not be unique to the area. 
 
A BCUHB Task and Finish group has been set up to explore this issue and to facilitate improvements. 
The group will consist of vascular access specialists, pharmacy, medicines management, nursing 
and medical staff. Tesni Sullivan, Lead Vascular Access Nurse has agreed to lead this group and 
the first meeting took place on 5th July 2024.
 
Communication theme

The Women’s division has identified that there is one theme which can be found in incidents, 
complaints and perinatal mortality reviews, that of Communication. This relates not only to 
communication with patients and family’s but also between our own staff and other departments and 
organisations. Work has been commenced in relation to training staff in relation to civility by providing 
all Womens Services staff with specific training which has been developed by the Mat/Neo Lead 
midwife and the Clinical Supervisor of Midwives. The roll out of the training has been very successful 
which has led to the training being adopted by the Health Board for wider organisational role out. 

GROW antenatal assessment

The reporting of incidents related to deliveries of baby below 10th centile is mandatory as part of the 
Saving Babies Lives initiative and part of the BCUHB Saving Babies Lives action plan.  As part of 
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the ongoing development of fetal wellbeing monitoring, an updated version of the GROW antenatal 
assessment has been introduced called GROW 2.0. The update includes newer software for plotting, 
reviewing and visual alerts for staff concerns with a baby’s growth. This is supported with a new app 
which staff can use to calculate a baby’s growth rather than using graph plotted on paper and a set 
square to make the calculation. 

Incident learning system 

Members of BCUHB have been involved in the UK Health Security Agency working party, developing 
an incident learning system for clinical imaging, MRI and nuclear medicine.  The system has now 
been published and BCUHB are to pilot the learning system as part of the All Wales roll out.

New Methotrexate chart now in use to improve safety

A new Methotrexate prescription chart is now in use across the Health Board, designed to promote 
good practice and improve medicines safety. This work came about following learning from 
methotrexate incidents. 

Now, the new separate chart must be used when prescribing methotrexate, with 
an additional guideline to promote good practice and safety when using 
methotrexate which can be found on this page. 

Methotrexate is a immunosuppressant used mainly for inflammatory conditions 
such as rheumatoid arthritis. It can be toxic if taken in excessive amounts, 
WEEKLY dosing minimises side effects while maintaining therapeutic level. 

Adhering to the prescribed dosing schedule is crucial to minimise harm while optimising treatment.   

PATIENT EXPERIENCE  

COMPLAINTS   

During 1st April 2024 to 30th June 2024, the Health Board received 757 complaints, 620 of those 
were managed under Putting Things Right, an additional 106 were resolved as Early Resolutions 
and 31 complaints re-opened (re-opened concerns refer to complaints which have been re-opened 
due to additional questions raised or dissatisfaction with the initial response).
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The majority of the complaints related to Secondary Care Services, with a significant rise in 
complaints relating to 
 

• Incorrect / Insufficient Treatment or assessment 
• Delay Lack of treatment / assessment 
• Delay / Lack of diagnosis
• Delay in appointment/ Waiting Time / transportation 

 

Thematic Analysis
 
Communication with Patient/Service User and Attitude and behaviours of clinical staff have remained 
consistent with small statistical variances in range. The assumption that that lack of communication 
regarding planned care appointments may have contributed to this rise, as those specific complaints 
were aligned to subject codes delays / lack of treatment or assessment.
 

 

 
Complaints Performance
 
There were 270 overdue complaints in total at the end of June 2024. 
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The complaints performance improvement Trajectory (Linear Model) to support the achievement of 
the performance target for complaints closures by the 14th of October 24 for compliance of 75% of 
complaints responded to within less than 30 working days is on track.

 
All IHC and Specialist Services are on Track to be compliant with the 75% target of overdue 
complaints with exception of the Central IHC who will be 61.34% compliant by the 14th Oct, 2024 
with their current closure rate. A wrap around support is being put in place to support and increased 
focus will be applied to recover the position.

Complaints Received / Closed

1st April 2024 – 30th June 2024

The number of complaints received in comparison to the number of complaints closed is negatively 
impacting the overall total open complaints position. Although we are closing more complaints than 
we are receiving, there is a continual up trend of complaints received, resulting in a lower drop of 
overall complaints 

To meet the current complaints performance improvement trajectory, a separate thematic analysis 
has been completed, and submitted to the Executive Team and operational leads, to inform 
improvement initiatives over the next 3 months.

There is a statistical correlation between complaints rising, during the period where additional 
scrutiny in addressing the backlog has taken place. A significant number of grade 1 and 2 complaints 
are going over the 30-day threshold, suggesting there is not enough resources to provide timely 
responses, or that there needs to be a reallocating of existing resources to see improvements in this 
area. 

Our Emergency Department and Outpatient departments within the three hospital sites are the main 
source of complaints, and where their needs to be additional focus across the IHC’s.

