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Bundle Quality, Safety & Experience Committee 28 January 2020

9.30am Boardroom, Carlton Court, St Asaph, LL17 0JG

Note - Pre Meeting of Independent Members to take place at 09:00
OPENING BUSINESS AND EFFECTIVE GOVERNANCE

09:30 - QS20/1 Chair's Opening Remarks

QS20/2 Declarations of Interest

QS20/3 Apologies for Absence

09:32 - QS20/4 Minutes of Previous Meeting Held in Public on the 19.11.19 for Accuracy, Matters Arising
and Review of Summary Action Log

QS20.4a Minutes QSE 19.11.19 Public V0.03.docx
QS20.4b Summary Action Log QSE Public.docx

09:42 - QS20/5 Minutes of Meeting of Joint Audit and Quality, Safety & Experience Committees Held in
Public on the 5.11.19 - for information

QS20.5 Minutes JAQS 5.11.19 Public V0.03.docx

09:47 - QS20/6 Patient Story : Mrs Gill Harris
QS20.6 Patient story ICAN.DOCX

10:02 - QS20/7 Quality/Safety Awards and Achievements : Mrs Gill Harris
Verbal update

FOR DISCUSSION

10:07 - QS20/8 Annual Plan Monitoring Report - Dr Jill Newman

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

QS20.8a Annual Plan Progress Monitoring Report Coversheet.docx
QS20.8b Annual Plan Progress Monitoring Report Appendix 1 December 2019 FINAL.pdf

10:17 - QS20/9 Integrated Quality & Performance Report - Dr Jill Newman
Recommendation:

The Quality, Safety and Experience Committee is asked to scrutinise the report and to consider whether any

area needs further escalation to be considered by the Board.
QS20.9a IQPR Coversheet.docx

QS20.9bIQPR Appendix 1 December 2019 FINAL.pdf

10:27 - QS20/10 Endoscopy Update : Mr Adrian Thomas

Recommendation:

The Committee is asked to continue to support the increased level of focus on the design and
implementation of the recovery plan to address the core capacity improvement, backlog reduction and
sustainable solutions for endoscopy services across BCUHB working closely with the National Endoscopy
Programme Board and the Delivery Unit to deliver both shorter and longer tem plans.

QS20.10 Endoscopy Update January 2020 v1.0.docx

10:37 - QS20/11 Occupational Health & Safety Q3 Report : Mrs Sue Green

Recommendation:
The Committee is asked to:
1. Note the position outlined in the Quarterly Report.

QS20.11 Occupational Health and Safety Q3 Report_final reformatted.docx

10:47 - QS20/12 Patient Safety Report : Mrs Gill Harris

Recommendations:

The QSE Committee is asked to:

1. Note specific highlighted areas: overall patient safety incident reporting, Never Events, notable inquests
(including 1 Prevention of Future Death Notice), overall complaints, Section 16 PSOW Report, upcoming
significant claim and the safety alert non-compliance position.

2. Be aware of the possible triangulation between increase patient safety incidents, complaints, OTS and
litigation and the further analysis into this now underway.

3. Note the ongoing work of the quality improvement collaboratives and planned improvement work:
including review of various Health Board processes and implementation of the Datix IQ Cloud.

4. Note the increase in Welsh Risk Pool costs.

5. Receive this report and provide feedback on its evolved content and layout.

QS20.12 Patient Safety Report Q2 and Q3_reformatted.docx
11:07 - Comfort Break
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11:17 - QS20/13 Mental Health and Learning Disabilities Exception Report : Mrs Lesley Singleton
Recommendation:

The Committee asked to:

1.Note progress made related to:

» Compliance with the Mental Health Measure, people classified as Delayed Transfers of Care (DToC) and
people placed out of area

* Lessons Learned from incidents

» HIW outstanding actions

* Risk register: those managed through locality structures and those overseen by Divisional Directors

» Mental Health Strategy and plans for Quality Improvement

QS20.13 MH Exception Report 2020-01 Final.doc

11:32 - QS20/14 Development of Dementia Services : Mrs Gill Harris

Recommendation:
The QSE Committee is asked to accept the report submitted giving an update on the future of Dementia
services with a focus on ensuring consistency across the Health Board

QS20.14a Dementia Update.docx
QS20.14b Dementia Update appendix 1.docx
QS20.14c update dementia appendix 2.pptx

11:47 - QS20/15 Serious Incidents Report : Mrs Gill Harris

Recommendation:
The Quality, Safety and Experience Committee is asked to receive this report for assurance.

QS20.15 Serious Incident report_reformatted.docx

11:57 - QS20/16 All-Wales Self-Assessment of Quality Governance Arrangements : Mrs Gill Harris

Recommendation:
The Quality, Safety and Experience Committee is asked to scrutinise the report and to consider whether any
area needs further escalation to be considered by the Board.

QS20.16a Cwm Taf Self Assessment Coversheet.docx
QS20.16b Cwm Taf self assessment Appendix 1 final 060120.docx

12:07 - QS20/17 Healthcare Inspectorate Wales — the Health Board'’s position statement : Mrs Gill Harris

Recommendations:

The Committee is asked to:

1. Note the reports and appendices;

2. Approve the proposed tracker improvement actions.

QS20.17a HIW_amended 21.1.20.docx

QS20.17b HIW Appendix A- Corporate Nursing HIW Tracker Tool.docx

QS20.17¢ HIW Appendix B- Follow-up Inspection Wrexham Maelor BCUHB Emergency Department.pdf
QS20.17d HIW Appendix C- Hospital Inspection Glan Clwyd BCUHB Maternity Services.pdf

QS20.17e HIW Appendix D- HIW Standard Operating Procedure.pdf

QS20.17f HIW Appendix E- Corporate Nursing Response.docx

12:22 - QS20/18 Corporate Risk Register and Assurance Framework Report : Executive Leads

Recommendation:

The Quality, Safety and Experience Committee is asked to:

1) Consider the relevance of the current controls;

2) Review the actions in place and consider whether the risk scores remain appropriate for the
presented risks;

3) Consider and approve the reduction in the current risk score for CRRR13 from 16 to 12;

4) Approve the split of the Continuing Health Care and Potential inability of Care Homes to

provide safe quality care risks, with the latter risk being newly formed and proposal for deescalation
and management at Tier 2 by the Executive Director of Nursing and Midwifery;

5) Approve the new risk for escalation onto the Corporate Risk Register.

QS20.18 CRAF Report to QSE v2 amended 22.1.20.pdf
12:37 - QS20/20 General Medical Council Enhanced Monitoring of Medicine Training and Wrexham Maelor
Hospital : Dr David Fearnley

Recommendation:
1. The Committee is asked to note the report and seek any further assurance.

QS20.20 GMC Enhanced Monitoring Medicine WMH V1.0.docx

FOR CONSENT
12:47 - QS20/21 Policies, Procedures or Other Written Control Documents for Approval
QS20/21.1 Review of Open Visiting Policy : Mrs Gill Harris

Recommendation:
The Committee is asked to approve the updated Open Visiting Policy

QS21.1a Open Visiting Policy report.docx
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QS21.1b Open Visiting Policy Appendix 1.docx
QS21.1c Open Visiting Policy Appendix 2.docx

QS20/21.2 Nurse Staffing Levels Policy : Mrs Gill Harris

Recommendation:
The Committee is asked to approve the Nurse Staffing Levels Policy.

QS20.21.2a Nurse Staffing Levels Policy report.docx
QS20.21.2b Nurse Staffing Level Policy Appendix 1.docx
QS20.21.2c Nurse Staffing Levels Appendix 2 Workforce Planning template.xlsx

QS20.21.2d Nurse Staffing Levels Appendix 3 Triangulation of Patient Harm Incidents Report.xlIsx
QS20.21.2f Nurse Staffing Levels Appendix 4 EQIA.docx

QS20/21.3 Clinical Audit Policy : Dr David Fearnley

Recommendation:
The Committee is asked to approve the draft policy and procedure document.

QS20.21.3a Clinical Audit Policy report.docx
QS20.21.3b Clinical Audit Policy Draft V1.15 Appendix 1.docx
QS20.21.3c Clinical Audit Policy EglA v2_Appendix 2.doc

QS20/21.4 Mental Health and Learning Disabilities Division - Resubmission of Policies

Recommendation:
The Committee is asked to:
1. Approve the amended written control documents for implementation.

QS20.21.4a MHLDS WCDs Report.docx
QS20.21.4b Threats to the person in Forensic Establishments Policy Appendix 1.docx

QS20.21.4c¢ Threats to the Person Procedures in Forensic Establishments EQIA Appendix 2.doc
QS20.21.4d Major Incident Protocol Appendix 3.doc

QS20.21.4e Major Incident Protocol EQIA Appendix 4.doc

QS20.21.4f Handcuff Policy MHLD 0041 Forensic Services Appendix 5.docx

QS20.21.4g Handcuff_Policy egia Appendix 6.doc

13:02 - Lunch Break - attendees are reminded to bring their own lunch
13:22 - QS20/22 Quality Safety Group Assurance Report : Mrs Gill Harris
QS20.22 QSG assurance reports.doc

13:32 - QS20/23 Improvement Group (HASCAS & Ockenden) Chair's Assurance Report : Mrs Gill Harris

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

QS20.23 HASCAS Ockenden update report.docx

13:42 - QS20/24 Health and Social Care (Quality and Engagement) (Wales) Bill : Mrs Gill Harris

Recommendation:
The Quality, Safety and Experience Committee is asked to receive this report for information.

QS20.24 Quality Bill.docx

13:52 - FOR INFORMATION
QS20/26 Issues Discussed in Previous Private Session

Recommendation:
The Committee is asked to note the report

QS20.26 Private session items reported in public.docx

QS20/27 Documents Circulated to Members

5.12.19 APPMR for October
19.12.19 QSG Notes of November meeting
21.1.20 QSG Notes of December meeting

QS20/28 Issues of Significance to inform the Chair’'s Assurance Report
QS20/29 Date of Next Meeting

Tuesday 17.3.20

QS20/30 Exclusion of Press and Public

Resolution to Exclude the Press and Public - "That representatives of the press and other members of the
public be excluded from the remainder of this meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be prejudicial to the public interest in accordance with
Section 1(2) Public Bodies (Admission to Meetings) Act 1960."
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Quality, Safety and Experience (QSE) Committee

Minutes of the Meeting Held in public on 19.11.19 in

The Boardroom, Carlton Court, St Asaph

Independent Member (Chair)
Independent Member
Independent Member

Associate Director of Quality Assurance

Associate Director of Safeguarding (part meeting)

Head of Corporate Affairs

Executive Medical Director

Director of Nursing, Mental Health & Learning Disabilities (part meeting)
Executive Director of Workforce and Organisational Development (OD)
Head of Internal Audit

Site Director of Nursing (part meeting)

Senior Associate Medical Director / 1000 Clinical Lead

Director of Performance (part meeting)

Executive Director of Public Health

Director of Partnerships, Mental Health & Learning Disabilities (part
meeting)

Executive Director of Primary and Community Services

Executive Director of Therapies and Health Sciences

Executive Director of Planning & Performance (part meeting)

Agenda Item Discussed

Action
By

QS19/158 Chair's Opening Remarks

The Chair welcomed everyone to the meeting. She reported that the deferred item listed
on the agenda related to a requirement to update the Committee on learning and

improvements from limited assurance audit reports. She would discuss further with the LR
respective leads to ensure they were clear on what was expected.

QS19/159 Declarations of Interest

None raised

QS19/160 Apologies for Absence

Apologies were received from Mrs Gill Harris, Mrs Lyn Meadows, Mr Andy Roach and
Mr Mark Thornton. It was noted that Mr Adrian Thomas would need to leave the
meeting to Chair a national conference call.




QS19/161 Minutes of Previous Meeting Held in Public on the 24th September 2019
for Accuracy, Matters Arising and Review of Summary Action Log

QS19/161.1 The minutes were approved as an accurate record.

QS19/161.2 A matter arising was raised in terms of the RAG rating for crude mortality
rates within the Integrated Quality Performance Report. The discussion at the
September meeting had queried whether the indicator should be green as it was higher
than plan ie; 0.71% compared to plan of 0.7%. The Director of Performance clarified that
for this indicator improved performance is to be below the plan level ie; mortality to be at
or below 0.7% and therefore the report was correct.

QS19/161.3 Updates were recorded against the summary action log. The Chair was
disappointed to note that there were several instances where updates had not been
provided against actions at the time of publication of the papers.

QS19/161.4 The Committee noted that since the last meeting briefing notes had been
provided for members on endoscopy and infection prevention.

QS19/162 Patient Story

QS19/162.1 The Associate Director Quality Assurance presented the paper which
related to the Community Care Collaborative Hub in Wrexham in January 2017. She felt
that the paper told a positive story about responding to and meeting the needs of
individuals and communities.

QS19/162.2 A discussion ensued. Members welcomed the feedback on the hub and
enquired how the model was being rolled out and enhanced. The Director of
Partnerships, Mental Health and Learning Disabilities (MHLDS) Division confirmed that
the Division was taking learning from the early work of the hub to create sustainability
and to build on this through the ICAN model. It was noted that a community hub was
being established in Pwllheli from next week. The Independent Member (Trade Unions)
suggested that information on such community schemes should be shared more widely
with BCU staff as some may wish to get involved or volunteer. The Executive Director of
Public Health supported the value of projects that were not purely health-based and that
a partnership approach was essential. The Executive Director of Primary and
Community Services felt that the story provided an excellent example of social medicine.
Members also noted the clear links with criminal justice and that this type of project
would also have unseen and unexpected benefits.

[Mr M Wilkinson joined the meeting]

QS19/164 Annual Plan Monitoring Report (APMR)
[Agenda item taken out of order at Chair’s discretion]

QS19/164.1 The Director of Performance presented the report for the period as at
September 2019 which had already been discussed by the full Health Board, and
indicated that the next report was due out within the next few days. It was confirmed
that the revised schedule for Board and Committee meetings from April 2020 would
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address some of these sequencing issues but this would be revisited again to ensure the
APMR was as timely as possible. It was also noted that future reports should reflect if
the Board had already scrutinized it and that the recommendation be relevant.

QS19/164.2 It was resolved that the Quality, Safety and Experience Committee note
the report.

JN

QS19/165 Integrated Quality and Performance Report (IQPR)
[Agenda item taken out of order at Chair’s discretion]

QS19/165.1 The Chair suggested that as mental health, including child and adolescent
services, were discrete items on the agenda these can be discussed when those items
are presented.

QS19/165.2 The Director of Performance presented the report. She indicated that more
detail on the infection prevention and control (IPC) element had been provided following
the Committee’s request for more granular information, and a breakdown as to whether
infections were hospital or community acquired. The data showed the prevalence of
community infections as a whole. The Associate Director of Quality Assurance reported
there were a range of positive rates being sustained and the Director of Performance
indicated that performance was in line with national trends.

QS19/165.3 A discussion ensued. A member raised the issue of ‘corridor nursing’ and
whether this affected infection control. The Associate Director of Quality Assurance
acknowledged the requirement to consider the wider nursing environment and ensure
high quality cleaning processes were in place within all settings. She highlighted the
challenge of multiple bed moves in terms of IPC. A continued resource issue in terms of
antimicrobial pharmacists within the central area was also noted. The Chair noted that
the East area was flagged as a major outlier in terms of long waits for psychological
therapies but there was no supporting narrative to explain this. The Director of
Performance stated that there were inconsistencies in how this data was captured and
reported and that the exception reports would be refined as they developed. The
Director of Partnerships (MHDLS) accepted there was an issue with the model in the
East and that the Division had commissioned a review. She undertook to ensure that
future exception reports within the IQPR provided explanatory narrative where a major
outlier was identified, together with timelines for addressing this.

QS19/165.4 The Director of Performance reported that an attempt had been made to
show more trends within the header bars of the report and confirmed that where there
was a plan, performance was monitored against this and not the national target, with the
arrows showing whether there had been a deterioration or improvement. The Chair
found the executive and chapter summaries very helpful. The Director of Performance
drew attention to the executive summary and the need to reflect the improvement in
CAMHS although the recent investment had not yet had the full impact. She also noted
that in terms of the revised national reporting framework it was looking likely that ‘A
Healthier Wales’ indicators and improvement indicators would be utilised, and some
existing indicators stood down.

LS
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QS19/165.5 A wider point was made around the detail and frequency of the IQPR and
APMR reports. The Chair noted that although the IQPR was dependent upon reporting
dates, the APMR was not and therefore should be presented with the latest position. It
was agreed that a schedule would be provided to clarify deadlines for data reporting and
the committee submissions. This would provide members with information on what
information had been reported to which Committees.

QS19/165.6 The appropriateness of the recommendation was considered and the Chair
suggested amendments post-meeting. It was resolved that the Committee would be
provided with a clear reporting schedule to ensure the most up to date information is
provided to each Committee and reduce report duplication.

[Mr A Thomas left the meeting]

JN

QS19/163 Quality and Safety Awards and Achievements

The Committee was pleased to note a range of awards and achievements for the Health
Board including

e Radiographer of year for Wales

¢ Radiography team of year (Ysbyty Glan Clwyd)

e An advanced specialist nursing award from the Nursing Times

e Student nurse award from the Nursing Times

QS19/167 Advanced Paramedic Roles and the Development of Multidisciplinary
Teamworking

QS19/167.1 The Executive Director of Primary and Community Services provided a
verbal update on this joint venture between the Health Board and the Welsh Ambulance
Services NHS Trust (WAST). He reported this was operational across 5 clusters with
practices generally working in pairs with evidence of a good buddying system. An
education framework had been commissioned to be delivered via GP training practices
and a full evaluation would be undertaken on areas of patient experience, the design of
the project, what worked well, areas for improvement and an economic evaluation. The
Executive Director of Primary and Community Services confirmed that a memorandum
of understanding had been agreed with Legal and Risk Services, and funding was
secured through to the end of the first training cohort.

QS19/167.2 Members welcomed the update and felt the scheme was a good example of
partnership working. The question was asked whether there could be influence over
introducing advanced prescribers into other professions, and the Executive Director of
Primary and Community Services indicated this was an evolving dialogue also linked to
the Physician Associates work. The Executive Director of Workforce and OD added that
she had had a discussion with Bangor University regarding the identification of teams
who could benefit from having non-medical prescribers.

[Mr M Wilkinson left the meeting]

Page 4




QS19/174 Children's Services - Healthcare Inspectorate Wales' Thematic Review
[Agenda item taken out of order at Chair’s discretion]

QS19/174.1 The Chair welcomed the clear and concise report. The Executive
Director of Primary and Community Services reminded members that the report gave
an all Wales picture as related to a thematic review, although some specific BCU
inspections had been included.

QS19/174.2 A discussion ensued. A member referred to recommendations 32-33
relating to service models and thresholds between child and adult health services and
enquired as to progress with undertaking a full review as indicated within the paper.
The Executive Director of Primary and Community Services indicated that he was
relatively comfortable with the approach within the larger services (eg; epilepsy,
diabetes) but it was less clear how some of the more niche specialties could address
this, as it was often more difficult to run specific multidisciplinary team clinics and
more difficult to track. The Associate Director of Quality Assurance responded to
another question regarding parents staying with children on paediatric wards and how
the transition to an adult ward was handled. She confirmed there was guidance in
place and invited members to share any examples of this not being followed. The
Chair reported that on a recent visit to the Emergency Department (ED) in Ysbyty
Glan Clwyd (YGC) a comment was made that parents were using ED as a quick
access route to see a paediatrician. The Executive Director of Primary and
Community Services accepted that this perception could exist but he was not aware
of any examples being highlighted to him specifically. He acknowledged however that
there were inappropriate ED attendances by both children and adults. The Executive
Director of Workforce and OD referred to a successful project utilising health visitors
and school nurses within the Single Integrated Clinical Assessment and Triage
(SICAT) to divert paediatric 999 calls from EDs. The Executive Director of Public
Health suggested that there were population and social reasons for increased ED
attendances as very often the more vulnerable individuals without family or other
support networks would turn to an ED facility for help. There would also be a cohort
of the population who were not registered with a GP. A member noted that she was
pleased to see that the paediatric area in the YGC ED was now protected.

QS19/174.3 It was resolved that the Committee:

1. Note the progress that is being made to services for children, young people and
their families.

2. Note the actions being undertaken to address the recommendations within the
review.

QS19/168 Infection Prevention : Second Safe Clean Care review by Jan Stevens
(May 2019)

QS19/168.1 The Associate Director of Quality Assurance presented the report which
summarised significant improvements noted by Jan Stevens since her initial visit in
2017, and also set out several recommendations around leadership, engagement with
medical staff, isolation and personal protective equipment, prescribing, environment,
post infection reviews, sustainability, communication and quantifying benefits.

Page 5




QS19/168.2 A discussion ensued. The Independent Member (Trade Union) referred
to the recommendation for the continued reinforcement of not wearing lanyards and
suggested that if this was also extended to non-clinical staff it may be easier to
implement as a BCU-wide directive. The Associate Director of Quality Assurance
acknowledged that the wearing of lanyards was a known IPC risk and that individuals
within a close proximity of patients and wards should not be wearing them. The
Executive Director of Workforce and OD wondered whether it would make better
sense financially to procure an acceptable alternative on a large scale basis. On the
basis of the discussion the Chair would include this matter within her report to Board.
The Executive Director of Public Health alerted the Committee to a recent letter from
the Chief Medical Officer regarding the strengthening of the health protection service
and noted that elements of that work would support the role of IPC teams. The Chair
felt that the review was positive and demonstrated what could be achieved with focus,
and offered the Committee’s support to those areas still requiring improvement. She
asked that pressure be maintained on medical staff in particular to observe the bare
below the elbow rule.

QS19/168.3 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
note the report and the resources required to address the recommendations and
sustainability for Safe Clean Care campaign and that the Committee supported the
withdrawal of using lanyards across the organisation.

LR

QS19/169 Corporate Risk Register and Assurance Framework Report

QS19/169.1 The extract of the Corporate Risk Register (CRR) which related to those
risks allocated to the QSE Committee was received. The Chair highlighted that the
CRR would be subject to further discussion at the Audit Committee workshop on the
2" December 2019 but asked members if they were content with the current risk
scores.