The closure rate within 30 working days has improved from 39.5% to 44.22%, this is evident following 
the increased scrutiny by the Directors of the IHC to promote early resolution and closure to 
complaints. 
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Improvement Initiatives
 
Business Intelligence - The IRIS Dashboard has enabled complaints performance data to support 
the complaints trajectories for the IHC and support services since the 1st of June 2024. 
 
Improvement Collaborative  - Ongoing work continues in relation to the Complaints Improvement 
Collaborative which commenced in June 2024 focussing on Tests of Change to support the 
improvements in the overall complaints position.
 
Scrutiny Meetings - Each Integrated Health Community (IHC) has adopted weekly Putting Thing 
Right Meetings to manage the progress of complaints received. 
 
The Deputy Executive Director of Nursing continues to lead weekly improvement meetings with the 
services, targeting support to facilitate resolution of complaints. 
 
Integrated Complaints / Mortality / Incidents policy  - An integrated approach to the BCUHB 
management of complaints / mortality and incidents, including standing operating procedures, joint 
policies and standardised templates, which should improve both efficiency and accuracy is being 
undertaken. 
 
Grade 1 and 2 complaints  - Increasing the ownership of IHC’s to close Grade 1 and 2 complaints 
once they have reached conclusion, reducing the administrative burden of corporate QA and 
Approval. This will ensure timelier responses for the public to their concerns.

Consent - Consent will be reduced to 10 working days (two weeks) from the date the complaint was 
received to align to other health boards across Wales.

Planned Care – The 3P’s - The patient experience team are working closely with the development 
of the 3P’s approach, which will prioritise, diagnosis and treatment, increase health service capacity 
and provide better information and support to patients, including setting appropriate expectations 
and improving communication.
 
Future Priorities
 
Pro-active engagement with the 3 P’s team to ensure a consistent approach to the experience of 
patients awaiting planned care treatment to support an improved experience and a reduction in the 
Planned Care Complaints. 

• Further enhance the IRIS Dashboard to support a qualitative model for data for the IHC’s 
and Specialist Services. 

• To undertake quarterly triangulation of quality data identifying themes and trends
• Implementation of an agreed training plan for the Corporate and Operational teams in 

relation to Complaints Management and PALs
• Implementation of the Telephony System to support an improved single point of contact for 

the public to raise concerns/enquiries. 
• Commence a formal campaign to promote how to raise concerns
• Complete the review of the Complaints Policy once the Integrated Complaints/Incident and 

Mortality Review Framework has been approved by the Board. 
 

 Complaints Compliance
 

External Review - Welsh Risk Pool Assessment undertaken on the 13th June 2024 to consider 
compliance of BCUHB in relation to the regulatory and Putting Things Right (PTR) procedural 
requirements. A final report will be issued to the BCUHB.
 
Internal Review – Internal audit for 2024 includes a review of Complaints Management. 
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PATIENT FEEDBACK  

From 1st April 2024 – 30th June 2024, PALS supported the resolution of 1685 enquiries, 271 
compliments were received in writing and 88 suggestions were also received. Key themes identified 
from PALS enquiries include:
 

• Delays in appointments/ waiting times
• Delay/lack of treatment or assessment
• Communication with patient/family

 
PALS continue to work with Integrated Health Communities and Specialist Services to identify and 
support areas where there is an increase in the number of PALS enquiries/dissatisfaction, with the 
aim to encourage local resolution of concerns or enquiries. Examples of support provided to services 
by PALS include; proactive work to provide resolution to Insourcing and Orthodontics enquiries, and 
support to Managed GP practices who receive a high number of PALS enquiries.
 
CIVICA Results and Rollout
 
From 1st April 2024 to 30th June 2024 the Patient and Carer Experience Team received 13,266 All 
Wales Real Time Feedback survey responses via the Civica feedback system. 81.03% of 
respondents were satisfied with their overall experience of accessing Health Board services.
 
Key findings from the real-time patient survey feedback include:

• 81.17% of respondents were always given all of the information needed
• 84.28% of respondents always felt listened to
• 81.04% of respondents felt that staff always took the time to understand what mattered to 

them as a person and took this into account when planning and delivering their care.
 
There has been a slight increase in responses from the All-Wales Emergency Department 
national patient feedback survey than previous quarters. In this reporting period, 92 All 
Wales Emergency Department (ED) survey responses were received via Civica All Wales 
Feedback System. 
 
Below are key findings from the All-Wales Emergency Department Real-time Feedback 
Survey: 

• 78.57% of respondents felt from the time they needed to use this service they waited much 
too long

• 26.80% of respondents always felt listened to
• 23.71% of respondents always got assistance when needed
• 33.33% of respondents always felt things were explained in a way that they could 

understand.