QS19/169.2 In terms of the separating out of the care home component from CRR03
(Continuing Health Care), the Associate Director of Quality Assurance indicated this
had not yet taken place. Assurance was sought that any risks from the Health and
Safety gap analysis had been appropriately escalated, and the Executive Director of
Workforce and OD confirmed she was content that identified risks had been
appropriately themed, with security having been scored as 20 and therefore being
recommended as a new separate risk. She also noted that the target risk dates on
the two Health and Safety risks may have been misunderstood within the teams and
they should read 18t November 2020 not 2019. This would be amended within Datix.
The Chair asked whether the external Police Support Officer role was at risk and the
Executive Director of Workforce and OD responded that whilst the post itself was not
currently at risk the way the funding was utilised may need to change and she would
pick this up further within the Health and Safety report. The Chair also highlighted
that there had been concerns flagged previously regarding the management and
updating of CRR13 (mental health) and confirmed that the current risk score had
reverted back to the August 2018 score.

SG
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QS19/169.3 It was resolved that the Committee:
1. Note the current controls:

2. Having reviewed the actions in place agree that the risk scores remain appropriate
for the presented risks — pending further consideration at the Audit Committee
workshop

3. Approve the 2 risks (CRR20 and CRR21) for escalation onto the Corporate Risk
Register.

QS19/170 Listening and Learning from Patient and Service User Experience
Report

QS19/170.1 The Associate Director of Quality Assurance reminded the Committee
that the format of Listening and Learning reports had undergone a range of iterations
and continued to evolve to try and better describe the mechanisms for feedback and
how it is utilised to make improvements. She invited comments on the paper.

QS19/170.2 A discussion ensued. It was noted that there were consistently lower
levels of feedback in the West area and the question asked why this was the case.
The Associate Director of Quality Assurance stated that the other areas had had
formal mechanisms for feedback for longer (IWantGreatCare in the East, and the
early Patient Advice and Liaison Service — PALS - was piloted in Central) whereas the
West area had only recently launched its PALS service. There were no underlying
issues of concern it was just a case of now pushing ahead with PALS and
encouraging feedback. It was reported that from December, patient feedback would
be built into ward dashboards across all acute sites and there would be an opportunity
to renew or refresh software as the current contract would come to an end in June
2020. A question was asked regarding the capture of primary care data and the
Associate Director of Quality Assurance indicated that it was likely that comment
cards would be utilised, together with the District Nursing teams to seek feedback. A
member also raised the issue of obtaining the views and feedback from prisoners at
HMP Berwyn and it was confirmed that BCU was looking to develop a bespoke
method for this service. The Executive Medical Director welcomed the focus on carers
but asked how wider family views were also sought. The Associate Director of
Quality Assurance confirmed that cards and questionnaires were routinely offered to
whole families, and that the Robin Volunteers also offered support in the use of
tablets to provide feedback. In terms of out-patient services it was noted that there
were some portable kiosks available however an options appraisal for a more
consistent approach would be considered. A member noted that she was pleased to
see Welsh language aspects coming out more strongly in the paper.

QS19/170.3 It was resolved that the Committee note the report.

QS19/171 Safeguarding and Protecting People at Risk of Harm
[Mrs Michelle Denwood joined the meeting]
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QS19/171.1 The Associate Director of Safeguarding invited comments on the paper
which provided an overview of safeguarding activity for the period April to September
2019.

QS19/171.2 A discussion ensued. A member noted that the report indicated that
Deprivation of Liberty Safeguards (DoLS) had never been audited within BCUHB.
This was acknowledged as not ideal and could be explained in part by the transfer of
responsibility for safeguarding between the Offices of the Medical and Nurse
Directors, however, it was confirmed that an internal audit review was shortly to
commence. A question was raised regarding resourcing of the safeguarding teams
and the Associate Director of Safeguarding confirmed there were currently a

number of vacancies and challenges that were being pursued. She indicated that a
key area of focus was around a review of job descriptions for the Best Interest
Assessors (BIAs) and addressing cost implications from any revised bandings. In
response to a comment regarding Adverse Childhood Experiences (ACEs) the
Associate Director of Safeguarding accepted this was a challenging area as recent
data had identified 126 children and young people with an ACE within one Local
Authority area alone. A concern was raised that there was a decreasing trend in
training compliance for Emergency Department (ED) medical staff across all acute
sites. The Associate Director of Safeguarding recognised the challenges and
confirmed that teams were engaging with EDs through walkabouts, in-house training,
ICAN activity and other support. There was also close working with the MHLDS
Division and engagement with HASCAS/Ockenden stakeholders. The Executive
Director of Workforce and OD added that agency staff were also required to confirm
they had undertaken the relevant training. The Executive Medical Director undertook
to look at the uptake across various staff groups and provide a briefing note for
Committee members ahead of the January meeting.

QS19/171.3 A member suggested that the terminology “non accidental injury” was no
longer used across the system and instead “suspected physical injury” was referred
to. She also noted that whilst the data provided the numbers examined, there was no
profile nor outcome. The Associate Director of Safeguarding indicated that there was
a whole range of further data and detail behind these high level figures. The Chair
enquired as to why referral data within the paper was predominantly reported by area
and did not include data regarding the referrer. The Associate Director of
Safeguarding would work to provide details of referrals by both area and referrer in
future reports. The Executive Director of Public Health raised a comment regarding
benchmarking and the Associate Director of Safeguarding undertook to have a follow
up conversation with her in order to inform future reports. The Chair commended the
progress which was evident from the work of the safeguarding teams but asked that
future reports be less numbers-focused and concentrate more on outcomes and
learning.

QS19/171.4 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
noted the contents of the report and that future reports would address the feedback
provided by members.

[Mrs M Denwood left the meeting]

DF

MD

MD
MD

QS19/175 Mental Health Services - Quality and Performance Assurance Report
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[Mr Steve Forsyth joined the meeting]

QS19/175.1 The Director of Nursing (MHLDS Division) firstly wished to inform the
Committee that the Division had won the Nursing Time Awards Team of the Year. He
felt that this was a great achievement and wished to record his thanks and recognition
to all staff and partners concerned. It was suggested that a letter of congratulations
be sent to the Division by the Committee Chair.

QS19/175.2 A discussion ensued. The Head of Internal Audit enquired how the
outstanding actions from previous Healthcare Inspectorate Wales (HIW) inspections
would be signed off as implemented The Director of Nursing confirmed this would be
through the divisional ‘QSEEL’ group and then to the Quality Safety Group (QSG)
with any necessary exception reporting to the QSE Committee. A summary of HIW
actions was also incorporated within the biannual ‘CLICH’ reports to the Committee.
The Executive Director of Workforce and OD referred to the later health and safety
report which reported on work undertaken between the corporate health and safety
team and the Division, and that there was work to do around the impact on staff of
incidents involving patients. Reference was made to the report produced by Peter
Lepping on this issue. The Director of Performance noted an improving position
generally around delayed transfers of care, however, there were still a small number
of patients who were experiencing very lengthy delays. A member commented that
the location of the ICAN teams on acute sites was positive, but in terms of Ysbyty
Glan Clwyd she felt it should be in closer proximity to the ED. The Director of
Partnerships indicated the Division continued to work with the Hospital Management
Team to ensure the most appropriate location taking into account safety aspects also.
In response to a question from the Chair, the Director of Partnerships undertook to
provide a briefing note ahead of the next meeting on the four locality thematic reviews
undertaken in terms of confirmed suicides.

QS19/175.3 The Director of Partnerships concluded by stating that the Division was
still addressing a lack of confidence in the service that has existed over the past three
years but she felt there was now good traction on making progress.

QS19/175.4 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
noted the progress indicated within the report and the learning identified and that a
briefing note would be provided to the Committee members on the locality thematic
suicide reviews.

[Mr Steve Forsyth, Mrs Lesley Singleton and Dr Jill Newman left the meeting]

LR

LS

QS19/176 Mortality Surveillance Report April to September 2019

QS19/176.1 The Chair reminded the Committee that feedback had been given on the
mortality report submitted to the meeting in May 2019 as members had felt it lacked
clarity and analysis and did not therefore provide sufficient assurance. She was
disappointed to report that the Independent Members did not feel the content and
format of this latest report had improved sufficiently for it to be formally considered at
the meeting. This would be escalated in her Chair’s report to Board.

LR
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QS19/176.2 It was resolved that the Committee did not accept the report and the
Committee Chair, Executive Medical Director and Senior Associate Medical Director
meet to agree a way forward to ensuring an improved report be submitted to the
January 2020 meeting.

DF/LR

QS19/179 Nurse Staffing Levels (Wales): Adult Acute Medical And Surgical
Inpatient wards

[Agenda item taken out of order at Chair’s discretion]
[Ms Naomi Holder joined the meeting]

QS19/179.1 The Associate Director of Quality Assurance reported there was positive
recruitment and retention work ongoing with good numbers of nurses being recruited
but acknowledged these were not always where most needed. She also indicated
that there was a good upwards use of the nurse bank.

QS19/179.2 A discussion ensued. Reference was made to the statement within the
paper to a reliance on a temporary workforce on some wards within Wrexham Maelor
Hospital and a comment around the number of harms. The Site Director of Nursing
confirmed that additional Band 4 roles had been introduced to supplement nursing
vacancies and there was good evidence around the value of this role. She confirmed
there was a 50% vacancy nursing rate in some areas and whilst this was not directly
attributable to a rise in harm on certain wards, it could not be dismissed as a factor.
In response to a question from a member, she also confirmed that crash teams were
not staffed from within the regular complement.

QS19/179.3 A conversation was held regarding hotspots for recruitment and it was
confirmed that there were very few vacancies within the community setting as a high
proportion of newly qualified nurses were choosing to go straight into this area.
Clarification was given regarding the conversion of a Band 5 to a Band 6 nurse in
Ysbyty Gwynedd in that this was a short term solution via acting up, with a longer
term intent to recruit.

QS19/179.4 The Committee Chair referred to the ongoing issue of nursing rotas and
the management of the associated risk. The Associate Director of Quality Assurance
confirmed that standardisation across the organisation remained the aim, and that the
Executive Team and others were working very closely with matrons and nursing
teams. The Executive Director of Workforce and OD confirmed there would be a
report prepared for the Finance and Performance Committee. She referred to the
recent extraordinary meeting of the Local Partnership Forum (LPF) where there had
been a high level of nursing representatives who were positive and receptive to the
proposed changes. It had been made clear that the organisation had paused its
implementation of the changes, not abandoned them, and that there remained a
commitment to move forward in partnership to ensure safety. The Committee
acknowledged there was potential for other staff groups to also be affected.
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QS19/179.5 It was resolved that the Committee note the report.

QS19/177 Primary and Community Care Assurance Report

QS19/177.1 The Executive Director of Primary and Community Services presented
the report, highlighting that some of the data related to primary care as a whole and
not just General Medical Services (GMS). He also drew members’ attention to section
3.4 around performance and that the figures reflected the impact of the increased
number of managed practices and the remedial work needed. Finally, he noted the
positive achievement around prescribing indicators and that BCU had moved from 7t
to 3" within some datasets.

QS19/177.2 A discussion ensued. It was clarified that the performance issues ranged
from contractors requiring some additional support to those with specific performance
issues and concerns. It was also noted that the three listed suspensions were as a
result of both General Medical Council (GMC) action and local concerns resulting in
performers’ list action at this stage. The Committee Chair referred to the under-
delivery of Units of Dental Activity (UDAs) and the Executive Director of Primary and
Community Services indicated the Board was trying to encourage a move to a new
dental reform contract which didn’t focus on UDAs, however, where practices
currently under-performed on UDAs this was being addressed. In response to a
question regarding themes from the joint Healthcare Inspectorate Wales and General
Pharmaceutical Council visits, it was stated that access always featured but this was
not specific to BCU. With regards to the introduction of the Quality Assurance and
Improvement Framework (QAIF) it was felt that the focus within the paper was timely
but indicated a significant amount of work. The Executive Director of Primary and
Community Services was not aware of any significant issues across GMS pertaining
to the new contract that would suggest the need to review the risk situation for
primary care at this point in time.

QS19/177.3 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
noted the report and updates provided.

QS19/177.4 The Executive Director of Primary and Community Services then went on
to present the second part of the agenda item which provided an overview of
Continuing Health Care (CHC), Funded Nursing Care (FNC), and Joint Funded Care
with local authorities. He confirmed there was a good alliance between BCU officers
and the National Commissioning Collaborative Unit (NCCU) and that some of the
current work was setting the direction of travel for the rest of Wales. He accepted that
there was work to be done in terms of the initial assessment process for CHC which
would need to be undertaken in partnership. Finally, he highlighted a current
challenge relating to a care home provider which had written to its residents regarding
a perceived funding gap.
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QS19/177.5 A discussion ensued. Members welcomed the approach but noted the
importance of ensuring this focused on ensuring the right care for each individual as
opposed to a cost cutting exercise and shifting of expenditure to Local Authorities.
The importance of appropriate discharge was also stated.

QS19/177.6 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
note the contents of the report and approve for submission to Welsh Government.

QS19/178 Occupational Health and Safety (OHS) Quarterly 2 Report 1st July to
30th September 2019

QS19/178.1 The Executive Director of Workforce and OD presented the paper which
provided an overview of incidents, accidents, health and safety activity and training for
the given period. She highlighted that section 6 attempted to provide a greater level
of detail around RIDDOR incidents, and that the improvement path for Root Cause
Analysis (RCA) aimed to help the organisation understand what had happened and
how to prevent a reoccurrence as this had not been as systematic and consistent as it
could have been. Members were however informed that whilst there was room for
improvement in terms of process and paperwork, RCA was undertaken in a timely
fashion and by appropriate individuals. The investigation process was continually
being redesigned and improved to ensure that lessons could be learnt from incidents.

The Executive Director of Workforce and OD was mindful of the role of the Committee
in ensuring quality was not adversely impacted when dealing with the impact of
financial recovery. She informed members that a process had been put in place to
ensure that any requisition for procurement that was essential to health and safety did
not get halted as part of financial controls. Members’ attention was drawn to the
seconded role of Demand Reduction Inspector from the North Wales Police and that it
had been reviewed to ensure it was more effective and was managed optimally. The
Executive Director of Workforce and OD also referred to a visit by the Health and
Safety Executive following the identification of a worker with vibration induced white
finger. There was evidence of good multidisciplinary working on this matter and as a
result no fine was given. Finally, it was reported that an audit report on the health and
safety gap analysis had been produced which set out a range of helpful
recommendations. In terms of the security action plan which was set out in an
appendix to the report, it was noted that this would need to be revised in light of the
gap analysis which would require longer a timescale. She indicated there was a risk
in that the Board did not have the basic expected levels for security arrangements in
place within some areas.

QS19/178.2 A discussion ensued. The Committee Chair was pleased to see human
factors being built into the categorisation of incidents. She also commented that the
abuse of staff by patients determined as unpredictable could in fact be predicted in
many cases. In addition, she noted there was a high number of violence and
aggression incidents reported (V&A) but wondered whether the threshold for
categorising an incident as V&A was too low as the reporting profile was unusual for
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an organisation of this type. The Independent Member (Trade Union) also suggested
that staff may not report each V&A incident as it was to a degree anticipated in certain
scenarios — for example when caring for patients with dementia.

QS19/178.3 The appropriateness of the recommendation was considered and the
Chair suggested amendments post-meeting. It was resolved that the Committee
note the position reported and support the actions arising from the gap analysis,
noting that the action plan was to be further reviewed.

QS19/180 Policies, Procedures or Other Written Control Documents for
Approval - Levels of Enhanced Care for Adult InPatients Policy

QS19/180.1 The Associate Director of Quality Assurance presented the policy for
approval, confirming it was a refreshed policy resulting from a piece of work
undertaken on All Wales basis.

QS19/180.2 Members made a range of comments:

e The need to identify clear communication cascade for the policy

e That the review of staff rostering arrangements should be referenced in the
“‘documents to be read alongside this procedure” section

e The need to build in associated training implications

e The document needed more localisation for BCU

e There were inconsistencies in formatting in terms of the use of bullet points or
numbering as sub sections to paragraphs

¢ The introduction section appeared to also include the purpose of the policy

e The Committee welcomed the equality impact assessment which they found to be
robust and appropriate.

QS19/180.3 The Independent Member (Trade Union) made a general comment that
the ability to find relevant and latest policies on the BCU intranet remained an issue.

QS19/180.4 It was resolved that the Associate Director of Quality Assurance
arrange for the amendments to be made as early as possible and to seek Chair’s
Action for approval.

DC

QS19/181 Quality Safety Group Assurance Reports

QS19/181.1 The Associate Director of Quality Assurance presented the assurance
reports from the September and October meetings. The Independent Member (Trade
Union) noted the reference to an information governance incident within children’s
services. It was confirmed that despite significant data breaches no harm had been
caused and the matter had been reported to the Information Commissioner’s Office.
The Committee Chair suggested that the Digital and Information Governance
Committee should be sighted on this matter.

DC
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QS19/181.2 A member expressed concern at the statement that there were
significant pressures within the oncology service due to an inability to recruit. The
Executive Director of Therapies and Health Sciences confirmed this was being
actively addressed. The Associate Director of Quality Assurance also reassured
members that the risks within women'’s services as set out in the paper were being
addressed as a priority. In response to a question regarding the measles vaccination
levels it was confirmed that the concern within the report was as at a given point in
time and that the Executive Director of Public Health was not aware of a continued
issue.

QS19/182 Improvement Group (HASCAS & Ockenden) Chair's Assurance
Report

QS19/182.1 The Committee Chair confirmed that she had met with key officers before
this report had been finalised. She advised that in her view a number of the original
recommendations could be closed down but that additional actions had been
identified as a result of addressing the initial recommendation. It had been noted that
the document was becoming more unmanageable as a result and it had been agreed
that the format would be amended for the next Committee meeting in January.

QS19/182.2 The Associate Director of Quality Assurance indicated that many of the
actions were now more mainstreamed and did not require such close monitoring, and
in addition a number were due for closure in January 2020. She reiterated that
managing the expectations of the stakeholders remained challenging. In terms of the
actions that remained ‘red’ she noted that an audit had been identified for estates and
a scoping exercise would be undertaken regarding clinical storage. The Committee
Chair suggested that the latter may need to transfer over to the Digital and
Information Governance Committee. This would be referenced within her Chair’s
Assurance Report to Board.

[Mrs S Green and Dr M Maxwell left the meeting]

QS19/182.3 It was resolved that the Committee note the progress against the
recommendations to date.

DC

LR

QS19/183 Issues Discussed in Previous In Committee Session

It was resolved that the Committee note the information in public.

QS19/184 Issues of Significance to inform the Chair’s Assurance Report

To be determined by the Chair.
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QS19/185 Date of Next Meeting

Tuesday 28.1.20 @ 9.30am

QS19/186 Exclusion of Press and Public

Resolution to Exclude the Press and Public - "That representatives of the press and
other members of the public be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest in accordance with Section 1(2) Public
Bodies (Admission to Meetings) Act 1960."
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BCUHB QUALITY, SAFETY& EXPERIENCE SUB COMMITTEE - Summary Action Log Public Version

Officer/s

Minute Reference and summary of action
agreed

Original
Timescale

Latest Update Position

Revised
Timescale

19th March 2019

B Owen

QS19/37.5

Give further consideration to how a safety
programme in Wrexham regarding
suspected medication-related admissions
might be rolled out across all three sites in
North Wales and linking in with the Quality
Improvement Hub.

July

21.5.19 Noted is also a board action and in hand
via Louise Howard-Baker.

16.7.19 Would be picked up as part of the
medicines management report due in
September.

17.9.19 Medicines Management paper on
agenda does not cover this action specifically.
The Assistant Director for Medicines
Management (East) reports that - pharmacists
on all three acute sites are now consistently
using the same process for reporting
medication-related admissions so that they can
be coded correctly. The 1000 Lives National
Primary Care Programme Manager is visiting
BCUHB in September to discuss how this
project can be rolled out across Wales to fit the
new WG strategy to reduce medication-related
admissions. A national safety dashboard has
been developed. The outcome of this meeting
will inform the safety programme for BCUHB to
reduce medication-related admissions.

24.9.19 DF to seek a briefing note from the Head
of Pharmacy.

19.11.19 It was confirmed briefing noted had
been circulated.

September

November

Closed

22/01/2020 10:52
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21t May 2019

D Carter

QS19/70.2
Consider whether non-patient elements need
separating from the CLIICH report in terms of
category ‘abuse of staff by patients’, for next
submission

Sept

24.9.19 discussions between teams ongoing as
part of gap analysis.

30.10.19 The new Assistant Director of Service
User Experience (who started with BCU in mid-
October) is meeting with the Assistant Director
of Health, Safety and Equality and will discuss
how patient safety and staff safety incidents will
be separated in the reports submitted to the
committee, ensuring information to the
committee is not lost and remains triangulated
where appropriate.

19.11.19 The Chair confirmed she had met with
the new Assistant Director for Patient Safety and
this action would be addressed within the Patient
Safety report in January.

January

E Moere
M Maxwell

QS19/74.2
Reflect on comments regarding format and
flow of mortality report including the need to
ensure a single author/owner for next
submission.

Sept

17.9.19 A revised format has been submitted
and agreed at Quality Safety Group, and will
inform the next report to Committee.

24.9.19 Committee agreed to re-open the action
until next mortality report received.

12.11.19 Mortality report agendered for
discussion at November Committee meeting.
Members’ feedback invited on format and flow.
19.11.19 Further report requested for January.
Meeting set up for January between QSE Chair
and Office of Medical Director.

6.1.20 Meeting held and clarification/steer
provided on how to improve and strengthen
mortality reporting, with agreement the paper be
deferred to the March meeting.

March

16th July 2019

22/01/2020 10:52
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D Carter

QS19/99.2
Include patient story re Welsh Language in
the next Welsh Language monitoring report

13.9.19 As recommended by QSE, Head of
Patient and Service User Experience for BCUHB
has produced a Quality Assurance for Patient
Stories Framework Sept 2019 to ensure that all
Patient Stories are monitored. BCUHB has
ensured adequate resources are in place to
sustain the growth and development in
capturing, monitoring and measuring quality
improvements from patient stories. The
Listening and Learning group will be the quality
assurance measure to monitor reports and
translate them into improvement work and
celebrating best practice. The Listening and
Learning Strategic forum for Patient and Service
Experience’ group (LLG) (LLE was stepped
down for 6 months to review the
function/purpose of the meetings and capture
the correct attendees in alignment with QSE and
QSG). The LLG will focus on outlining targets
and reporting frameworks to link the connections
between Patient & Service User feedback and
service improvements. The LLG will be the
quality assurance measure to monitor reports
and translate them into improvement work and
celebrating best practice. This includes Patient
Stories. Patient Stories will be integrated into
the Clinical Harm Dashboard along with all other
feedback methods. Quality improvement actions
will be captured, monitored and measured in
triangulation with incidents and complaints. The
one system approach strengthens the service
improvement management.

22/01/2020 10:52

-3-




24.9.19 Committee requested action be re-

opened as response did not confirm if the patient | November
story had been included into the Welsh
Language monitoring report or not.
19.11.19 Noted that the qualitative report re
Welsh Language came to QSE as part of the | January
IQPR reporting process. Timeframe for next
report to be confirmed and whether the patient
story had been included.
J Newman QS19/101.3 Sept 24.9.19 JN reported that Exec Team undertook | Closed
Work with Exec Team to consider how best to a monthly peer review of RAG ratings.
reflect performance and to provide robust 19.11.19 Committee agreed that this action
monitoring within the AMR could be closed.
C Stockport QS19/102.2 By next
Work to provide a heat map summary in | report
future primary care reports (March)
C Stockport QS19/102.4 By  next
Ensure that future reports include narrative on | report
lessons learned from incidents (March)
D Carter QS19/104.3 Sept 13.9.19 Interim Assistant Director of Service
Work with Peter Bohan to understand the User Experience (Kath Clarke) is meeting with
data regarding deaths as a result of incidents Peter Bohan
within mental health 24.9.19 DC confirmed that the data wasn’t of
A Roach concern but that the search terms led to
inconsistencies. AR suggested that this
information be consolidated within next MHLDS | November
report to the Committee.
19.11.19 DC confirmed that this had been | Closed
addressed within the mental health paper on the
agenda.
D Carter QS19/105.3 November | 13.9.19 The Head of Patient and Service User | Closed
C Owen Experience is reviewing the report content detail

22/01/2020 10:52
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Work to improve the analysis of data to show
improvements within future Listening and
Learning reports

and has requested a meeting with QSE Chair to
discuss.

24.9.19 Committee agreed to reopen until next
listening and learning report received.

12.11.19 Listening and Learning report
agendered for discussion at November
Committee meeting. Members’ feedback invited
on whether format addresses previous
concerns.

19.11.19 Chair confirmed that she had met with
the new Assistant Director for Patient Safety and
agreed the format of future reports.

November

Closed

A Thomas

QS19/112.3

Follow up query from the May QSG report as
to whether the related patient safety alert had
been closed at the time, even though a
Medical Devices Safety Officer was not in
post.

Sept

24.9.19 AT reported that there was a lack of
clarity. The CHC Chair accepted that the
information was difficult to unpick retrospectively
but was assured that the intention to appoint a
Medical Devices Safety Officer was still ongoing.
Committee agreed to keep action open.
19.11.19 AT confirmed there was a robust
system around medical devices and this was an
operational issue that should back through QSG,
however, the Chair reminded members that the
action had originated from the report from QSG.
AT would take this action away again.

20.1.20. AT has had confirmation from the DGM
of NWMCS that the MDSO function will be
assigned to a member of staff within the Medical
Devices team by the end of June 2020.

November

January

24t September

2019

J Newman

QS19/129.1
Revisit the briefing note (against action
QS19/101.1) on mapping of indicators to

Oct

19.11.19 JN indicated that there was a list within
the IQPR of annual plan issues that came
through QSE. The Chair reiterated that the

22/01/2020 10:52
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reflect members’ comments re
appropriateness and mapping to SPPH

action relates to having the briefing note
refreshed to give the Committee confidence that
it was monitoring the right annual plan elements.
JN set out challenges in that whilst an overall
action may be attributed to QSE there may be
multiple milestones within that action which
relate to another Committee — for example
clinical coding. SG felt that an action shouldn’t
need to be deconstructed in order for it to be fully
monitored. It was suggested that the Executive
Director of Planning & Performance take the

discussion through Exec Team. January
D Carter QS19/130.2 31.10.19 Feedback provided to the dementia
Feedback on the discussion of the patient | Oct lead nurse.
story to the Dementia Lead Nurse. Work with 19.11.19 The Committee requested a formal | January
Chris Stockport regarding development of an | January report for the January meeting.
assurance report on dementia care (including 21.1.20 Paper submitted for January agenda. Closed
community hospitals) for future meeting.
A Roach QS19/131.2 November | 19.11.19 The Committee were happy to close | Closed
Ensure that the November paper from the the action based on the improved reporting from
MHLDS Division includes further detail the division.
around the delivery plan and business case,
benchmarking data and clear milestones
against delivering the Strategy.
S Green QS19/135.1 January 17.10.19 Security review completed with
Provide report to QSE in due course on recommendations for moving this H&S
security arrangements. governance structure forward. A report will
submitted to the January meeting.
21.1.20 OHS report incorporates security | Closed
issues.
D Carter QS19/139.1 19.11.19 TO suggested that six months would | May 2020
T Owen be appropriate for next report.

22/01/2020 10:52
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Ensure that next report from Women's
Division includes detail of the reported clinical
complex cases.

A Thomas QS19/146.1 November | 12.11.19 Policy has been resubmitted with | Closed
Feedback the  Committee’'s  specific Chair’s Action being sought.
comments on the organ donation policy and 17.12.19 Chair's Action documentation signed
review for grammar/typo’s, and refresh of off.
EQIA

A Roach QS19/146.2 November | 19.11.19 Lesley Singleton to follow up December
Feedback the  Committee’s  specific 21.1.20 Amended document resubmitted for
comments on the handcuffs policy and review January QSE Committee Closed
for grammar/typo’s, and refresh of EQIA

A Roach QS19/146.3 November | 19.11.19 Lesley Singleton to follow up December
Feedback the  Committee’s  specific 21.1.20 Amended document resubmitted for
comments on the threats to person in forensic January QSE Committee Closed
establishments policy and review for
grammar/typo’s, and refresh of EQIA

A Roach QS19/146.4 November | 19.11.19 Lesley Singleton to follow up December
Feedback the Committee’s  specific 21.1.20 Amended document resubmitted for
comments on the major incident protocol and January QSE Committee Closed
review for grammar/typo’s, and refresh of
EQIA

19t November 2019

L Reid QS19/158 December | 9.12.19 Chair confirmed that this item can be | Closed
Discuss the requirements for future agenda withdrawn from CoB
items on progress against limited assurance
audit reports

J Newman QS19/164.1 January

Review the sequencing and reporting of
APMR reports to committee to ensure as

timely as possible.

22/01/2020 10:52
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L Singleton QS19/165.3 January 21.1.20 S Forsyth confirmed this has been taken | Closed
Ensure that future MHLDS exception reports on board and actioned.
within  IQPR provided an explanatory
narrative where a major outlier was identified,
together with timelines to address.
J Newman QS19/165.5 January
Consider reviewing an existing performance
team reporting schedule to include
information for committee members as to
what data goes where and when
L Reid QS19/168.2 December | Completed. Closed
Include matter of lanyards as a known IPC
risk and the potential for large scale
procurement within Chair’s report
S Green QS19/169.2 December | Completed, Datix has been amended. Closed
Arrange for CRR within Datix to be amended
to reflect that the target risk dates for H&S
risks should read 1.11.20 not 1.11.19
D Fearnley QS19/171.2 January 19.1.20 Site Medical Directors have been asked | February
Look at uptake against safeguarding training to review safeguarding training for medical staff
within various staff groups and provide a and report performance to the Executive Medical
briefing note for circulation outside of the Director before end of January 2020. A briefing
meeting. note will then be circulated to QSE members.
M Denwood QS19/171.3
Provide details of referrals by both area and | May 2020
referrer in future reports.
M Denwood QS19/171.3 Dec 2019 | 31.12.19 meeting took place with the Executive | Closed

Have a follow up discussion with the
Executive Director of Public Health regarding
benchmarking.

Director of Public Health and Associate Director
of Safeguarding to discuss benchmarking. It was
agreed the annual National Safeguarding
Maturity Matrix [SMM] provides the National
benchmarking and peer performance Quality

22/01/2020 10:52
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Assurance Tool to evidence our performance
and Governance arrangements against other
Health Boards and NHS organisations in Wales.
The tool is evidenced based and is driven by
safeguarding legislation, guidance and best
practice principles. We await the final report as
a result of the peer review activity which took
place during November 2019. This will provide a
National picture and the findings will be shared
as an appendix to the Safeguarding Annual
Report 2019/2020.

M Denwood QS19/171.3 May 2020
Work to ensure future reports are less
numbers-focused and concentrate more on
outcomes and learning.
L Reid QS19/175.1 December | 20.1.20 Committee Chair has drafted
Send a letter of congratulations on Nursing correspondence
Time award for Team of the Year to the
MHDLS Division
L Singleton QS19/175.2 December | 21.1.20 Briefing note circulated to members Closed
Provide a briefing note for circulation outside
of the meeting on 4 locality thematic reviews
undertaken in terms of confirmed suicides
L Reid QS19/176.1 January Completed Closed
Escalate concerns re mortality reporting to
the Board via Chair’s report
D Fearnley QS19/176.2 January Meeting held 6.1.20. Agreement reached. Closed
Arrange meeting with Committee Chair and
report author(s) to agree future format and
content of mortality reports.
D Carter QS19/180.4 December | 21.1.20 revised policy received and will be | January

submitted to Chair for approval

22/01/2020 10:52
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Arrange for amendments to be made to the
Levels of Enhanced Care In-Patients Policy
for submission for Chair’s Action

D Carter QS19/181.1 December | All Information Governance (IG) incidents are | Closed
Check that the DIG Committee were sighted captured and reported as part of the IG KPI
on the information governance breach within reports which are reviewed at the operational
children’s services as reported in QSG report. IGG group and then formally submitted to DIG
as a standing report. All serious incidents are
categorised and severity assessed as part of this
report and any lessons learnt or further actions
required are also captured and
documented. For any incident requiring external
reporting to the Information Commissioners
Office are detailed more extensively in these
reports and the one in question from QSG is
forming part of the IG KPI Report Q3 which will
be presented in June.
D Carter QS19/182.1 January Refreshed report submitted for January meeting | Closed
Work to refresh the HASCAS / Ockenden
reports to ensure more manageable
L Reid QS19/182.2 January Completed Closed

Ensure that reference is made within Chair's
report to Board that the DIG Committee may
need to take responsibility for the action
within  HASCAS and Ockdenden report
regarding an audit on clinical storage

22/01/2020 10:52
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In Attendance

Mrs Deborah Carter Associate Director of Quality Assurance / Interim Director of Operations

Mr Andrew Doughton Performance Audit Lead, Wales Audit Office

Mrs Kate Dunn Head of Corporate Affairs

Dr David Fearnley Executive Medical Director

Mr Dave Harries Head of Internal Audit

Ms Sue Hill Acting Executive Director of Finance

Dr Melanie Maxwell Senior Associate Medical Director (part meeting)

Ms Dawn Sharp Acting Board Secretary

Dr Chris Stockport Executive Director of Primary and Community Services

Mr Adrian Thomas Executive Director of Therapies and Healthcare Sciences

Agenda Item Discussed Action
By

JAQS19/1 Chairs' Welcome

The Joint Chairs welcomed everyone to the meeting. It was noted that Dr Melanie
Maxwell had been delayed and the agenda order would therefore be flexed.

JAQS19/2 Declarations of Interest

None made.

JAQS19/3 Apologies for Absence

Apologies were recorded for Clir Cheryl Carlisle, Mrs Sue Green, Mrs Gill Harris, Miss
Teresa Owen, Mr Mark Thornton and Mrs Amanda Hughes.
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JAQS19/4 Minutes of Meeting Held on 6.11.18 for Approval of Accuracy, Matters
Arising and Review of Action Log

JAQS19/4.1 The minutes were agreed as an accurate record.

JAQS19/4.2 With regards to the action log the QSE Committee Chair was of the view
that she was not prepared to accept a recommendation to close an action without
sufficient evidence that the action had been addressed. Once Dr Maxwell joined the
meeting the action log was reviewed in detail but given the pressures of time it was
agreed that the joint chairs would review outside of the meeting and confirm their
acceptance or otherwise of the RAG status of each action, and recirculate.

MH LR

JAQS19/9 Briefing on Governance Review
[Agenda item taken out of order at Chairs’ discretion]

JAQS19/9.1 The QSE Committee Chair explained that she had requested a briefing
paper as whilst she was aware that discussions regarding the governance review had
been held within Audit Committee workshops, she was conscious that QSE Committee
members had not been directly involved. She was also aware that the review had
been referred to within the public domain but there had not been a specific position
update.

JAQS19/9.2 The Acting Board Secretary presented the paper which summarised the
work being undertaken to undertake a review of governance and risk arrangements
across the organisation with a key intention to ensure there were clear reporting lines
from any management groups to ensure timely and appropriate escalation. She also
highlighted that consideration was being given to splitting the work of the Quality Safety
Group (QSG) into three main areas of 1) quality and safety; 2) effectiveness and
outcomes; 3) patient experience and co-production. The Acting Board Secretary
reiterated that the proposals were still awaiting full consideration by the Executive
Team.

JAQS19/9.3 The Audit Committee Vice-Chair referred to the proposal within the paper
that executive led groups report into an appropriate scrutiny committee chaired by an
Independent Member and noted that previously it had been widely accepted that the
Board level committees were not scrutiny committees. He also was not aware of any
discussion to date at the Finance and Performance (F&P) Committee regarding the
potential need for an investment committee. He noted that whilst this may well reduce
the burden on the F&P Committee it would increase the burden on Independent
Members. The Acting Board Secretary indicated that the Executive Team would need
to be clear what it wanted this forum/group to do, and that it may well not be a full
committee. The Audit Committee Vice-Chair was also keen to ensure clarity on the
role of existing and any new committees.

JAQS19/9.4 The Executive Medical Director was supportive of reducing unnecessary
burden on committees whilst ensuring good governance. He also encouraged the use
of digital solutions for sharing information. The QSE Committee Chair noted that the
paper was a position update on the ongoing discussions and asked when the whole
Board would be engaged in the process. The Acting Board Secretary suggested that




Minutes JAQS 5.11.19 Public V0.03

initially there would be discussions at the Committee Business Management Group and
within a future Board Workshop setting, ahead of consideration by full Board in public.

JAQS19/9.5 The Acting Executive Director of Finance enquired whether any
benchmarking had been undertaken as to how other Health Boards aligned and
structured their committee responsibilities. The Acting Board Secretary confirmed such
benchmarking had been carried out in the past but not specific to this ongoing review.
It was noted that All Wales QSE Committee Chairs had been asked to consider the
matter and that the direction of travel of the BCUHB review was in line with
arrangements in place elsewhere. Mr A Doughton concurred that generally Committee
structures were similar across Wales although the size of BCUHB and its geography
added a further challenge. He asked whether the proposal to split the QSG into three
main areas of work would be replicated at divisional level. The QSE Committee Chair
confirmed that the principle being considered was to ensure clear lines of reporting.

JAQS19/9.6 It was resolved that the Joint Audit and Quality, Safety & Experience
Committee note the context and progress of the governance review and the emerging
considerations and further updates would be provided to the Board going forwards.

[Dr M Maxwell joined the meeting]

JAQS19/5 Draft Clinical Audit Policy & Procedure

JAQS19/5.1 The QSE Committee Chair referred to the coversheet and suggested that
the purpose of the paper was not to seek approval as that was the recommendation.

JAQS19/5.2 The Audit Committee Vice-Chair set out a range of specific comments:

e Para 6.4 roles and responsibilities — he was concerned that only the clinical audit
lead was to review the action plan.

e Para 7.1 role of Audit Committee — he felt this was rather prescriptive. The Senior
Associate Medical Director indicated that agreement had previously been reached
to include the Welsh Government handbook wording. The Audit Committee Vice-
Chair suggested the narrative could be softened to read “the role of the Audit
Committee includes...... ”

e Para 7.5 Quality and Safety Groups — he suggested that this needed to clarify to
where or whom risks should be escalated.

e Para 7.6 Clinical Audit and Improvement Groups (CIAG) — he enquired why this did
not relate to the West area also. The Senior Associate Medical Director indicated
that the CIAG function in the West was incorporated into their quality and safety site
meetings. This variation was of concern. It was suggested that the policy should
describe how the function was delivered, not necessarily how the groups were
structured in different areas. This would be refreshed and reworded.

e Para 8 registration of audits — he asked how members would get assurance that the
quality and safety groups were addressing the right priorities.

¢ He noted that the policy did not reference triggers to tier 3 audits, and did not define
the Part A and Part B elements of national audits. This would be addressed.

JAQS19/5.3 A member asked that the policy make it clearer as to the consequences of
a “must do” audit not being completed, and that any that were abandoned must be
escalated with the reason clearly set out.
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JAQS19/5.4 The Audit Committee Chair indicated that the lack of progress around
implementation of clinical audit actions including the development of the policy would
again be escalated to the Board, but he did not wish this to be seen as a reflection on
the work of the clinical audit team. He was disappointed that the previous concerns
had not been picked up adequately by the Executive Team. He also referred to the
resources available to the team and the Executive Medical Director felt that a stock-
take of resources going into the audit function was needed, including the ability of
clinicians to take time to undertake audit and to ensure this was appropriately reflected
in job plans. The Head of Internal Audit indicated he would be more than happy to
input into the approach.

JAQS19/5.5 Members queried the relevance of some of the statements within the
equality impact assessment (EQIA) which accompanied the policy and whether some
of the impact would actually be positive rather than neutral. It was also noted that the
equality diversity and human rights section within the policy document itself had been
removed in error.

JAQS19/5.6 The QSE Committee Chair noted that the Policy stated that the corporate
clinical audit annual plan would be agreed by the end of February each year, however,
as the QSE Committee did not meet in the month of February it was agreed this would
need to be reviewed in March. She also noted that the policy needed to be consistent
in that the narrative needed to concur with the appendices and that there were still
some typographical and grammatical errors within the policy.

JAQS19/5.7 It was resolved that the Joint Audit and Quality, Safety & Experience
Committee were not in a position to approve the policy. The comments and concerns
would be followed up with a revised policy being submitted to Audit Committee on the
12t December.

MH LR

MM

JAQS19/6 Draft Clinical Audit Reporting Templates

JAQS19/6.1 The QSE Committee Chair felt it was unclear what the templates were to
be used for. The Senior Associate Medical Director confirmed that the aim was for the
templates to provide an overview of audit activity including detail of those which had
been added to the original plan, any audits abandoned and detail of those which had
been completed. The templates would be supported by narrative to provide contextual
detail. The Audit Committee Vice-Chair noted that they would need to meet the needs
of both the Audit and QSE Committees as they had different and distinct roles in terms
of monitoring the clinical audit plan.

JAQS19/6.2 The QSE Committee Chair enquired why the templates were laid out as site
specific whereas audits were generally on a pathway or specialty level. The Executive
Director of Therapies and Health Sciences indicated that site level did often improve
ownership. The Performance Audit Lead (Wales Audit Office) concurred that site level
detail was often helpful to identify variance. He suggested that members needed to
consider the balance of information that the Joint Committees required, ensuring it was
meaningful and able to give assurance whilst not providing too vast a level of detail. He
suggested that the focus should be on the exception reports and those audits given
limited assurance. The Associate Director of Quality Assurance / Interim Director of
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Operations added that it was often difficult to decouple methodology from the national
audits.

JAQS19/6.3 It was resolved that the feedback provided by the Joint Audit and
Quality, Safety & Experience Committee on the draft templates would be considered
further by the clinical audit team.

JAQS19/7 Clinical Audit Report 2019

JAQS19/7.1 The Senior Associate Medical Director apologised that resources had not
allowed for a full-year report to have been prepared. The paper related to a number of
audits delivered in the first six months of 2019-20. Members’ attention was drawn to
Section 2 on audit activity and that BCUHB had completed data submission for the
majority of Tier 1(nationally mandated) audits. There were however resource
challenges affecting participation with the following audits:

e COPD / Asthma (East and West).

e Fracture Liaison Service.

« Vascular audit (Lower limb Angiography)

JAQS19/7.2 The Audit Committee Chair expressed concern at the lack of participation
in Tier 1 audits. The Senior Associate Medical Director confirmed that the information
required was available in the system and it was purely a capacity issue to extract and
validate the data appropriately. The Audit Committee Vice-Chair again suggested that
the Part A and B elements needed to be expanded upon to clarify and define. He also
felt that the report should identify where BCUHB performance in terms of clinical audit
activity differed from its peers. The QSE Committee Chair suggested that Table 2
(changes identified on Part A and B) needed to make it clear where BCUHB data was
not submitted for the period but there was a recommendation or learning taken from
the national report. She also noted that there were questions within the table rather
than an explanatory narrative and this needed to be addressed in order for them to
make sense.

JAQS19/7.3 A member referred to the governance issues and risks set out within the
coversheet and sought assurance as to whether these were significant — for example
was the respiratory service itself of concern or compliance with the related audit. The
Senior Associate Medical Director indicated that as there was not the resource nor
capacity to take part in the respiratory audit it wasn’t possible to benchmark the
service. This did not necessarily mean there was a concern or problem with the
service but positive assurance could not be given. The Audit Committee Vice-Chair
asked whether a priority could be given to undertaking a local respiratory audit in order
to provide some level of assurance. The Executive Medical Director undertook to look
into this and acknowledged that appropriate risk management processes were key to
mitigating this assurance gap.

JAQS19/7.4 A discussion ensued around Table 1 (Tier 1- National Clinical Audit &
Outcome Review Plan). The Audit Committee Chair noted that the Board’s compliance
with submission of data had improved since last year. The QSE Committee Chair
suggested it would be helpful for the table to have a single status column and also to
indicate whether recommendations of the previous year’s audit had been delivered.

MM

MM

DF

MM
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She noted that the report was very numbers rather than outcome focussed and that
she would expect the compliance rate reported to relate to compliance against the
standards being audited rather than compliance with the plan.

JAQS19/7.5 It was noted that a lack of leadership was referenced within the paper and
the Associate Senior Medical Director indicated this again came back to capacity but
that she hoped that as job plans evolved this would be addressed. It was agreed that
the joint Chairs would prepare a note to encourage participation in audit.

JAQS19/7.6 It was resolved that the feedback provided by the Joint Audit and
Quality, Safety & Experience Committee would be considered and incorporated into
future reports.

LR MH

JAQS19/8 Clinical Audit Plan Update

JAQS19/8.1 The Executive Medical Director confirmed that there was nothing
significant to report, and implementation of the plan was progressing. The Head of
Internal Audit added that the draft Internal Audit plan was subject to Audit Committee
approval, and that he would welcome approval of the Clinical Audit policy as soon as
possible. The Performance Audit Lead (Wales Audit Office) suggested that the
organisation was at the forming and storming stages of clinical audit development, and
that the challenges being made would strengthen and improve processes. He felt that
the organisation was in a far more positive place than previously.

JAQS19/8.2 The Executive Medical Director wished to record his gratitude to Dr
Melanie Maxwell for her work in developing the clinical audit agenda and for bringing
the papers together.

JAQS19/10 Date of Next Meeting

To be arranged for November 2020

KD
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Patient’s Stories Transcript Form

Who took the
patient’s story:

Name: Meinir Evans

Contact details:

Business Manager — Mental Health Transformation
Rheolwr Busnes — Trawsffurfio lechyd Meddwi
Ffon / Phone:07392 863 832

E-bost: Meinir.Evans@sirddinbych.gov.uk

E-mail: Meinir.Evans@denbighshire.gov.uk

Sensitive issues
to be aware of:

ICAN service is available daily between 7pm and 2am. On this
occasion, the Police Officer who brought the patient into
Emergency Department was aware of the ICAN service; if the
officer had not been aware there would have been a delay in
accessing provision resulting in unnecessary distress.

Brief summary of
the story:

| am what is referred to as a ‘service user’. A term | dislike as it
brings negative connotations, a feeling of guilt, shame and a
feeling, or knowledge that, | am a drain on the system. The aim
is always to reduce numbers, eliminate us from the system, but
to include us in the statistics that provide them with funding. It is
also a system that dislikes to listen to our voice. The Society we
live in dislikes my way of communicating, so label me as having
a disability. Although not a mental iliness, Society and
ignorance creates one. In the DSM5 | would be classed as
having an Autistic Spectrum Disorder, | call it Asperger’s, but
that title, the only one | could start to accept, was taken away
from me in the new(ish) DSM5 manual. | call it the ‘A’ word, as
it has always brought an air of shame and embarrassment. It is
not as a result of this that | am a ‘Service User’ but as a result
of forcing myself to be productive in a Society that doesn’t
accept me & be seen to succeed. To study to a high level, live
independently, work in a graduate job and to function as much
as | can, will take its toll. The toll on my mental health that |
hide. | assert my hardest effort in life camouflaging the
difficulties | have; getting up in the morning & walking out my
front door are the hardest part of my day as | have to assert the
‘me’ where the ‘A’ word is hidden. By disguising, you may not
see it, but | feel and battle of it every second of the day. | have
the usual ignorance of people who question my living and battle
to understand the solitary existence in a small quiet flat. Why
am | living on my own? Why do | rarely socialise? What do | do
when | am on my own? These are the questions | get, not in




support, but in a slightly ‘sneery’ way. When | am on my own |
am exhausted, in need of quiet, dimmed lights and simplicity to
charge my energy ready to fight another day.

Living the life | live takes its toll so, yes, | am a Service User.
Unfortunately the extra battle | live is the ignorance of the
Medical Model and its understanding of females on the autistic
spectrum who have spent a life, and still spend their life,
camouflaging the behaviours and difficulties that are there all
through the day and often through the sleepless nights; those
rejected by the Society that judges me. | have had to become
an expert in my difficulties and the terms used to describe them
as experts are far and few between, and most definitely not in
the medical system. Although | have fought a brave battle to
offer informed presentations, they refuse to listen and they
refuse to help. But still | must be proactive in this Society and
be independent as | know the alternative is even bleaker. So,
although it is frowned upon, please forgive me if | go from crisis
to crisis, some worse than others, particularly if there is ‘nothing
you can do’. Forgive me if | spend a lot of time contemplating
finishing this life within this Society; this harsh, unforgiving and
ignorant Society. Forgive me if | am brought in to the failing and
understaffed A&E, having been found on a bridge by another
understaffed organisation, the Police, who, for their honesty |
am grateful, ask when | got this (disease). Forgive me if | arrive
deflated, exhausted with my conversation skills depleted,
unable to explain myself in the 5 minutes | am given.

By 11 at night, without ICAN, | would have been turfed out,
exhausted, humiliated and reminded that | do not deserve help
and there is nothing that can help me. When A&E are ready to
dismiss, | am ready to run, but for the Police Officer who has
taken the initiative to phone ahead to ICAN. So forgive me if |
bolt out of the door when a face appears around the door and
smiles to say she has come to find me. | am told by triage that
ICAN is not for me, | demand it is and follow the person, | follow
the smile still with police on my tail. The long walk along the
corridors is relaxed and slow, me setting the pace and she
occasionally turning, and smiling, and just giving me time.
Time? Have they time to talk, to listen, to not judge, to not file
me away as a waste of time, an unwanted statistic and a
problem that does not fit neatly into a box? They sit and allow
me to lead, allow me to talk, allow me curse, swear, vent anger
and show my exhaustion. They remember the time of day and
that a lack of food will fuel my mental health difficulties. They
don’t assume and they don’t judge and they listen and wait,
until | am further triaged. There is no time limit, no tick boxes
and no requirements. | am Helen to them, and | am treated with
respect. They look at me, not their watch. They dim the lights




that are shouting at me and keep things quiet, when even the
silence is shouting at me. One of my powers is | can pick a hole
in any service; | see, | sense and | pick. This one | can’t. | am
not a number to them, have no diagnosis, no illness, no
disease; | am me and | am treated as the expert in what |
struggle with. This saved my life. It may sound dramatic but, in
simple terms, it stopped me dying, being a statistic, a burden
on the paper work and it removed me from your stretched and
failing service. It imprinted a need to return, not in a client
capacity but in a volunteer capacity. Why did | not know of this
service, where did it come from and what is this uniqueness
and sense of being human that it gave me. To return as a
volunteer | expected judgement on my ability, my safeness in
this environment and the ability to function in an important role.
What others see as my deficit, they saw as a gift, a strength, a
chance to help others in my unique way. | scrutinised the
service, like an undercover cop but | saw no weaknesses, only
strengths, acceptance and a genuine want to help. They took
away the Medical Model, they took away the terms; service
user, revolving door person, a drain on the system, an
unwanted statistic and they saw my strengths my passion and
my unique skills | could apply. | waited, and | watched, but |
saw genuine people, people with a dream to help, to help those
that are rejected and disliked. | was given the vision of ICAN
and what we were there to do and that vision | wanted to be
part of. To a ‘service drainer’ it is a dream to think that people
think this way, the way | did and wanted others when
supporting those who need us. To see the first individual, who
needed our support, will stay with me forever, as will everyone
that followed. To be there and listen and support is invaluable.
My initial input was more a silent partner as my supervisor
showed me the way. | sat and listened intently and questioned
quietly just how we could help. We could help with time and
listening and offering what others couldn’t. To listen to a young
lady with intensely complicated medical issues, developing into
mental exhaustion and illness made me question what | could
do? | could listen and | could tap into our common ground and |
could be attentive to what she is missing that could help just a
tiny bit. She read: | read and we talked about books, the lack of
in that sad medical room and the book | could offer from the
possessions | had with me. That look of appreciation and joy
and, perhaps a beginning of her relaxing. To offer an ear to
help her through the long painful hours she had ahead.

| began to wonder how | could measure my input and whether |
was help or hindrance but the measure came at the end when
you caught that final glimpse in their eye, the one of hope and
thanks for helping them through the worst. The comment from a




client who was intent that she would take her life for her to look
over her shoulder at me and say, “l will see you soon!” That
astonishment when | can pay compliment to their intelligence,
deep thinking, gentle and empathetic nature. When you can
signpost them to something they can add value to. When | tell
them that | now care and | see value in their life. The same way
ICAN saw genuine value in my life to allow me to have input
and a voice and to give passionately to a much needed service.
From that bridge | transformed into a volunteer, a presentation
giver and soon to be a TEDx speaker and conference speaker.
Without ICAN, | would have returned to the bridge and jumped
to my death.

Key themes
emerging:

e Patient voice not being listened to

e Terminology used to label patient

e Needs of the individual not being recognised due to demand
on the service

e Different service after 7pm

e Training for external agencies

Lessons learnt:

e Ensure people are listened to and respected, whilst
having their individual needs understood
o Further training and information for external agencies

Shared with:

Quality Safety and Experience Committee
Listening and Learning from Experience Group

Proposed action:

Increase the patient voice being heard across the health service
to ensure that ‘we listen to hear’.

Strengthen awareness of individual’s health and support needs
within the PALS service through variety of training.

Increase collaborative approach in co-working with Mental
Health and Learning disabilities services to include ICAN,
CANIAD and Patient and Service User Experience.

Training of individuals, teams and services to understand and
promote the ICAN service to support patients in need, where
appropriate. ICAN training has been planned for the PALS
service.

Strengthen relationships and referral awareness between PALS
and ICAN services.

PALS champion role identified to lead MHLD across PALS
service ensuring one model approach across all regions.

Responsibility:

Business Manager — Mental Health Transformation
ICAN service

CANIAD

Patient and Service User Experience
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Argymhelliad / Recommendation:

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

Ar gyfer Ar gyfer Ar gyfer Er

penderfyniad Trafodaeth sicrwydd gwybodaeth | R
Icymeradwyaeth For For For

For Decision/ Discussion* Assurance* Information*
Approval *

Sefyllfa / Situation:

This report provides a self-assessment by the executive leads of the progress being made in
delivering the key actions contained in the 2019/20 Operational plan.

Cefndir / Background:

The operational plan has a number of key actions required to be delivered during 2019/20. The
Executive lead reviews on a monthly basis progress against their areas for action and RAG-rates
progress. Where an action is complete this is RAG rated purple, where on course to deliver the
year end position the rating is green. Amber and red ratings are used for actions where there are
risks to manage to secure delivery or where delivery is no longer likely to be achieved. For Amber
and Red rated actions a short narrative is provided.




Asesiad /| Assessment

Strategy Implications
Delivery of the operational plan actions is key to implementation of the Boards strategy

Financial Implications
Delivery of the operational plan within the budget set by the Health Board is part of ensuring
resources are well-managed and care effectively provided within the allocated resources.

Risk Analysis
The RAG-rating reflects the risk to delivery of key actions

Impact Assessment
The operational plan has been Equality Impact Assessed.
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About this Report 3

This report presents performance as at the end of December 2019 against the 2019/20 Annual Plan actions, and is presented in the same order

as the plan i.e. health improvement and health inequalities, care closer to home, planned care, unscheduled care, workforce, digital, estates and
finance.

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

Where a red or amber rating is applied in any month, a short narrative is provided to explain the reasons for this and actions being taken to
address.

To interpret this report, it is necessary to note the basis of the rating which provides a succinct forecast of delivery, combined with an
assessment of relative risk. Future milestone markers are included as M in the matrix to indicate when elements of actions contained in the

report were due for completion. Many of the actions have multiple milestones to support delivery of the year end position. Only when all
milestones are complete can the action be achieved.

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

Every month end By year end Actions depending on RAG rating given
Red Off track, serious risk of, or will not be achieved Not achieved Where RAG given is Red: - Please provide some short bullet points expaining why and what is being done to get
back on track
_ Some risks being managed N/A :/r\;lzekre RAG is Amber: Please provide some short bullet points expaining why and what is being done to get back on
Green On track, no real concerns Achieved Where RAG is Green: No additional Information required
Purple Achieved N/A Where RAG is Purple: No additional Information required
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Health Improvement &
Health Inequalities Matrix

Self Assessment and Milestone due indicator (M) from revised outlook report July 2019

Programme

_ Executive strategic Submitted to Committees
Actions

Lead
Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Smoking cessation opportunities increased through Help Me Quit | Executive Director of
programmes Public Health G G G G G G
. ) . Executive Director of
APO002 |Healthy weight services increased Public Health G
Explore community pharmacy to deliver new lifestyle change Executive Director of
AP003 opportunities Public Health G M
Delivery of ICAN campaign promoting mental well-being across Executive Director of
AP004 North Wales communities MH & LD G M
Implement the Together for Children and Young People Change Execuiive Director of
APO005 P 9 9 P 9 Primary and M
Programme :
Community Care
Executive Director of
APO006 |Improve outcomes in first 1000 days programmes Primary and M
Community Care
AP0OO7 Further develop strong internal and external partnerships with Executive Director of M
focus on tackling inequalities Public Health.
Partnership plan for children progressed with a strong focus on Execg'uve Director
AP008 . . Primary and M
Adverse Childhood Experiences :
Community Care
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Health Improvement & Health Inequalities 5
Exception

AP002 Improve access to Children's weight management specialist services
Tier 3 business case by Q1 2020/21. Delay due to review of delivery models elsewhere to better inform the business case development.

... Programme

APOO08 Partnership plan for children progressed with a strong focus on Adverse Childhood Experiences
Work is continuing to progress positively, but has not yet reached the point of full implementation of the All Wales Neurodevelopment Pathway. As the milestone
achievements have been delayed in full, but continuing to progress, this has been graded amber.
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Betsi Cadwaladr
sity Health Board

Actions

Put in place agreed model for integrated leadership of clusters in

Executive strategic
Lead

Executive Director

Apr-19

APO09 at least three clusters, evaluate and develop plan for scaling up Primary i;ﬂca)mmunlty
Put in place Community Resource Team maturity matrix and Executive Director
APO10 p v v Primary & Community
support to progress each CRT
Care
Executive Director of
APO011 |Work through the RPB to deliver Transformational Fund bid Primary and
Community Care
Define and put in place Model for integrated Primary and Executive Director of
APO012 [Community Care Academy (PACCA) to support GP practices Primary and
under greatest pressure Community Care
Develop and implement plans to support Primary care Exectitive Director of
APO013 sustaingbility P P PP 4 Primary and
Community Care
Model for health & well-being centres created with partners, Execut.lve birector of
APO14 . . Primary and
based around a ‘home first’ ethos :
Community Care
APO015 |Implementation of RPB Learning Disability strategy Executive Director of
MH & LD
) . . . Executive Director of
APO16 Plan and deliver digitally enabled transformation of community Primary & Community
care
Care
. . Executive Director of
APO17 Develop and Implement a Social prescribing model for North Primary & Community
Wales
Care
Establish framework for assessment for CHC and individual . .
) . Executive Director of
APO018 [packages of care for people with mental health needs or learning
. v MH & LD
disabilities
Executive Director of
APO019 |Establish a local Gender Identity Team Primary & Community

Care

May-19

G
G

Jun-19 Jul-19 Aug-19  Sep-19
M
G G G G

G
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G
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el Inlnle] Care Closer to Home Matrix
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Nov-19

G

Dec-19

G

Jan-20 Feb-20 Mar-20

<

6
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MLl Care Closer to Home 7

Exceptions
AP014 Model for Health & Wellbeing Centres
This work is progressing but is not as far progressed as was originally intended. Work is ongoing to make up lost time.

Quarterly assurance sampling

AP010 - Put in place Community Resource Team maturity matrix and support to progress each Community Resource Teams (CRT)
Maturity matrix has been agreed, and is now being reported albeit at an early stage.

AP013 - Develop and implement plans to support Primary care sustainability

Business case approved to further develop the professional healthcare workforce in medicines management Approved and being progressed

Workforce plan for Primary care developed First version of local workforce modelling tool has been populated, creating an initial workforce plan. More extensive work is now
being undertaken to further refine and extend the modelling, incorporating national datasets and new ways of working. This will be a live plan, and will be coordinated within
the PC Academy. Plan and business case developed for Clinical Triage by phone Initial local work on this has been completed, and a business case paused due to the need
to align with similar work underway nationally, and greater BCU coordination of managed practices.

APO019 Establish a local Gender Identity Team
National programme, including Direct Enhanced Services (DES), implemented
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B Cadwaladr
University Health Board

Actions

Executive strategic

HroleleInlnlel Planned Care Matrix 8

Submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

c c W R - y

Lead
AP0O20 Centralisation of complex vascular surgery services supported by Executive Director of P
a new hybrid theatre on YGC site Nursing & Midwifery
APO21 |[Implement preferred service model for acute urology services Executive Director of
P p 9y Nursing & Midwifery
AP022 Business case, implementation plan and commencement of Executive Director of
enabling works for Orthopaedics (refer to estates section/ plan) Nursing & Midwifery
AP023 Transform eye care pathway to deliver more care closer to home Executive Director of
delivered in partnership with local optometrists Nursing & Midwifery
Executive Director of
AP024 |Rheumatology service review Primary & Community
Care
APO25 Systematic review and plans developed to address service Executive Director of
sustainability for all planned care specialties (RTT). Nursing and Midwifery
Executive Director of
APO25 [Implement year one plans for Endoscopy Therapies & Health
Sciences
. . . . Executive Director of
APO25 Syst_ematlc re_wevx_/_and plans developed to address diagnostic Therapies & Health
service sustainability X
Sciences
Systematic review and plans developed to address service Executive Director
APO25 . L . . .
sustainability Nursing & Midwifery
. " . Executive Director
Fully realise the benefits of the newly established SURNICC .
APO26 . Primary and
service k
Community Care
Executive Director of
APO027 |Implement the new Single cancer pathway across North Wales Therapies & Health
Sciences
A . Executive Director of
AP028 Develop Rehabilitation model for people with Mental Health or Mental Health &

Learning Disability

Learning Disabilities

G G M
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Ml Inlnl=l Planned Care Exception

9

AP021 Implement preferred service model for acute urology services
No further update.

AP022 Orthopaedic Plan enabling works (Estates)
Orthopaedic Plan went to Finance & Performance Committee in December 2019 and will go to Board on 23" January 2020

AP023 Transform Eye Care Pathway

Successful tender evaluation has enabled contracts to be awarded to 6 primary care ODTs until the end of March 2020. However thete are significant risks in delivering
this development given the non-reccurrent funding and the need for this to extend as a sustainable service change. The digital eye care procurement has been confirmed
during December 2019 and work is moving to the implementation phase. However, capital allocation to support this is awaiting sign off of full business case by Welsh
Government. The e-referral element is in the process of completing an options appraisal.

AP024 Rheumatology service review
Review now completed, and recommendations being progressed to implement.

AP025 Systematic Review and Plans developed to address sustainability for all planned care specialties:

Now being established as part of the Planned Care Improvement Group (PCIG). Recruitment is on-going on specific specialties and 3 consultants have been appointed in
orthopaedics. RTT taskforce being reviewed and monitored through PCIG. Implementation of National Planned Care Delivery Programme recommendations being
monitored through PCIG. OPD follow up capacity is still challenging to establish in some key specialties to reduce backlog, scrutiny is on-going on how it can be achieved

AP025 Endoscopy
Work is on-going to improve both theatre and outpatient utilisation

Quarterly Assurance Sampling
APO026 Fully realise the benefits of the newly established SURNICC service
Benefit Realisation has been undertaken
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Betsi Cadwaladr
University Health Board

Actions

Executive strategic
Lead

Sl leInlnulzlW Unscheduled Care Matrix

submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20

10

Mar-20

G-GGGGG
¢ o IR
GG-R R R

M G G G

c ¢ I c

Grey Grey Grey G

G G

G G G G

APO29 Demand Executive Director G
Improved Urgent care out of hours / 111 service Nursing and Midwifery
Demand Executive Director

APO30 Enhanced care closer to home / pathwa; Primary and

P ys Community Care

APO31 Demand Executive Director G
Workforce shift to improve care closer to home Nursing and Midwifery
Demand Executive Director of

APO32 Improved Mental Health crisis response MH & LD G --

Executive Director

APO33 bemand R . . . Primary and G

Improved Crisis intervention services for children :
Community Care

APO34 Flow Executive Director
Emergency Medical Model Nursing and Midwifery

APO34 Flow Executive Director
Management of Outliers Nursing and Midwifery

APO35 Flow Executive Director
SAFER implementation Nursing and Midwifery
Flow Executive Director of

APO36 PICU for Mental Health MH & LD

APO37 Flow . Executlvg Director of G
Early Pregnancy Service (emergency Gynaecology) Public Health

APO38 Discharge Executive Director
Integrated health and social care Nursing and Midwifery

APO39 |Stroke Services Executive Medical

Director

G G G G G G
A A A A A A
R R R R R R
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- MOLIEInl Unscheduled Care Exception 11

AP030 Demand: Enhanced Care Closer to Home Pathways

Improvements are being made in Emergency Departments (EDs) to provide timely care although slower than planned. New ED escalation triggers and action cards
implemented across all sites. Targeted gold level command and control work has commenced across all three EDs to improve patients access to timely ED care. AMBER
Individuals in post and progressing well on training programmes. Marked amber as should not be described as ‘embedded' yet, although is progressing well.

AP031 Demand: Workforce shift to improve Care Closer to Home
Community Resource Teams (CRT) and Admission, Transfer, Discharge (ADT) in EDs across all three sites. Work continues through financial recovery works to improve the

impact of these services to provide more care closer to home

AP033 Demand Improved Crisis intervention services for children

No Update

AP034 Flow: Emergency Medical Model

Milestone hit at Ysbyty Glan Clwyd (YGC) and Ysbyty Wrecsam Maelor (YMH). Ysbyty Gwynedd (YG) has opened the new ED unit but models of care are still being
finalised to fully operationalise the space. Plans for these were implemented in December 2019.

AP034 Flow: Management of Outliers

Work to reduce outliers in Wrexham has been successful through achievement of new acute floor (AP034). Part of the gold level command and control has been focused on
ensuring the patient is in the right bed, first time and supporting teams through making bed allocation decisions. Strategic plans in place to look at how we can use the
Christmas period to re-balance patients in the Hospital as we are likely to be the lowest occupied on Christmas Eve.

APO038 Discharge Integrated Health & Social Care

APO038a — Ongoing work with local authorities, recognition there is a shortage in provision of package of care. RPB winter funding to support.

APO038b — Home First principles being embedded through financial recovery work, delays impacted by resource

APO038c — Long length of stay reviews in Acute and Community Hospitals is multi-agency and is identifying areas where community beds are inappropriately used and work
is underway to ensure Home First approach is maximised as part of financial recovery work. Commenced in West late November.

APO038d — What matters conversations are happening but not consistently within 24 hours and further work is needed on discharge planning.
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i o . HllEnnl Unscheduled Care 12

Quarterly Assurance Sampling
APO035 SAFER Implementation
SAFER principles in community hospitals is ongoing. Current focus on ‘R’ for review and long length of stay reviews have commenced in all community hospitals. Engaged

with National ‘Every Day Counts’ work although delay to National agreement on discharge pathways and engaging with social care.

AP037 - Flow Early Pregnancy Service (emergency Gynaecology) Update

Service development will require submission of both a Revenue business and a Discretionary Capital Business case.

Discretionary capital case to be completed by March 2020 for consideration for 21/22 funding to secure funding for structural alterations required to East EGU

Revenue Business case — preferred options being completed which demonstrate need for additional revenue. Draft business case to be submitted to Womens F&P and

Women’s Board in February 2020.

AP039 - Stroke
There has been no change from what was reported in the previous APPMR of November 2019.
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submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019

Executive strategic

Actions
Lead

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Executive Director
Establish an integrated workforce improvement infrastructure to Workforce &
ensure all our work is aligned Organisational G G G G G G G G
Development
Executive Director
Build on Ql work to develop the BCU improvement system and Workforce &

APO41

APO42 delivery plan for efficient value based healthcare Organisational G G G G G G G G M
Development
Deliver Year One Workforce Optimisation Objectives - reducing Executive Director
APO43 waste and avoidable variable/premium rate pay expenditure. Workforce & M M
Demonstrating value for money and responsible use of public Organisational
funds Development

Deliver year one Health & Safety Improvement programme, Executive Director

APO044 |focussing on high risk / high impact priorities whilst creating the Workforce & G M M

- Organisational
environment for a safety culture
Development

Executive Director
Develop an integrated multi professional education and learning Workforce &
Improvement Programme in liaison with HEIW Organisational
Development
Executive Director
Workforce &
Organisational
Development

<

AP045

AP046 |Develop a Strategic Equality Plan for 2020-2024

Executive Director
Deliver Year One Leadership Development programme to priority Workforce &
APO047 |_C'Ve rore M
triumvirates Organisational
Development
Executive Director
AP048 Develop an integrated workforce development model for key staff Workforce & G M
groups with health and social care partners Organisational
Development
Provide ‘one stop shop’ enabling services for reconfiguration or Ex?lsgtrl‘\(/;rt():gz:tor
AP049 |workforce re-design linked to key priorities under Care Closer to L M
. : . Organisational
Home; excellent hospital services
Development
Executive Director
Develop and Deliver Year one Communications Strategy to Workforce &
APO50 improve Communications and enhance BCUHB reputation Organisational G G G G M

Development
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SMelelEInlnl=l \Workforce Exception 14

APO043 - Deliver Year One Workforce Optimisation Objectives - reducing waste and avoidable variable/premium rate pay expenditure. Demonstrating value for money
and responsible use of public funds - Progress has been achieved in areas such as Retention Improvement Plan in place and actions progressing, N&M bank capacity
increased through revised rates and auto-enrolment, Establishment Control (EC) system via electronic portal enabling effective vacancy control, Workforce Optimisation
Programmes and associated PIDs are in place and overseen by the Workforce Improvement Group (WIG). However this objective remains Amber as whilst work
programmes are all being vigorously pursued and some schemes are green there are still programmes in early stages of development. Next Steps: Continued oversight and
delivery of all Workforce Optimisation programmes including: Medical Productivity & Efficiency, Nursing; Midwifery and AHP Productivity & Efficiency, Non Clinical
Productivity & Efficiency and Overarching / T&Cs Application.

APO044 - Deliver year one Health & Safety Improvement programme, focussing on high risk / high impact priorities whilst creating the environment for a safety culture
The gap analysis of legislative compliance has been completed in Q2. This objective remains amber as the review of 31 pieces of legislation indicated there was a lack of
compliance in 15 pieces of legislation, partial compliance with 13 and fully compliant with only 3. Next Steps: comprehensive set of action plans has been developed to
address the shortfalls in key areas of risks described above. The most significant risks are on the risk register and will be monitored by the Strategic Occupational Health &
Safety Group. Plans to develop an accredited Occupational Health Service are underway through the Safe Effective Occupational Health Standards (SEQOSH), this will be
implemented in June 2020. A comprehensive set of policies will form the basis of the next 12 months work that are realistic and clear on roles and responsibilities. Action
plans are being completed as scheduled and Q3 report provided to QSE in January 2020 to track progress.

APO045 - Integrated Learning Programme: Establish strong links with HEIW to support the alignment of national and local education improvement programmes
The Workforce Modernisation Manager is a member of the HEIW all Wales Learning and Development Framework group, aims are to develop a single framework which will
include the definition, educational level and competence of the workforce from support worker to consultant level practice. The group will develop a single, NHS Wales
Learning and Development Framework for NHS Wales.

Attended HEIW N/W stakeholder event and established links and input to HEIW's IMTP and work related to the HEIW Workforce Strategy. Learning from this distributed
within BCU to Heads of HR and to OD leads and will be shared at the BCU Education Governance group.

Workforce Modernisation Manager also sits on a number of other HEIW groups including: the Clinical Modernisation Group, All Wales Apprenticeship group, All Wales
Careers group and the All Wales Primary Care Development band 1-4 group.
New BCU educational governance group set up, first meeting to be held on 20/1/20. Leads from HEIW identified and will be invited when required.
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APO045c- Integrated Learning Programme: Develop an Apprenticeship Improvement Plan to enhance utilisation of apprenticeships across the organisation
Plan is developed and in progress, outcomes are well supported and many are completed (but they are an ongoing due to the nature of the work). Apprentices in the
organisation have increased over recent months to 34, with several more in recruitment control.

APO045d - Integrated Learning Programme: Develop a plan to expand the Step into Work Scheme across the health and social care sector

Plan is in place:

» Placements commence Jan/Feb 2020

* 12 week placement (1 day per week)

* Participants to rotate (6 weeks) with a primary placement in either acute, community, managed practice, local nursing home (then rotate in all other areas)

» Agreement for placements from community hospital, acute hospital, managed practice

» Confirmed rotation with Clwyd Alyn/Pennaf

APO47a Year 1 Leadership Development Programme: Develop a robust succession planning programme that identifies future leaders within the organisation
Draft Matrix tool adopted from NHS Leadership Academy and is ready to be sent out for consultation.

Senior Director of Leadership from HEIW invited to next Senior Organisational Development Meeting to update on national process to ensure alignment.

APO47c Year 1 Leadership Development Programme: Develop a culture of compassionate, accountable and quality focused leadership and management
capability at all levels including clinical leadership

A number of programmes implemented, supporting leaders at all levels in understanding and developing a compassionate leadership style and approach, including - ILM
management programmes, A Step Into Management Programme, Ward Managers Programme and the Leading for Transformation Programme for Senior Leaders.

The Executive team are now fully engaged with various initiatives that provide consistent opportunities to communicate our purpose and vision into the organisation. These
include participating in Seren Betsi Star staff recognition awards, taking part in Better Care Spending Well events designed to engage staff in effectiveness and efficiency
conversations, contributing to the ‘My Week’ newsletter, engaging in leader walkabouts, acting as sponsors for our senior leadership development programme, Leading for
Transformation, and actively participating in the programme’s Dragons Den innovation events.

Senior Leadership Network launched - first session held in December 2019 - including executive representation and leaders at band 8D and above - session well received
and focused on developing key relationships and networks at senior level. This programme will continue in 2020 on a quarterly basis
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SMelelEInlnl=l \Workforce Exception 16

APO048b - Develop an integrated workforce development model for key staff groups with health and social care partners: Develop New Roles

W&OD dept are working closely with divisional leaders to develop staff in alternative roles and to develop and introduce new roles. OD department have developed a toolkit
to support alternative roles. This has been used most recently to support the Cancer Clinical Nurse specialist competence review resulting in a competence framework for
Cancer Clinical Nurse Specialists. BCUHB in association with Bangor University have been offering temporary development roles to newly qualified Physicians Associates.
Towards the end of 2019 deputy medical director supported by W&OD colleagues has helped divisional managers towards securing permanent AP posts. This has been as
part of M&D optimisation programmes and is providing a permanent solution to junior and middle grade M&D gaps.

APO049 - Provide ‘one stop shop’ enabling services for reconfiguration or workforce re-design linked to key priorities under Care Closer to Home; excellent hospital
services

A number of aspects of this objective have been achieved (e.g. further developing guidance to assist managers to take ownership of actions, increasing organisational
capacity in regards to Equality Impact Assessment knowledge and understanding). However this objective remains amber as whilst teams across W&OD have deployed a
multi team intervention model in support reconfiguration/ workforce redesign in areas such as sickness management and in support of various workforce PIDS this model
has not been formalised and publicised. Next Steps: W&OD will continued multi team support to Workforce Optimisation programmes and will document this approach in
order to develop this into an ‘offer’ which can be publicised to areas planning significant change

Quarterly Assurance Sampling

APO50 - Develop and deliver year one of the Communications Strategy
Strategy has been developed and is awaiting sign off from the Board
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Plan Actions Executive strategic submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019
Ref Lead
Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Executive Director

APO062 |Statutory Compliance / Estate Maintenance Planning and G G G G G G G

Performance

<

Executive Director

Executive Director
APO066 |Ruthin Hospital Planning and
Performance

APO063 |Primary Care Project Pipeline Planning and G G G G M
Performance
Executive Director
APO064 |Well-being Hubs Planning and M
Performance

Executive Director
APO067 |Vale of Clwyd Planning and
Performance

Removed

Executive Director
APO068 |Orthopaedic Services Planning and
Performance

<

Executive Director
APO069 |Ablett Mental Health Unit Planning and
Performance

<

Executive Director
APO70 |Wrexham Maelor Infrastructure Planning and
Performance

Executive Director
APO71 |Hospital Redevelopments Planning and
Performance

<

Executive Director
APO072 |Central Medical Records Planning and
Performance

<

Executive Director
APO73 |Residencies Planning and
Performance

60606 3160600600
0606 3T 60600
0606 316060 0

<

Executive Director
APO074 |Integrated Care Fund (ICF) Schemes Planning and
Performance

O 00660 310060600 0

@
@
@
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APO073 Residencies has moved from amber to red:
A useful meeting was held just before Christmas and the scope for a possible collaboration continues to be explored.

A draft business case has now been produced and is receiving its first review. There are a number of key issues to be resolved including:

. Given the previous procurement exercise, what is the current status of housing providers as preferred partners.
. Asset ownership.
. Balance sheet issues.

This is a proposed ground breaking partnership and an innovative financing approach. It will in all likelihood not be possible to progress a business
case to Board by the end of March.
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submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019

Executive strategic

Actions
Lead

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Phase three of Welsh Patient Administration Project (PAS) starts.

] - . Executive Medical
APO51 |t will repl_ace the Commerma_\l PAS s_ystem in the West gnd Director G G G G G G G G M
standardise processes relating to this system in other sites
Reconstitute the Welsh Emergency Department System

R R
APO053 |upgrading the Emergency Department System in the East (phase Executive Medical G G G G
G G

Completion of pilot studies to learn lessons to inform wider
APO052 |installation and utilisation of the Welsh Community Care
Information System

Executive Medical
Director

Moved to 2021/22

G M

1) and extending instances to Central and West (phase 2 and 3) birector

Phase 2 of a local Digital Health Record which will strengthen our
APO054 |investment and approach to the delivery of an electronic patient
record

Executive Medical
Director

G G

R
G
G G
G

APO55 |Support the identification of storage solution for Central Library Exec;t:\r/scl:g?dlcal --
Transition program to review the management arrangements for Executive Medical
APOS6 ensuring good record keeping across all patient record types Director G G M
' . . - Executive Medical
APO0O57 |Delivery of information content to support flow/efficiency Director G G G G M
Rolling programmes of work to maintain / improve the digital
APOS8 infrastructure e.g. migration of telephone infrastructure from an Executive Medical M
end of life solution to one which is fully supported and capable of Director
underpinning service change e.g. single call centre
APO59 Provision of infrastructure and access to support care closer to Execut!ve Medical M
home Director
. Executive Medical
APO060 |Support Eye Care Transformation Director G G G M
. Executive Medical
APO061 |Implement Tracker 7 cancer module in Central and East. Director G G M
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Ml Inlnl=l Digital Health Exception 20

AP056: Good Record Keeping/Management
Deputy Head of Health Records post (8b) has been recruited to internally and took up post in October. The Band 7 Project Manager requirement has been confirmed in
principle and funding is being secured through the HASCAS & Ockenden Board. As soon as able to start the work, Mental Health Services will be the priority area - aim to

complete this section by March 2020.

APO058: Deliver Capital Programme for 2019 2020 as defined within plans

The discretionary programme is progressing as planned with progress being made in all expected areas. The programme was subject to change control at the end of
Quarter 2 via the Capital Programme Management Team to reflect the removal of the paging systems replacement project and emerging priorities for spend which include
Health Records racking and Telephone Switches.

APO059: Provision of infrastructure and access to support Care Closer to Home

The group lead by BCU to facilitate standard access to "home networks" for community resource teams have identified 6 Work streams for the provision of ICT
infrastructure; « Formalising IT Service Desk call logging procedures and service agreements * Federating Active Directory across 6 Local Authorities and implementing trust
relations with BCUHB Nadex ¢ Implementation of Wide Area Networks, Local Area Networks and Govroam wireless networks into required sites ¢ Implementation of
telephony solutions for each of the identified sites e.g. Interactive Voice Response call routing & Contact Centres as required < Implementation of shared managed print
solutions for all partner organisations at sites < Deployment of Office 365 and MS Teams to enable collaborative working for the various partner organisations.

A capital business case is under development to enable work, data from CRT teams is required to complete. This is taking longer to gain than anticipated.

APO0O61: Cancer Tracker
The updated product is available within the organisation however this does not fully satisfy the requirements of Cancer Services, and appaers to offer lower functionality
than is presently in use . National discussions are continuing to increase the functionality of the product. At this time Cancer Services have declined to adopt the current

version available.
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. . submitted to Committees Self Assessment and milestone due indicator (M) from revised outlook report July 2019
Executive strategic

Actions
Lead

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

APO75 |Governance EDN&M & Deputy CEO| Grey | Grey
AP076 |Grip and Control Executli:\iltre]al?]i:r:ctor of Gr ey G rey
APO77 |Planning Execm,i:\i’ﬁa?gscmr o Gr ey | Grey
APO78 |Procurement Execut'i:\i/ﬁal?]icrgctor of Gr ey Gr ey
APO79 |Risk Management Deputy CEO Grey | Grey | Grey | Grey | Grey

Three Year Outlook and 2019./20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) Decem ber 2019

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



MLl EIninl=l Finance Exception 22

APQ75 Governance

Work is continuing on developing the Governance framework of the Health Board, the revised draft Clinical Risk Strategy is on target for implementation in April 2020 .The
work to date has highlighted a number of issues to be addressed and posed 6 emergent risk management themes which need to be considered in order to align with the
work on the overall governance framework.

APQ76 - Grip and control

Progress is being made against the Financial Recovery Action Plan, but this has not delivered a reduction in the expenditure run rate to allow progress towards the Control
total of £25m deficit.

The Health Board has identified further areas to scrutinise discretionary expenditure for the last quarter of the year, and to increase the levels of financial governance and
control within the organisation.

AOOQ77 - Planning

Performance against in-year financial plan (including savings programme) is being tracked.

Accurate forecasting and delivery of financial recovery actions are critical in driving the required reduction in expenditure by divisions over the last quarter of the year.
Planning cycle for future years is underway.

We are learning lessons from current year planning, in-year performance to date, and from the Financial Recovery programme to better inform future planning.

APQ78 - Procurement

Efficiency framework and other opportunities are being scoped and accessed.

Conformance with procurement requirements is being monitored and any deviations reported.

Lessons from this year show that utilising national frameworks and All-Wales approaches via NWSSP is not sufficient to guarantee meeting the Health Board'’s financial
targets. Engagement with NWSSP on All-Wales approaches has begun between the DOF and new Director of Procurement, to identify any potential opportunities which can
deliver at scale.

Three Year Outlook and 2019/20 Annual Plan
Monitoring of progress against Actions for Year One (2019/20) DeCem ber 2019
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Appendix A: Further Information

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

The link to these papers is shown below:

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

The Quality, Safety and Experience Committee is asked to scrutinise the report and to consider
whether any area needs further escalation to be considered by the Board.

Ar gyfer Ar gyfer Ar gyfer Er
penderfyniad Trafodaeth sicrwydd gwybodaeth
/cymeradwyaeth For For %’ For

For Decision/ . S o P
Approval * Discussion Assurance Information

Sefyllfa / Situation:

Please refer to Executive Summary contained within the IQPR

Cefndir / Background:

This paper provides the QSE Committee with detail of the latest performance aligned to the NHS
Annual Delivery Framework for Key Performance Indicators which sit within its remit. Where
performance is below the national target an exception report is provided to indicate actions being
taken to improve performance.




Asesiad /| Assessment

Strategy Implications
The performance measures within the IQPR are aligned with the Annual Plan and identified as the
key performance indicators in monitoring and managing the Health Board’s strategy.

Financial Implications

The financial benefits arising from high quality safe care are recognised and the cost of poor
performance both to the individual patient, staff morale, organisational reputation and financial
cost is integral to improving the performance of the Health Board.

Risk Analysis
The RAG-rating reflects the performance against the Plan. Where there aren’t Plan Profiles, the
performance is measured against the national target.

Impact Assessment

The operational plan has been Equality Impact Assessed. The Quality, Safety and Experience
Committee is asked to scrutinise the report and to consider whether any area needs further escalation
to be considered by the Board.
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AN o Lo lTI R[] o o] M Section 1: Report Structure 3

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

The measure code relates to the code applied within the NHS Wales Annual Delivery Framework, which Welsh Government hold the Board accountable for delivering. A key
difference in the structure of the IQPR for 2019/20, in comparison to 2018/19 is that it is that the report reflects the organisational priorities as set out in the Operational Plan
approved by the Board . The report maps each the measures included against the corresponding work programme within the Annual Plan for 2019/20. This is done via a
reference number in the 4" box of the Measure Component Bar. The next page contains a list of all the Programmes in the Annual Plan in the order of the reference
numbers.

The format of the Measure Component Bars and the Chapter Summaries have been improved in this report. The Measure Component Bars have been simplified and data
for the full 2019/20 Year to Date is presented. Furthermore, the Chapter Summaries have also been simplified. All Measures are now RAG rated against the Annual Plan
except where no Plan Profile is available. In this case, performance will be RAG rated against the National Target.

f Performance has improved since last reported
‘ Performance as got worse since last reported
» Performance remains the same as last reported
Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019
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AN oJe IV I MR {Te]e]g M Section 3: Report Content for 2019/20 4

Profiles

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

Escalated Exception Reports

When performance on a measure is worse than expected, the Lead for that measure is asked to provide an exception report to assure the relevant Committee that they
have a plan and set of actions in place to improve performance, that there are measurable outcomes aligned to those actions and that they have a defined timeline/
deadline for when performance will be 'back on track’, preferably demonstrable through a recovery trajectory. Although these are normally scrutinised by the Quality, Safety
and Experience Committee (QSE) of the Board, there may be instances where they need to be ‘escalated’ to the Board. The timings of the Board and its committees does
mean on occasions the Board will have received timely information on the performance compliance ahead of the QSE committee scrutinising the performance.

Performance Trends
Where appropriate run charts or SPC charts are used to present performance data. This will assist with tracking performance over time, identifying unwarranted trends and

outliers and fostering objective discussions rather than reacting to ‘point-in-time’ data.

Cycle of business

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

This report also includes the local indicator ; Healthcare Acquired Pressure Ulcers and provides disaggregation of the Health Care Acquired Infection data to demonstrate
the split between hospital and community recorded infections and disaggregation of S.aureus indicator to show numbers of MRSA and MSSA infections and number of
C.difficile infections which contribute to the overall rate for both national measures.

An additional slide is provided this month on the actions being taken to address the backlog incidents requiring closure.
In addition to this report all committees are provided with a RAGP self-assessment of progress against the actions within the Annual Plan.

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

December 2019
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OEIEURSInIREIRY Graphic Summary 5

Improved
Profile Target
MHM1a - Assessments within 28 Days 0 f —amo —amo
LFMO060b (CAMHS) 82.73% >=80% >=80%

LFMO61b MHM1b - Therapy within 28 Days (CAMHS) IR0 f >=80%  >=80%

DFMO005a Flu Vaccination: 65's and Over 69.10% f >=60% >=75%
DFMO005b Flu Vaccination: Uner 65's at Risk 42.4% f >=30% >=55%

7 Of Most Concern

Profile Target
M e n tal DEMO58 26 Week Wait: Adglt Specialist Mental 25.18% t AP >= 80%
Health Psycholoaical Therapy
DEMO059 26 week Wait: Children and Young People 25.76% ‘ AP >= 80%
ea Neurodevelopment Assessment
DFMO015 Sepsis Six Bundle: Emegrgency Department SR f >=80% Improve

7 DFM028 Crude Mortality Rate (Under 75 years of age) NEEL) ‘ <=0.70% Reduce

Grey = No Data available at the time of reporting

Integrated Quality and Performance Report December 2019

Quality, Safety & Experience Committee Version
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Executive Summary 6

The Committee are asked to note that while flu vaccination will continue to the end of the winter performance is presently the best in Wales. every
effort is being made to improve further towards delivery of the targets despite some issues initially experienced with the distribution of vaccines.
The committee are also asked to recognise the improvement made in the delivery of the mental health measure in CAMHS with both assessment
and therapy targets achieved for the first time this year. The assessment within 28 days has delivered the national target for 3 consecutive month
and while continuing to be reported can be de-escalated from exception reporting next month.

The reports on psychological therapies and neurodevelopment indicators demonstrate the amount of work and investment required to improve
delivery of services to both populations of patients.

The committee is asked to pay attention to the deterioration in infection prevention measures, with the present position indicating that for a number
of infections the year end trajectory is now unlikely to be achieved. The committee should be aware that across Wales delivery of the trajectories is
challenged and within BCU work is demonstrating that not all infections are health care acquired and a high proportion are classified as
unavoidable.

The work of the sepsis collaborative to address the improvement in ED Performance is highlighted, noting that performance is lower in quarter 3
2019/20 than in the same period of the previous year.

The improvement in reporting of SUI is continuing with the backlog of overdue reports reduced to 37.

No new never effects are reported this month

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019
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Concerns &
Incidents |

5

2 1
Medicines Mortality

3 2

Integrated Quality and Performance Report
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Annual Plan  National
Profile Target

DFMO008 Alcohol Attributed Admissions 444 4 t N/AA Reduce

Code Measure Status

DFM009 Learning Disabilities Annual Health Check N 4 AP >=75%
DFMO012 Hospital Admissions mention Self Harm in Children & Young f 0 0

DFM013 Amenable Mortality Rate PN 4 AP Reduce
DFMO014 Sepsis Six Bundle: Inpatients 100% » 100% Improve

DFMO015 Sepsis Six Bundle: Emergency Department 48.15% f >=80% Improve
DFMO016 Preventable Hosptial Acquired Thrombsis ‘v NIP Reduce
DFMO017Opiod Average daily quantities per 1,000 patients 4,815 "‘ <=4,961 Reduce

DFMO018 Antipsychotic Prescriptions for Over 65s 2,215 ‘ AP Reduce

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

ST NOEUINA Summary Page 1 8

Code Measure Status Annual.PIan National
Profile Target

DFM019

DFM020

DFM022

DFM023

LM023a

LM023b

LM023c

DFM024

DFM027

DFM028

DFM032

Antibacterial ltems per 1,000 STARPUS 259.8 f <=275.6 Reduce
Combined 4 Antibacterial items prescribed 12.68 f <=14.33 Reduce
Patient Safety Solutions Wales Alerts and a

| g < 0
Notices
Serious Incidents Assured within timescales BGERZLZ f >=47% >=90%
Serious Incidents: Patient Falls .y <=11 <=11
Serious Incidents: Pressure Ulcers f 0 0
Total Number of Healthcare Acquired f Ap AP
Pressure Ulcers
Total Number of New Never Events “ f 0 0
Universal Mortality Reviews within 28 Days  [REIGON 4 >=95%  >= 95%

Crude Mortality Rate (Under 75 years of age) 0.77% ‘ <=0.70% Reduce

NICE Approved New Medicines made 0 0 0
available Within 3 Months 99.40% .' 100% 100%

December 2019
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Betsi Cadwaladr
University Health Board

DFMO033 Number of Clinical Research Studies

DFMO034 Number of Commercial Research Studies
DFMO35Number recruited to clinical studies

DFMO036 Number recruited to commercial studies

DFMO037 Survey Results: Satisfaction with Health Services

DFMO038Number of Postponed Procedures (Non-clinical)

DFMO040Concerns Replies within 30 Days
DFMO0410Over 65's with Dementia registered with GP
DFMO042 Survey Results: Dignity and Respect

DFMO043Survey Results: Satisfaction with GP care

Annual Plan
Profile

Status

2,239 ‘ Reduce

§ oo
f Improve
f Improve
f Improve

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

National
Target

Improve

Reduce

>=75%
Improve
Improve

Improve

ST Summary Page 2

Code Measure Status AnnuaI.Plan
Profile

DFMO044

DFM045

DFMO046

DFMO075

DFMO076

DFMO77

DFMO078

WGMO001

WGMO002

Survey Results: Satisfaction with Hosptal 94.60% f Improve
Care

NHS Staff Dementia Training 93.70% f Improve
GP Practice Dementia Training 18.90% ‘ Improve
Qualitative Report: Advancing Equality » Yes
Qualitative Report: Health & Wellbeing » Yes
Qualitative Report: Accessible -
Communication Yes ‘ ves
Qualitative Report: Welsh Language » Yes
Ward Staff Fill Rate (Nursing) 86.00% » >= 95%
Ward Staff Skill Mix (Nursing) 56.00% [ SRR

December 2019

9

National
Target

Improve

>= 85%

Improve
Submit QR
Submit QR
Submit QR
Submit QR

>=95%

>=60%
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L ETICIMENONEINZW Sepsis Six Graphs 10

Qtr 2 . ~ ~ Qtr 3 y y - Qtr 4
19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20 19/20

National Plan Current Wales Same Period Qtr 1

Code Measure Description Actual Status Apr-19 May-19 Jun-19

Target Target  Period Benchmark Last Year WHE)  AUgHE SEpl

19/20

Percentage of in-patients with a positive sepsis
DFM014 Zfief?rr:{‘gowurr‘z:FZVSJ:dcli"\’;?h;":r']‘;“;iEtrso‘;fpt:;nf:ps's Improve AP039 Dec-19 [ETLL . 0 100% 100% 100%  100% 100% 100%  100% 100% 100%  100%
screening
Percentage of patients who presented to the
DFMO15 VEVELE:%TIZ%?eel\‘j:‘g':f;te"‘gznispgf'&‘fézgi:z Zf;e:r';'t”g Improve AP039 >=80% [0SR} 48.15% t 0 4518%  66.21% 5155% 44.78% 4427% 53.13% 58.50% 52.36% 46.60% 48.15%
hour care bundle within one hour of positive screening
Sepsis Six Bundle within 1 Hour for Inpatients Sepsis Six Bundle within 1 Hour at Emergency Departments
100% 100%
90% 90%
80% 80%
70% 70%
60% 60%
50% 50%
40% 40%
30% 30%
20% 20%
10% 10% I
0% 0%
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
m2018/19 m®2019/20 m2018/19 m2019/20

Why we are where we are:

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version DeC em b er 2019
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| S Chapter 1 - Quality Sepsis Six Bundles

Outcomes Timeline

1. Sepsis collaborative (Emergency Departments)

» Sepsis collaborative is about supporting teams in the emergency
department to work together local and across the health board to make
improvements in sepsis management and share success with others to
improve patient outcomes for sepsis in line with best practice.

+ Session 5 of the sepsis collaborative is scheduled to take place on 12"
Feb 2020. This will be reviewed after this event to evaluate if further
sessions will be held.

* Areduction in Sepsis mortality is being seen now on some acute sites as a
result of on going improvement work

2. Sepsis dashboard

+ Sepsis dashboard is active and in use across all sites by ED depts. It is
now being used to inform of progress during ED DRIPS meetings.

» Development work on the dashboard is now completed

3. Introduction of DRIPS* meetings

DRIPS stands for data, review, improve, plot the dots and share

All acute site ED depts. are now running DRIPS meeting to review progress
and make improvements to early sepsis treatment.

*Data, Review the cases, Improvements, Plot the dots, Share and celebrate

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

* Improve understanding of issues and develop
action plans to rectify problems as identified

* Improved ownership around sepsis and helps
staff to aspire to be best they can

Predicted April 2020

provision of live data to inform staff of progress
and help identify areas of weakness that need Completed November 2019
improvement

* Improve understanding of issues and develop
action plans to rectify problems as identified

* Improved ownership around sepsis and helps
staff to aspire to be best they can

Predicted April 2020

December 2019

11
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Qtr 2 ) ) . Qtr 3 ) ) ) Qtr 4
10/20 Oct-19 Nov-19 Dec-19 10/20 Jan-20 Feb-20 Mar-20 19/20

Code Measure Description National ~ Plan Plan Current e — Wales  Same Period Apr-19 May-19 Jun-19 1Q9t/r2(l)

Target Ref Target  Period Benchmark Last Year WHY ALY SEp-le

Of the serious incidents due for assurance, the
DFMO023 percentage which were assured within the agreed >=90% AP039 >=47% [oLIkN 69.44% ' 22.22% 25.00% 38.24% 48.28% 51.52% 46.51% 51.60% 39.50% 62.16% 69.44%
timescales

Welsh Government Reportable Incidents - % Closed within Timeframe Welsh Government Incidents - Open & Overdue
100% 700
90% 600
80%
500
70%
400
60%
300
50%
200
40%
30% 100
2 D&@@@«%@@@@@@@@@@»@@@@@
10% IR i S R Rl e D R
0% Apr- May- Jun-| Jul- | Aug- Sep- Oct-|Nov-|Dec-| Jan- |Feb- Mar- Apr- May- Jun- Jul- Aug-| Sep- Oct- Nov- Dec-
S ,\’q. =) ) ) ) ,\9 ) 2 o o ,‘9 18 | 18 | 18 18 |18 18 18 18 18 19 19 1919 19 |19 19 19 19 | 19 19 19
o {}'zﬁ' & & &F o & & & <& & & Open 574 573|574 602 612 649 625 640 617 545 472 419 227 252|175 160 148 141 122 108 109
Performance = == = Mean Plan = = = Upper Control = = = Lower Control Target Overdue | 314 348 369 403 361 383 390|417 395 386 369 337 276 103 111 85 76 67 | 55 46 37
Why we are where we are: There is a continued effort to reduce the number of Welsh Government reportable incidents open. This has seen a decrease month on month,
with the number open as of the 8" January 2020 being 109, of which 37 are overdue. There is a focus on the management of incidents and this is increasing the timeliness
of managing of incidents more effectively. The weekly incident review meetings continue to scrutinize progress as well as detail of incidents. Closure is dependant upon
appropriate investigation. Changes in service governance arrangements is expected to impact positively on performance of WG reportable incidents going forward.

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version DeC em b er 2019
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Actions Outcomes Timeline

1. The new Assistant Director of Patient Safety and Experience has Continued focus and scrutiny has seen a Ongoing
continued the scrutiny of open and overdue incidents, and divisions have sustained reduction in overdue closure forms
continued their focus on timely completion. This focus will continue. and an improvement in timely completion.

2. A review of the procedures and processes for incidents is planned with a Simpler process for staff to follow reducing Review to start by March 2020
view to streamlining and simplifying. This will be done in co-production with delays
divisions. The review will explore new processes, training and documentation.

3. Implementation of the new All-Wales Concern System (replacement Datix Simpler, improved and more accessible National rollout during 2020-2021

system) recording of investigations and learning and (Welsh  Government (WG) led
easier reporting to WG programme)
Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019
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National ~ Plan Plan Current Wales  Same Period %{/rzt Qtr 2 Oct-19 Nov-19 Dec-19 Qtr 3 Jan-20 Eeb-20 Mar-20 Qtr 4

Jul-19 Aug-19 Sep-19 g 19/20 19/20

Code Measure Description Target Ref Target " Actual Status TGLTErR | LN Apr-19 May-19 Jun-19

LM023a Number of Patient Falls reported as Serious Incidents ~ <=11 NP <=11 Dec-19 ‘ NA 0 6 12 19 19 12 10 6 9 12 -

Number of Patient Falls reported as * Harms resulting from patient falls in December 2019:
Serious Incidents » Total of 12 Falls reported for December 2019 increase from previous
20 month (total 9 reported for November)
15 * 6 patients in Secondary care- 2 fractured neck of femurs, 1 subdural
haematoma, 1 fracture wrist & 1 fracture to nose
10 « 2 patients in community inpatients-1 fractured neck of femur & 1
fracture to THR
5
I I « 3 patients in MHLD inpatients-2 fractured neck of femurs & 1 pubic rami
0
pr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar * 1 outpatient community hospital-1 fractured patella
mmm 2018/19 mmm2(019/20 eTarget

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019
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Actions Outcomes Timeline

1. Falls collaborative continues —Wards are continuing to test
individual interventions and other collaborative ward interventions
to determine Health Board (HB) standard

To reduce inpatient falls by 30% in 30th April 2020
collaborative wards

To implement a clear pathway/metrics of

2. Falls collaborative faculty projects include development of education resources for all levels of 30" April 2020
education resources, update HB falls prevention web page clinical staff

3. Implementation of all Wales documentation ( in line with all Seamless transition to all Wales 15t Mav 2020
Wales implementation plan) to replace HB Falls Pathway documentation y

To review and monitor progress against
HB improvement plan

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version OCtO b er 2019

On going

4. Falls strategic group (inpatients only) re established

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



T : Serious Incidents: HAPU (Healthcare
_ Chapter 1 Qua“ty Acquired Pressure Ulcers) - Report

National Plan Plan Current Wales Same Period Qtr 1
Target Ref Target  Period Actual Status o hmark LastYear APr19 May-19 Jun-19 g,

16

9 Q2 o419 Nov-19 Dec-19 22 jan20 Feb-20 Mar20 Q4

Code Measure Description 19/20 19/20 19/20

Jul-19 Aug-19 Sep-1

Number of Healthcare Acquired Pressure Ulcers
reported as Serious Incidents

LM023c é(:;a(ljlel\sh;mber Healthcare Acquired Pressure Ulcers(All AP NTS AP Dec-19 ‘ NA 508 452 543 550 502 482

LM023b

Why we are where we are: Total of 4 HAPU reported as serious incidents for December 2019: 3 in Secondary care (Wrexham) 1 in community Clinic. Total number of
HAPU (for all grades for the Health Board Inpatients, community patients in own home and care homes) 190 reduction on previous months.

Actions Outcomes Timeline

Combined Risk Assessment and SSKIN* bundle
will support identification and preventative 30" April 2020
intervention will reduce incidence of HAPU

1Risk Assessments to be implemented as part of the introduction of revised
booklet by 30" April 2020 in line with All wales implementation plan

*SSKIN = Surface, Skin inspection, Keep moving, Incontinence/moisture, Nutrition

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

December 2019
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) . National Plan Plan Current WWEIES Same Period Qtr1
Code Measure Description ETGra: Ref Tager period Actual Status T Apr-19 May-19 Jun-19 10/20

DFM024 Number of new never events 0 AP039 ] Dec-19 n ' 2nd

Details on never events:

Qtr 2 _ _ _ Qtr 3 _ ) " Qtr 4
19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20 19/20

Jul-19 Aug-19 Sep-19

There were no new Never Events reported for the month of December.
Currently the Health Board have 2 Never Events open and under investigation:

1) Retained foreign object post — operation. Reported 23.10.2019 - Serious incident review undertaken, chaired by Hospital Medical Director and supported by head of
Patient Safety. Information from review to be fed into BCUHB's "PICC line" task and finish group. Action plan in development following recommendations.

2) Retained foreign object post — operation. Reported 21.11.2019 - Rapid review undertaken. Comprehensive investigation and review to follow. Secondary Care Medical
Director will Chair the review.

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

December 2019
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Code Measure Description et HE FET Curr.ent Actual Status el SER (PR Apr-19 May-19 Jun-19 ?gt/rzt

Qtr 2 ) . ) Qtr3 y > " Qtr 4
Target Ref Target Period Benchmark Last Year Oct19 Nov-19  Dec-19 Jan-20 Feb-20 Mar-20

Jul-19 Aug-19 Sep-19 19/20 19/20 1920

DFM027 Slf(ﬁigfg:\,‘;fthf:"z’zrzzly':z;‘aa";‘;';":'ews (UEIRE) >=95% AP039 >=95% [IE) f ’ 2nd 87.80%  92.10% 95.80% 96.70% 90.50% 91.70% 90.50% 89.60% 91.20% 92.80% ’ ‘
Crude Mortality Rates: 74 years of age and under Universal Mortality Reviews carried out within 28 Days of
0.90% Death
0.80% 100.00%
0
0.70% 80.00%
0.60%
0.50% 60.00%
0.40%
0.30% 40.00%
0.20% .
0.10% 20.00%
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar pr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
mm 2018/19 mmm2019/20 e==Target BN 2018/19 NN 2019/20 == Target

Why we are where we are: Crude mortality rate is a stable process with no special cause variation to suggest concern.

Universal Mortality review (UMR) performance is below target due to one DGH, Wrexham. This escalated to secondary care management team.

Work is progressing to move onto DATIX. Easier to track and manage, its anticipated this will address the performance deficit.

Medical Examiners are likely to come into post over the next 6 months. These will progressively take on review of all deaths for North Wales, with a national goal of April
2021. Together we anticipate to be above UMR target within next 6 months.
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Actions Outcomes Timeline
1. Reduction in mortality through focussed improvement * Improved compliance with sepsis six bundle

collaborative for Sepsis identified at the DGH Emergency ¢ Downward shift in sepsis associated mortality 6 months
Departments

* All GPs complete Quality Improvement Training, at least to “Bronze” level- 1 year
* Relevant Metrics established- 6-12 months

. : . + Engagement framework developed -6 months October 2020- 21
2. Reduction in mortality through focussed improvement . o - : : : :
. : : o + At risk population identified and testing commenced on first step interventions- 6
collaborative on Acute Kidney Injury (AKI) arising in
rimary care months
P y * Impact on AKI associated admissions and mortality expected to reduce over a 2 year
period.
3. Mortality systems review with secondary care, to ensure +« SBAR completed and meeting arranged with secondary care 6-12 Months
alignment of process with strategic intent * Agree, Design and Implement over 6-12 months

+ DATIX system implemented across all areas

* Achieve 95% target for UMR

» Achieve review of all deaths within 6 weeks

* Readiness of systems to receive referrals from Medical Examiners

4. Learning From Deaths (LFD) policy » Develop a LFD policy 4-6 months
» Take through consultation and approval process
+ QSE

18 months

5. Extend systematic mortality review, in readiness for

: . « All ly pr nsistent with LFD poli
Medical Examiners apply processes consistent wit policy

+ DATIX mortality review system established for all
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T National Plan Plan Current Wales Same Period ) Qtr 1 Qtr 2 Qtr 3 Qtr 4
Code Measure Description Actual Status Apr-19 May-19 Jun-19 19/20 19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20 19/20

Target Ref Target Period Benchmark Last Year
Number of procedures postponed either on the day or
DFMO038 the day before for specified non-clinical reasons (Rolling Reduce AP025 Reduce [SIJkR 2,239 ‘ 5th
12 Months)

Jul-19 Aug-19 Sep-19

Number of procedures postponed either onthe day or the day before for
specified non-clinical reasons
500
450
400 442
350 ‘
300
250 278 =
241 249
200 ’ pu e 226 15 227 2240, 198 5 -
150 o [ 164l , [167]165 173 162l 4o [M° 167
100 4528453
50
0
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
=2017/18 w2018/19 = 2019/20

The measure is reported as rolling 12 months, whereas the graph illustrates number of postponed procedures per month
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Actions Outcomes Timeline
30/01/2020

1. Review of avoidable on the day cancellation as a part of weekly access Better understanding of cancellations reasons by SABIEELILE cancella_tlons IS I EHENER

. . o L . weekly as part of site level access

meeting at site level. This is now part of weekly access agenda. speciality to help manage cancellations. . : .
meetings with agreed corrective
actions.

2. Deep dive into Pre-operative Assessment pathway in challenged Improve quality of pre-op to help reduce 28/02/2020

specialties cancellations for clinical reasons

Theatre utilisation groups has been

established at the 3 sites, along with
the planning cells, work on reducing
causes on theatre cancellations that
are local to each site28/02/2020

Contribute to reduction in on the day

3. Improved Theatre scheduling process cancellations to financial year benefit of 1,600

4. Introduction and roll out of SMs messaging Reduction in patient DNA 28/02/2020
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Code Measure Description

National
Target

Plan
Ref

Plan
Target

Current
Period

Actual Status

Wales  Same Period
Benchmark Last Year

Apr-19 May-19 Jun-19

Qtr1

Jul-19

Aug-19 Sep-19

Qtr2

Oct-19 Nov-19 Dec-19

OLGETICIMENONEUINA \Ward Staffing Levels Graphs

Qtr3

Jan-20 Feb-20

Mar-20

22

Qtr4

WGMO001 Ward Staff Fill Rate Percentage

RChibe2 Registered Percentage

Ward Staff Skill Mix Ratio of Registered v Non-

>=95%

>=60%

NIP

NIP

AP Dec-19 [N »

N/A 87.00%

AP Dec-19 [N »

N/A 54.00%

85.00%

55.00%

86.00%

55.00%

86.00%

55.00%

19/20

85.00%

55.00%

84.00% 86.00%

55.00% 55.00%

19/20

87.00% 86.00% 86.00%

56.00% 56.00%

56.00%

19/20

Ward Staffing Levels Fill Rate (Medical & Surgical Acute)

Ward Staffing Skill Mix Ratio
Registered : Unregistered (Medical & Surgical Acute)

0f -
100% 65% -
80% -
60% -
60% -
55% -
40%
20% S0% -
-
0% 45% A
oD OOMNVOONDWOODDNDAINDDDHDND DD D
R R R R Rl R R I Rl B I R i R R r A r i r e i it i et Rk B v By
QS Qs 2c35225 2982585252202 8 VDCcOSS>XNcsopDan>0coss>cs00h >0
P08 2853308320808 2T53308809 P08 eSS 2S0L00dcdoS2asS2S0L00
AP L=2<I<s""20n0zanL=2<s""300zn0 ASPs<S3°2302858=s<S3°230=24
. Actual = Target B Actual = Target

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

December 2019

19/20

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



TSI NGO \\V/ard Staffing Levels - Report 23

Actions Outcomes Timeline

Band 4 recruitment has been successful

Offers made to 11 overseas Nurses due to start

imminently In progress

Newly qualified due to complete March 2020 Commence in post April 2020
Staffing review completed Spring 2019, followup  Completed June & Nov 2019
review Autumn 2019

1. Ongoing recruitment — including additional pipelines of: Band 4 role to
support, overseas recruitment and targeted recruitment for hot spot areas. Bi-
annual staffing reviews to be completed and monitored and triangulated with
Harms data

Review of the HB preceptorship programme

Introduction of a Buddy system to support New

starters Commenced
Review and analysis of Exit data

Professional forums introduced

2. Ongoing retention initiatives — including review of the preceptorship
programme

Roster scrutiny meetings commenced — learning
3. Review of rostering effectiveness to ensure optimal staff deployment has been shared with teams. Ongoing monitoring  Ongoing — monthly meetings
using defined roster metrics.

Staff survey supported by Staff side colleagues
Promotion of staff taken breaks and obtaining March 2020
4. Promoting Staff wellbeing adequate hydration and nutrition whilst on duty February 2020
Stress risk assessment completion for areas with  ongoing
high turnover/sickness
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DFMO021a Cumulative Rate: E.Coli

Annual Plan  National
Status Profile Target

‘ <=67  <=67
‘ <=20  <=20
‘ <=22 <=2213
‘ <=78  <=106
‘ <=18  <=27
f >=60%  >=75%

f >=30% >=55%
Infection

Control Vacci nati on DFMO005d Flu Vaccination: Health Care Workers f >=30% >=60%
5 3

DFM021b Cumulative Rate: S.Aureus
DFMO021c Cumulative Rate: C.Difficile
DFM021d Cummulative Number: Klebsiella sp
DFMO021e Cumulative Number: P.aeruginosa
DFMO005a Flu Vaccination: 65's and Over

DFMOO05b Flu Vaccination: Under 65's at Risk
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University Health Board

Code Measure Description National ~ Plan Plan Current FYmenr [e— Wales  Same Period Apr-19 May-19 Jun-19 ?gt/fzt

) . . Qtr 2 ) ) . Qtr 3 ) . ) Qtr 4
Target Ref Target  Period Beneimert Lest Vers Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

19/20 19/20 19/20

DFM021 Cumulative rate of laboratory confirmed E.coli Dec-19 IEED

a bacteraemia cases per 100,000 population ‘ 84.12 9785 8359 88.38 83.77 85.63 83.39 83.04 8311 8552

Cumulative rate of laboratory confirmed S.aureus
bacteraemias (MRSA and MSSA) cases per 100,000 = = Dec-19 AR ‘ 23.64 26.21 2757 29.29 2835 27.75 29.13 2931 29.13 29.46
population

LMO021b Cumulative Number of laboratory confirmed MRSA Dec-19 ‘
1 cases
LM(;Zlb S:Srzlélauve Number of laboratory confirmed MSSA Dec-19 '

DFM021 Cumulative rate of laboratory confirmed C.difficile cases
c per 100,000 population

LMO21¢c Cumulative Number of laboratory confirmed C.difficile <153 Dec-19 t
cases
DFM021 Cumulative Number of laboratory confirmed Klebsiela _
d cases per 100,000 population S5 106 - bec-19 t

DFM021 Cumulative Number of Iabo_ratory confirmed Aeruginosa <27 Dec-19 31 '
e cases per 100,000 population

DFM021
b

Dec-19 ARl t 25.73 19.22 2154 2542 2406 2569 27.99 29.31 2849 2851

Why we are where we are: Natural variation is expected.

An increase in Gram Negative/Multi Resistant Organisms (related to Urinary Tract Infections as a majority) and MSSA (skin related as a majority) is been seen throughout
the UK, and none of the Welsh Health Boards are on track to achieve the 2019/20 trajectories for gram negative infections or MSSA.

The majority of Infections in BCUHB are not Health Care Acquired or Hospital Onset (29%), however 54% have been in hospital in the previous 6 months where exposure
MAY have taken place. On deep dive analysis on average 78% of these infections are UNAVOIDABLE.
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Infections identified

Chapter 2 — Infection Control

BCUHB BCUHB BCUHB
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Outcomes Timeline

A one off sporicidal clean was implemented and a “back to basics” approach for cleaning in

November. This was supported by a Safe Clean Care focus on decluttering and devices in
1. Continue with the weekly analysis and trends which includes Q3. A reduction was seen in November but has since increased in terms of those bacteria . vinuous
every infection within the 6 trajectory organisms. associated with gut and skin flora. The level of cleaning in November is not sustainable

with vacancies and insufficient resources.

Antimicrobial stewardship in the community setting is crucial in reducing the incidence of

multi resistant organisms, particularly e Coli/gram negative infections which are on the

increase. This is crucial in the Central Health Economy which continues to have the most

numbers of infections which are Community Onset (75% compared to average 71%), and

the most overall (41%) compared to East 32% and West 27%. Again this is reliant on Continuous
appropriate resource and has been placed on the Risk Register.

Considering that 78% of infections overall are UNAVOIDABLE, and 71% are Community

Onset the Quality Improvement work needs to concentrate on where a difference can be

made.

There is unwarranted variation in catheter care and the rationale for catheterisation.

However less than 2% of patients in hospital during the audit had a Catheter Associated

UTI (CAUTI)

Work needs to be considered with the CHC, Continence Service and Quality Improvement Spring 2020
to implement a Trail Without Catheter (TWOC) initiative and review of all devices to remove

where possible, including urinary catheters. East has the highest numbers of infections in

people with devices (44%), West 39% and Central 36%. Re audit Spring 2020.

Educational event took place on 61" December 2019. Timely support and actions to

respond to any IPC gaps in practice, cleaning and the environment via Link

4. Increase the visibility of the IP team and senior clinicians in terms communications and meetings. This has been a difficult Q3 with the numbers of positive

2. Antimicrobial stewardship is discussed with antimicrobial
pharmacy colleagues and relevant clinicians were this is thought to
be the root cause of infection. The report from Welsh Government
shows significant resistance to key antibiotics in BCUHB.

3. A benchmark audit took place in September 2019 to understand
the prevalence of urinary catheters and associated infections.

of quality support visits, audit and introduction of the Link Flu, RSV and Norovirus in addition to the other infections, particularly in Central where March 2020
Practitioner programme in September 2019. there has been significant difference in numbers (348) compared to East (274) and West

(231) and in Influenza like illnesses. This has been compounded by absence in the IP

team.
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[E==0 art 2. Bet=i Cadwaladr UHE monthly rates of E. coli bacterasmia per 1000 hospital admissions, A
oct 15 A0 b Onck 19
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The Health Board is not likely to achieve the 2019/20 trajectory for Clostridium Difficile The Health Board is not likely to achieve the 2019/20 trajectory for E. coli Blood Stream
infection (CDI) with 150 infections to end of quarter 3 and a trajectory of 153. This is 12%

allt )9 Infections (BSIs) with 450 infections to end of quarter 3 and a trajectory of 467.

less (19) than the target last year due to good reduction in 2018/19. In addition new

molecular testing increases findings by 1-2%. o . _ The majority of these are related to UTIs and many resistant to oral antimicrobials. These do
The IP team continue to follow up all CDI cases for a minimum of 4 weeks. 78% of patients not appear to be Catheter Device related. Again, the majority are in Central (40%) which has
had had antimicrobials. The highest numbers of CDI cases are in Central (45%) with the the least resource in terms of ratio of activity.

highest % from Care Homes (15%). The least in East (28%) which has a robust HPV

programme, the most resource for Antimicrobial Stewardship and the most resource for

Infection Prevention with a full time quality support post. Only 3% of cases were from Care
Homes. Central has the least resource in terms of ratio.
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art 2. Betsi Cadwaladr UHE monthly rates of MRSA bacteraemia per 1,000 hospital admissions, A
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MRSA bacteraemia MSSA bacteraemia

Numbers continue to decrease, however the trajectory is zero and to date the health Board The Health Board will not achieve the trajectory of 139 with 148 infections to date.
has had 7. All in males over 65 years of age, all had been in hospital and all had had heath

The majority are community onset (82%) and again highest in Central. 68% were
care intervention from a urology/device perspective. unavoidable.

Only 3 were known to be MRSA positive on screening. Screening in Central and West needs  Related to skin in a lot of cases, wound care and tissue viability antimicrobial stewardship is
improving. Screening is higher in East where they have seen the least amount of MRSA being considered by IP. Highest numbers in East which are thought to be wound related
infections. 58%, compared to 42% in Central and 31% in West.

Work needs to continue to remove any unnecessary devices. In addition, 19% of Central cases are from Care Homes.
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Chart 2. Betsi Cadwaladr UHE monthly rates of Kleb=siella sp bacteraemia per 1000 hospital

Chart 2. Betsi Cadwaladr UHE monthly rates of P. asruginosa bacteraemia per 1,000 hospital
admissions, Apr 10 to Oct 19 admissions,. Apr 10 to Oct 19
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Klebsiella sp. bacteraemia Pseudomonas aeruginosa bacteraemia
The Health Board is unlikely to achieve the trajectory of 113 with 106 to date. The majority of

these are in the East and account for 16% of all their infections. East also have the highest

None related to water but unlikely to achieve trajectory of 31 with 27 to date. West has the
numbers of devices which is also being considered and reviewed.

highest numbers and resistance patterns. 76% are in those patients aged 65 years of age
and over.
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Code Measure Description N Pl Pl CLlrrent Actual Status Weles SES FEed Apr-19 May-19 Jun-19 ?gt/rzt

Qtr 2 ) _ _ Qtr 3 > > 0 Qtr 4
Target Ref Target Period Benchmark Last Year CEHL) | Now-iky) | Dee-le B B

Jul-19 Aug-19 Sep-19 19/20 19/20 19/20

DEMO05 Liptake ofithe linfluenza vaccination among=a-65t | (.- oc, >=60% [INBEY 69.10% f 1st 68.00% 53.90% 65.90% 69.10%
a year olds and over

DFMO005 Uptake of the |'nﬂuenza vaccination among: b. - _ Dec-10 PO f 1st 43.80% 19.80% 36.00% 42.40%
b Under 65s in risk groups

DFM005 Uptake of the influenza vaccination among: c.

Mar-20 88.20%
c Pregnant women

DFM005 Uptake of the influenza vaccination among: d. = G _ pec-19 | BasaT ard 41.05% T R
d Health care workers .

Influenza Vaccination Uptake for Over 65's and Under 65's at Risk - 31st December 2019

Health Board Patients aged 65 Years and Older Patients Aged 6m to 64y at Risk
Inmmunised Population Uptake % Rank Immunised Population Uptake % Rank

85872 125304 6850%  3rd 35,120 84,900 41.40%  3rd
Betsi Cadwaladr 113,910 164,748 69.10% 1st 38,499 90,777 42.40% 1st
Cardiff & Vale 57,260 83,374 68.70% 2nd 25,413 63,989 39.70% 4th
Cwm Taf Morgannwg 6,226 93,933 66.20% 4th 24,191 67,408 35.90% 7th
Hywel Dda 61,052 97,636 62.50% 6th 18,444 50,333 36.60% 6th
Powys 24,807 37,881 65.50% 5th 6,895 16,581 41.60% 2nd
Swansea Bay 53,777 81,256 66.20% 4th 20,771 52,926 39.20% 5th
Wales 458,904 684,132 67.10% - 169,333 426,914 39.70% -

Source: Public Health Wales - National Influenza Immunisation Summary Update 12 ((02 01 2020)

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019

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



vd Prifysgol

Chapter 2 — Infection Control JEIVRAVEIA =R ofe] g 33

Health Board

Why we are where we are: The Flu vaccination campaign commenced in September, the active vaccination period will conclude on 31st March 2020.Currently Betsi Cadwaladr is
the best performing Health Board in Wales in terms of flu vaccination.

The aim for the 2019-20 campaign is to maximise uptake in eligible groups and to reduce variation in uptake at Area and Cluster level, data is being scrutinised and local leads
informed of progress. To this end we have a Flu Vaccination Plan and Delivery Plan which includes a communications plan that are still being implemented with the aim of aspiring to
reach the required targets by the end of March. Realistically we will fall a few % points short of the required targets.

The 2019-20 Flu vaccination campaign has proved very challenging due to national vaccine supply issues affecting adults and children. This has impacted on the way GP practices
have been able to deliver their practice campaign and combined with the usual problems of persuading individuals to be vaccinated the uptake is lower than where we would like it to
be.

GP practices have been asked to provide assurance to the health board on their plans to deliver the Flu vaccination campaign

Uptake on pregnant women will be available in April 2020 following a Point of Delivery Audit being conducted in January 2020.

Outcomes Timeline

1. Vaccination uptake data is being circulated to the Areas Maximise uptake in eligible groups and to reduce variation in uptake at Area To continue until the end of
and Clusters for discussion locally and Cluster level and to ensure data accuracy March 2020

2. Contact lower uptake GP practices to ascertain if there  Technical issues are rectified so more accurate data is submitted for 2019-20. To continue until the end of

are any technical issues affecting data submission Increased scrutiny of Audit+ data March 2020
3. Aflu Debrief and planning event is scheduled for « Local early planning for the 2020-21 campaign will generate more targeted ~ Date set for February 24"
February 2020 activities to improve performance 2020

4. Communications to continue as planned

To raise awareness of the importance of the Flu vaccine and that it is not too To continue until the end of
late to be vaccinated March 2020

Integrated Quality and Performance Report
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DFM001 Smoking Cessation: Pregnant Women 10.70% f Improve Improve

DFMO002 Immunisation: 3doses of 6in 1 95.30% ‘ >=95% >= 95%

93.60% ‘ >=95% >=95%
DFMO004 Healthy Child Wales Programme 94.40% f Improve Improve
DFMO006 Smoking Cessation: % Service Use 1.26% 1 >=3.9% >=5%

DFMO007 Smoking Cessation: Validated as Quit 35.00% ‘ >=38.0% >=40%

DFM003 Immunisation: 2 doses of MMR

Prevention

Healthy Child
Wales

Smoking 1
Cessation

3
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Code Measure Description

National Plan Plan

Current

Actual Status WEIES Same Period

Qtr1

ST IR MTEWVENTol)) Smoking Cessation

Qtr 2 Qtr 3

35

Qtr 4

The percentage of adult smokers who make a quit

DFMO006 ] ; q g
attempt via smoking cessation services

The percentage of those smokers who are CO-validated
as quit at 4 weeks

DFMO007

Target Ref Target

>=5% AP001 >=3.9%

>=40% AP001 >=38.0%

Period Saneimerl Lestivesy AP WEWER QLD jen  JUHI ANEHS SEpele

Qtr1l
19/20

1.26% ‘
35.00% ‘

1st

Qtr 1

19720 7th

41.00%

35.00%

19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20

19/20

Why we are where we are: In August 2019 a number of unplanned absences through sickness were seen in the Stop Smoking Wales (SSW) and Help Me Quit (HMQ) for

Baby services which impacted heavily on the number of quitters seen. The majority of staff who were off sick have now returned back to their normal hours.

The Stop Smoking Wales service transferred across to the Health Board on 01 October 19 and this will provide an opportunity for closer integration of smoking cessation
services, particularly between hospital and community. This should start to have a positive impact on targets by end Q4.

Integrated Quality and Performance Report
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Actions Outcomes Timeline
1. Transfer of services from Public Health to the Provides an opp.ortunlty to |der_1t|fy economies of scale A paper with a propos_al to exp!ore thg

between the various teams to increase the referrals and integration of teams will be reviewed in quarter

BCUHB :
quit rates 4 of 2019/20

2. BCUHB Pharmacy are currently undertaking work to
reduce the number of self-reporting quitters in the This work should see a rise in overall CO-validated quits Quarter 3 and 4
system, which are not recorded as a CO-validated in Q3 and 4 given the footfall seen in pharmacy services.

quit, in favour of CO-validated quits.

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version DeC em b er 2019

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



d lechyd Prifysgol

Chapter 3 — Prevention Riglalsls]E1ile]gis

sity Health Board

National Plan Plan Current WEIES Same Period

Code Measure Description Actual Status Apr-19 May-19 Jun-19

Target Ref Target Period Benchmark Last Year

Percentage of children who received 3 doses of the >=05% AP006  >=95% Qtr 2

0, 0,
hexavalent ‘6 in 1’ vaccine by age 1 19/20 95:30% ‘ 4th 95:50%

DFMO002

Percentage of children who received 2 doses of the
MMR vaccine by age 5 19/20

DFM003 >=95% AP006 >=95% [EA 93.60% ‘ 1st 91.00%

Why we are where we are:

* As a health board we regularly achieved 95% in uptake for the 1 year olds but pockets of lower
uptake exist across the area. A combination of vaccine hesitancy, no consent to vaccination,
persistent defaulters are the cause of under vaccinated 1 year old children.

« As a health board we are slightly below the required 95% for the 2" MMR at 5 years. The
reasons above also apply to 5 year old children, notably parents or guardians are more likely to
not keep appointments for children at 5 years old.

* Please note the dotted vertical line in the chart to the right, a recent review of the process by
PHW to collect data from HBs identified an issue which meant data was being under reported.
This has now been rectified, consequently the uptake has improved.

* In an effort to tighten up the appointment and recall process, an audit has taken place of the
completed immunisation forms being returned to child health, training and support have been
offered to ensure these forms are returned in a timely manner. A re-audit is underway to ensure
processes are being adhered to so treatment queues are avoided.

» Data cleansing of records takes place on children missing any vaccine at 1,2,4 and 5 years to
ensure data accuracy. l.e. information can be missing from children who move into the north
Wales area.

* We have an Immunisation training scheme and circulate uptake data regularly to ensure
immunisers are aware of the current uptake. Staff attending training are given top tips to focus
on to maximise uptake i.e. do a catch up session, review processes, update notice boards.

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

Qtr1
19/20

95.90%

94.20%

5in1at
1st
birthday

2" MMR
at 5th
birthday

Jul-19 Aug-19 Sep-19

37

Qtr 2 _ . . Qtr 3 ) ) )
19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20

93.60%

Betsi Cadwaladr UHB quarterly COVER trends

Uptake (%)

100.0%

95.0%

90.0%

85.0%

80.0%

T5.0%

T0.0%

65.0%

60.0%

55.0%

50.0%

Betsi Cadwaladr UHB

December 2019
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Actions Outcomes Timeline

1. Two additional immunisation nurses have been recruited
to the Central and West areas to address inequality issues
such as providing domiciliary vaccination to pre school
children with a focus on administering MMR vaccine

Increase the uptake in hard to reach children who are
persistent defaulters and support parents who are
hesitant of their child receiving vaccines.

March 2020 to commence the domiciliary
vaccination of pre school children

2. The MMR Action Plan is currently being updated to

incorporate the recommendations from the national Increase the MMR uptake at every age using a more Over the next 12 months improvements should
Measles Elimination Task Group Report. ABCUHB task structured and consistent follow up of defaulters at an be seen as the recommendations are

group is ensuring all the recommendations are earlier opportunity. implemented.

implemented

3. Immunisation training will include resources and support

for staff to deal with parents that are vaccine hesitant or More knowledgeable confident staff who can support
who do not consent to vaccination in line with the World parents

Health Organisation recommendations

Throughout the 2020 training programme

Treatment queues are generally caused by persistent
defaulters or a clinic being cancelled. The aim is to
4. Focussed work on treatment queues for an immunisation  reduce and remove all treatment queues at GP practices

appointment at GP practices to ensure the appointment and recall process are timely. July 2020
Combined with action one above we should see
improvements.
Integrated Quality and Performance Report D b 2 O 1 9
Quality, Safety & Experience Committee Version ecembper
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Mental Health 39
Annual Plan  National
Profile Target

DEMO58 26 Week ngt: Adult Specialist Mental Health 25.18% t AP >= 80%
Psychological Therapy
2 k Wait: Chil Y Peopl

DEMO59 6 week Wait: Children and Young People 257 ‘ AP ~= 80%
Neurodevelopment Assessment

DFMO060 MHM1a - Assessments within 28 Days (Combined) N/A >=80%

68.7% f
DFMO061 MHM1b - Therapy within 28 Days (Combined) 74.2% ‘ N/A >=80%

DFM060a  MHM1la - Assessments within 28 Days (Adult) 67.33%

. >=73% >=80%
DFMO061b  MHM1b - Therapy within 28 Days (Adult) ‘ >= 69% >=80%

>=80% >=80%

DFM060b  MHM1a - Assessments within 28 Days (CAMHS) 82.73%
DFM061b  MHM1b - Therapy within 28 Days (CAMHS) 86.80%

DFMO062 MH Independent Mental Health Advocacy (IMHA) 100% »
DFMO082 MHM2 - Care Treatment Plans (CTP) 90.40% ‘ >=89% >=90%

>=80% >=80%

100% 100%

100% 100%

6
3 DFMO083 MHMS3 - Copy of Agreed plan within 10 Days
‘ >=9 Improve
‘ >=50 Improve

December 2019

MH DFMO079 Helplines: CALL
Measures

>=212 Improve

DFMO080 Helplines: Dementia

DFMO081 Helplines: DAN

Integrated Quality and Performance Report
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e (S apter gy Vel Il el:1l{gl Psychological Therapy 26 Week Waits 40

. " National ~ Plan Plan Current
Measure Description

Wales  Same Period : Qtr 1 Qtr 2 Qtr 3 . Qtr 4
Target Ref Target  Period Actual Status Benchmark  Last Year Apr-19 May-19 Jun-19 19/20 Jul-19 Aug-19 Sep-19 19/20 Oct-19 Nov-19 Dec-19 19/20 Jan-20 Feb-20 Mar-20 19/20
Percentage of patients waiting less than 26 weeks to
DFMO58 start a psychological therapy in Specialist Adult Mental ~ >=80%  NIP Dec-19 [RANED) New 19/20 23.56% 22.37% 19.96% 19.85% 19.00% 20.21% 16.70% 21.27% 25.18%
Health
% of patients waiting less than 26 weeks for Psychological % of patients waiting less than 26 weeks for
Therapy - BCU - December2019 Psychological Therapy
100% West
ooon December2019
70% 100%
60% 80%
50% 0
40% 60 0/o
2000 205 I l
20% 20%
! e g =
0
0% (2] [e)] (o] (o] (2] (o] (o] (o] (2] o o o
2 3 3 2 I 3 8 3 3 R ] % 7 7 ¢ 2 2 07 07 7 7 8 9 9
1 1 1 1 1 1 1 1 0 ) ) D = > [ — (@)) o =2 > (&) [y 0 —
= > = = =) =% = > & = o = ~ T S = =} Q [} D < © [}
< &£ 3 5 2 & ¢ 2 & 8§ ¢ 2 < = 5 7 2 6 0 2 o 5 4 =
= Actual —Target Profile = Actual =—Target —Profile
% of patients waiting less than 26 weeks for % of patients waiting less than 26 weeks for
Psychological Therapy Psychological Therapy
Centre East
December2019 December2019
100% 100%
80% 80%
60% 60%
40% 40%
0% 00p  — - s S
I 09 3 9 I3 S 2 IF I 8§ § § 2 2 2 3 3 2 2 3 % § § B8
s > c = =) o S = Q c Qo = L ! : = - - o5 ! ! : - =
o 3 =3 o 3 3 ] < > c S = o 5 = Q = o =
< 2 3 = 2 & o =2 & 85 & = < &£ 3 5 2 & 8 2 & 8 g2 £
mm Actual esssTarget —Profile mm Actual e=ssTarget — Profile
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University Health Board

1. Variances across BCU have been
examined, and capacity and demand
analysed.

2. All patients in the East area have now
been reviewed, and all others over 6
months.

3. Coping skills groups have been set up
in Wrexham primary care mental health
services to meet need at primary care
level.

4. Pathways across all areas streamlined
via SPOAA and team working.

5. Rolling out of DBT groups to increase
access.

6. Small specialist workforce size.
Ongoing recruitment and caseload
management work.

Outcomes

1. East area significantly skewing regional collated figures. Performance across county areas vary
due to

a) the small workforce size, which means vacancies and sickness have a significant impact.

b) The East area has a legacy backlog due to different pathway.

East pathway/systemic issues now addressed.

West & Central areas are comparable with rest of Wales.

2. Over half Wrexham list found to be primary level of need.

3. Coping skills are ongoing in primary care and support is given across BCU to set up and
continue groups in primary and secondary care.

5. People at risk are seen without delay and are not going on lists.

6. New DBT groups in Arfon set up, other groups in other areas are at risk due to MDT staffing
Issues.

7. Ynys Mon had vacancy May-Oct 19. Following psychologist recruitment waiting times in Ynys
Mon Jan 2020 reduced from 22 months to 8 months. Conwy psychologist recruitment led to waiting
time reduced from 25 months to 15.5 months. Following recruitment in North Meirionydd waiting
times reduced by 9 months. Following recruitment in South Meirionydd waiting times reduced by
10 months. Denbigh remains a vacant post, but cover shared with Conwy. Conwy reduced waiting
times by 10.5 months, 4 months reduction in Denbigh. Deeside waiting times have reduced 26
months over last 12 months following recruitment (34 months down to 8 months). Despite
recruitment drives Conwy CBT therapist post remains unfilled. Numbers waiting in Wrexham
reduced by 100 people and a 5 month reduction in waiting times.

Psychological Therapy 26 Week Waits 41

Timeline

Completed analysis.
Ongoing monitoring.
Anomalies in pathways
being addressed
ongoing.

Completed.

Completed.

Completed.

Ongoing.

Ongoing.
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Actions Outcomes Timeline

7. MDT training, supervision and consultation

offered on a weekly basis across all teams, and

daily communication in MDTs to encourage MDT 8. 100+ MDT staff have now been trained in CBT and DBT across all services. Impact will take

lower step psychological work as per Matrics time to show in specialist waiting times, and will require change in referral patterns and Ongoing.
Cymru guidance and the National Stepped Care pathways.

psychological therapies model. This is longer term

systemic work for sustainable change.

8. External psychological therapies review has

9. Review recommendations to be taken forward in 2020. Ongoing.
now been completed.

9. Short term waiting list initiative plan completed
for Wrexham legacy backlog list and ready for
outside tender.

Outside tender
March 2020 1%
intake.

10. Outside tender for Wrexham waiting list to proceed in early 2020. Should take 80 people off
current 249 waiting in Wrexham, if appropriate tender.

10. Active monitoring and management of lists. 12. Reductions in all lists with exceptions only where posts are vacant. Ongoing.

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version DeC em b er 2019

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



. National Plan Plan
Code Measure Description Target Ref Target

Current
Period

Actual  Status Wales  Same Period Qtr 1

Benchmark LastYear /Pr19 May-19 Jun-19

DEMO59 Percentage of children and young people waiting less

= 0,
than 26 weeks to start a neurodevelopment assessment B AR R

Dec-19 WAN{r7) ‘ 6th New 19/20 39.34% 39.53% 39.76% 40.62%

37.21%

35.55% 29.90% 26.84% 25.76%

O F-Tol(=Igr el Vi [STal - 1M g [SE1Nd gl Neurodevelopment 26 Week Waits

19/20 Jul-19 Aug-19 Sep-19 e Oct-19 Nov-19 Dec-19 Qur 3

19/20 1920 Jan-20 Feb-20 Mar-20

100%
80%
60%
40%
20%

0%

% of patients waiting less than 26 weeks for
Neurodevelopment Assessment
December2019

Apr-19

(@] (@)} (@)} (@] (@)} o

<o T A “.' < 5 A

> = [@)] [oX =

g 5 2 % & 3 3 8 &

= - < wn pzd m)] =
= Actual =—Target Profile

Feb-20

Mar-20

43

Qtr 4
19/20

Why we are where we are: Demand for this service has exceeded funded capacity since the teams were first established in 2016/17. Reporting of this target became
mandatory in April 2019. Demand has grown year on year for this service increasing 12% in 2017/18, 10% in 2018/19 and 20% YTD

In August the organisation learnt it was successful in obtaining additional Welsh Government funding to secure an increase in establishment to close the capacity demand

gap from Jan 2020 and non recurrent funding to address the outstanding waiting list

Quality, Safety & Experience Committee Version
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Actions Outcomes Timeline

1. Regional Approach: The three areas have Establishment of Regional Group (Regional Neurodevelopment Steering

agreed and commissioned a regional approach to Group {RNDSG} led by East Area). 5 Work streams established: Group established Jul 2019; Initial Plan sent to Area
delivery and outcomes of the Welsh Government 1) Model of Service, 2) Workforce, 3) Data recording, 4) Engagement and 5) Exec in Aug 2019

Funding Granted in Aug 2019 Waiting List Recovery

A significant increase in workforce will occur as a result of the successful bid
(22.4 wte, which is nearly 80% of the current team)

2. Workforce: Recruitment, retention and It has been identified the roles, professions and JD require

development Recruitment process began Sept 19
To date (Jan 20) all posts have begun the recruitment process with the
majority at the advert or

Recruitment began 2019 Sept,
Starters planned Jan —Mar 2020
Repeat adverts currently in progress (no applicants)

1) An external tender was agreed after review of alternative options:
New Tender developed Regional and sent to Procurement
3. Waiting List Recovery: Action to reduce current Delay in tender to be released
WL Tender currently at advert closes Mid Jan 2020
2) Where possible current supplier capacity purchased to reduce WL
3) WL Peaked in Aug 2019 at 1905, Nov 2019 it was 1770

1)Tender completed by Mid Feb 2020
2) All current external supplier capacity used
3) Reviewed monthly

Review of current models has identified process consistent over the region,
4. Model of Working: assurance of universal Professional groups applying the model did vary across the region, in part
service offering due to available staff and historic practice, The impact of this is being
reviewed with the RNDSG work stream

Mar 2020, bid based on gap analysis in each team

Links to Local Educational services required, has begun to establish clear

5. Working with Partners: Addressing demand expectations of diagnosis and requirement for assistance in the school .
. . o : . . : . . Recruitment process begun Jan 2020
expectation and increasing joint working. setting. Specific Role developed for region to promote partnership working
and user engagement
Integrated Quality and Performance Report DeC em b er 2019
Quality, Safety & Experience Committee Version
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Betsi Cadwaladr

Ch apter 4 — VI G INRCEIIgR Mental Health - Adult Graphs 45

o National ~ Plan Plan Current Wales
Code Measure Description Target Ref Target  Period Actual Status

Same Period Qtr 1

Qtr 2 Qtr 3 Qtr 4
Benchmark Last Year Apr-19 May-19 Jun-19 1920 Jul-19 Aug-19 Sep-19 19/20 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

19/20 19/20

The percentage of mental health assessments

LMO060a undertaken within (up to and including) 28 days fromthe  >=80% AP027 >=73% E\CAEN 67.33% f 66.19% 73.26% 62.55% 61.61% 64.40% 64.80%
date of receipt of referral (Adult)

57.61% 67.13% 67.33%

The percentage of therapeutic interventions started
LMO061a within (up to and including) 28 days following an >=80% AP027

>=69% ENIREE 72.21% ‘ N/A 74.24% 71.22% 64.18% 72.21% 69.41% 64.00% 64.51% 76.45% 72.21%
assessment by LPMHSS (Adult)
% of assessment by the LPMHSS undertaken within 28 % of therapeutic interventions started within 28 days
days of referral - Adult Services following an assessment - Adult Mental Health
100% 1 Senvices
[0) -
80% - — 100%
80% -~
60% -
60% -
0 .
40% 40% -
20% - 20% -
0% - 0% -
NERNRNNIIINIIIXARRFRRRRY Y SIS ARRA2IIIRIIIS AR AIIAT
O O T T I I N T MRt Z S 9 B8 2ES 220838592855 2ES2988 3
2339828332882 38pL2833288°23 Z2oSP=<2S°2H02882=<23°IH0=2
— Actual — Target m— A ctual — T arget
Why we are where we are: Mental Health Recovery Plans for Part 1 are in place across all areas with a trajectory for compliance by March 2020. In order to achieve this,
out of hour clinics have been established, additional resource secured from Welsh Government monies as part of the Waiting List Initiative, letters are being sent to
patients on the waiting lists update them on the situation and providing them with essential contact details and a revised electronic booking systems has been introduced.
There is an increased communication with GP practices of current waiting lists in relation to individual patients in addition to Team Manager attendance at Cluster
Meetings and individual GP practices. Some areas have reconfigured the management structures to ensure a Lead for Primary Care (Part 1) at a Senior Level.
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Actions

1. Patients ‘treated in turn’ has been widely adopted which has had a negative
impact on performance but, is clinically the right action for patients.

2. Timely weekly reporting direct to area teams and a weekly ‘deep dive’
analysis to focus on potential breaches. We have also standardised
intervention outcomes & reporting. Thus, ensuring Can Not Attend & Did Not
Attend are accurately and timely recorded.

3. Mental Health Measure Lead(s) are supporting areas to increase focus and
traction on specific issues and action plans. We have closer monitoring &
scrutiny of referral activity which also informs the weekly targeted intervention
meetings.

4. We have undertaken piloting Threshold Assessment Grid, hold weekend &

additional clinics and have strongly focused on recruitment and workforce

issues such as:

» Support Time Recovery workers are now working through the interventions
backlog

+ Secured additional funding for extra posts / recruitment ongoing

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

5. Increased Senior Manager focus to lead a Focus Group to address
performance and continually develop and implement the agreed Divisional and
local action plans and to provide leadership to improve targets.

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

Chapter 4 — Mental Health

Assessment and Therapy Adult - Report 46

Outcomes Timeline

Proactive management of caseload to ensure
patients are seen as quickly as possible.
Improved quality and safety.

Backlog and waiting list trajectory to clear
March 2020

Correct & validated information ensuring
Teams are timely informed and engaged and also Current and ongoing action
can implement any remedial actions quickly.

The solution to target achievement is a

complete service transformation which is
currently been worked through via the
strategy implementation.

Correct & validated information.
Teams timely informed and engaged.

Skilled workforce deployed to improve activity and
compliance and provide a community asset
based approach which supports earlier
intervention and GP based consultations.

Compliance with part 1a and 1b profiled
for April 2020

The solution to target achievement is a
complete service transformation for this
identified group which is currently been
worked through via the strategy
implementation.

Developed and implemented action plans to
improve performance against 80% target.

December 2019
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Code

National
Target

Plan
Ref

Plan
Target

Current
Period

Measure Description Actual Status

Wales

The percentage of mental health assessments

LMO060b undertaken within (up to and including) 28 days fromthe >=80% AP027 >=80% [QNGCIRIKN 82.73% f N/A
date of receipt of referral (CAMHS)
The percentage of therapeutic interventions started

LMO061b within (up to and including) 28 days following an >=80% AP027 >=80% QAR 86.80% f N/A
assessment by LPMHSS (CAMHS)

Same Period
Benchmark Last Year

Apr-19 May-19

80.15% 74.74%

63.24% 58.14%

CAMHS Graphs

Qtr 2
19/20

Qtr 1

Qtr 3
19/20

19/20

Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19

Jan-20 Feb-20 Mar-20

47

Qtr 4
19/20

78.00% 81.20% 75.80% 85.56% 81.70% 82.73%

71.64% 76.00%

79.00% 72.92%

76.92% 86.80%

% of assessment by the LPMHSS undertaken within 28 days of % of therapeutic interventions started within 28 days following an
referral - Child Adolescent Mental Health Services assessment-Child and Adolescent Mental Health Services
100% === —————— ) Fubteete et 2 )
\ P \ 100% -~
80% -
80% -
60% -
60% -
[0) -
40% 40% -
20% - 20% -
0% -+ L T T 0% -
P~ 0O 00 0O O 0 0 O N OO OO OO I~ 00 0 0 0 O WO Oy O O O
iAol il ol i ol SRR EEEEEE R
S &8 883 0 O @ 8 ™3 © B 0o 225 3K 2o &S s K S Qc Qg 52>2ES2LBEYLsaOAgEsEDITESTLg B
zZ 5 = = nZ2- == nzZzow<<s5s 0oL <s O 2aSPs<E3°52Fo0o288S2=s<E3°52F0 =2
mm— Actual ===-+Plan Target = Actual Target

Why we are where we are: Assessment target delivered for three consecutive months. Therapy target has seen improvement over last three months with delivery of
target in November. Some delay in recruitment to additional posts as re-advertising required. Sustained delivery of targets to be met on completion of recruitment and

training.

Integrated Quality and Performance Report
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St 5 | Betsi Cadwaladr
University Health Board

Actions

Ch apter iV Yl Il e 2B gl  Assessment and Therapy CAMHS - Report 48

Outcomes Timeline

1.Recruitment of staff across teams following successful bid for Mental Health Development of Early Intervention teams and

Service Improvement funding. All teams are currently going through the
recruitment process, some posts have had to be re-advertised.

2.Recruitment of CAMHSs Practitioners in GP Clusters following successful bid
for Mental Health Service Improvement funding. Meetings arranged with GP
Clusters

3. Progress the Parliamentary Review Transformation Programmes with our
Local Authority partners which is focussed on children and young people who
are on the edge of care or looked after and meeting their needs.

4.CAMHs Improvement group established with focus on Action plan to be
developed for CAMHSs services following receipt of final report from Delivery
Unit. Report and action plan received by MHAC and Board, update on action
plan to be provided to Mental Health Act Committee /Quality, Safety &
Experience Committee.

5.Weekly meetings held across the teams to assess demand and review
capacity available in form of core staff availability, additional hours, bank and
agency staff. Clinical prioritisation is robust, and alternative provisions to meet
the need being established e.g. group interventions.

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

enhancement of core service to deliver Part 1
targets

Staff in post February 2020 — April 2020.

CAMHSs Practitioner based in each GP Cluster to
provide support and advice to manage demand
appropriately

Staff in post in March 2020 — June 2020

Reduction in crisis presentations in ED and
admissions to the paediatric wards or attendance
at the s136 suites. Reduction in Delayed Transfers
of Cares on the paediatric wards

Staff in post March 2020

Clarity of Primary/Secondary Care

thresholds/improved record keeping/improved Update to MHAC/QSE by end of March

communication with GPs/service specification 2020
clarity and consistency

Understanding of current demands levels and

capacity available to meet, identifying any Ongoing

gaps/anticipated breaches

December 2019
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Appendix: Further Information

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

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

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

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

W follow @bcuhb
[i http://www.facebook.com/bcuhealthboard

Integrated Quality and Performance Report
Quality, Safety & Experience Committee Version Decem b er 2019
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Argymhelliad / Recommendation:

The Committee is asked to continue to support the increased level of focus on the design and
implementation of the recovery plan to address the core capacity improvement, backlog reduction and
sustainable solutions for endoscopy services across BCUHB working closely with the National
Endoscopy Programme Board and the Delivery Unit to deliver both shorter and longer tem plans.

Please tick one as appropriate (note the Chair of the meeting will review and may determine the
document should be viewed under a different category)
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Sefyllfa / Situation:

This paper provides an update on the previous papers presented to the Quality, Safety and Experience
Committee in September and November 2019.

Cefndir / Background:

The Health Board is unable to provide sufficient capacity to meet the demands for endoscopy. This
is multi-faceted relating to staffing, infrastructure as well as an increasing demand for the service.
While some improvements have been seen it is clear that further work is required and potential
transformational changes to the service delivery and clinical pathways to ensure that the future
service is sustainable and fit for purpose. In recognition of these pressures across the country,
Welsh Government created the National Endoscopy Board chaired by Simon Dean, deputy Chief
executive NHS Wales this is mirrored locally by a North Wales Endoscopy Group.




The nationally directed endoscopy programme requires Health Boards to agree local action plans to
deliver increased activity, improved infrastructure, recruitment and training over a 3 year period with
the first phase requiring completion by April 2020. BCUHB has developed a Plan in response to the
national actions, which was submitted for review to the National Endoscopy Board in December
2019. The Health Board Action plan is attached as Appendix 1.

As part of the Workforce, Training and Development national work-stream, Health Boards have been
asked to review their endoscopy workforce to provide a map of current staffing and training profiles.
The three Acute Hospital sites have completed a workforce survey which was submitted for review to
the National Endoscopy Board in December 2019.

A national Demand and Capacity Tool has been developed by the national work-stream. BCUHB
informatics colleagues and operational staff have completed the tool which has received positive
feedback from the national group. The tool will enable Health Boards to better understand their
current capacity, productivity and demand projections.

Following discussions with the Head of Planning for the NHS Wales Health Collaborative, a 5t
workstream for service re-design has been agreed within the Health Board. This workstream will co-
ordinate the 4 national groups and is being initially supported by NHS Wales Health Collaborative
with indications that the national project may be able to fund a senior endoscopy network manager
for a fixed term.

Health Boards are expected to continue to work towards achieving JAG accreditation. Each of the
three Acute Hospital sites had a preparatory JAG Assessor visit in November 2019. No formal
feedback has been received as yet. Ysbyty Glan Clwyd (YGC) and Ysybyty Gwynedd (YG)
confirmed that the visits were positive. Action plans attached at Appendix 2 are those prepared
following on from the Delivery Unit (DU) report in October 2018.

This paper does not specifically cover harms as this is included in the Harms Paper being presented
to QSE today. Future incidents will be reported through DATIX and investigated as appropriate.

In respect of the order patient’s are being invited for their endoscopy they are being seen by clinical
priority and in turn.

Asesiad / Assessment & Analysis

Surveillance

At the end of December 2019 improvements in surveillance performance have continued. With an
overall 55% reduction of the backlog from April 2019 and continuing reduction into January 2020.
East continues to have the largest number of patients waiting and work continues to manage this.
The numbers in Centre and West increased slightly during November and December as historically
screening patients often fail to attend appointments over this time period. As a result a decision was
made to switch a proportion of activity to the diagnostic waiting list to improve efficiency. Activity
reverted to original plans from January.




Surveillance
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Diagnostic
As noted in previous reports, the health board is currently not meeting the 8 week diagnostic target.

As a result of the capacity utilisation switch described above both Centre and West have seen
reductions in the number of patients waiting.

Routine 8 weeks

August  September October November December

East
West
Centre
Total
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Activity

The Vanguard became operational for patients, mainly from Wrexham on the 3@ December for a few
days and service was re-instated from 6t January 2020. Some concerns have been raised from
patients travelling to the unit following use of bowel prep which necessitates urgent access to
bathroom facilities, in addition some appointments have been cancelled at short notice, leaving little
opportunity to re-book, which has led to only 60 of a potential 108 slots being filled. Cases have to
meet specific criteria due to lack of some facilities within the Vanguard e.g. Entonox, and monitoring
for glucose and INR. Further discussions are on-going to identify how this service can support East
to increase the number of appointments offered. This includes consideration of re-siting the current
Vanguard or an additional unit.

Insourcing has now been established on all 3 sites enabling regular weekend lists and additional
weekday lists in Room 3 in Wrexham. We are also in the process of appointing additional pre-
procedure nurses to triage and speak to patients. This will reduce cancellations on the day, through
preparing patients for their scope and will improve our utilisation.

We are ringing patients 48 hours before their appointment at Wrexham Maelor Hospital (WMH) to
further reduce the did not attend rate and are using planning cells to prospectively plan and address
utilisation and productivity

Review of the current waiting list is under way to ensure maximal use of the Vanguard and insourced
sessions, leaving more complex work for established sessions.

Strategy Implications

A national capacity and demand modelling exercise has been undertaken and this will be used to
inform and agree future models of care and service delivery and future work will link to the National
Endoscopy Programme

A business case has also been submitted to identify the resource required to address the current
backlog.




Financial Implications

Aligned to the national work a further business case will be required to outline the transformational
objectives and map to the current action plan (Appendix 1.)

Risk Analysis

There has been evidence of harm through delays in follow up and access to regular surveillance.
This risk is being addressed through the work described in this paper and is also covered in the
Harms Paper at this meeting. There continues to be a demand and capacity mis-match which will
impart continued risk until the service delivery challenges can be overcome. The Health Board work
as part of the national endoscopy programme aims to address this issue.

Legal and Compliance

Compliance with performance targets will continue to be reported and any incidents identified will
be reported through DATIX and addressed through Putting Things Right processes.

Impact Assessment

Further work is required to fully assess the content of the action plans attached.




APPENDIX 1

Health Board: Betsi Cadwaladr University Health Board

Clinical Lead: Kate Clark, Secondary Care Medical Director

Managerial Lead: ..........

Work Stream

Immediate Phase (Dec 19)

Stabilisation Phase
(March 21)

Sustainability Phase
(March 23)

Notes

Demand and Capacity
Please describe plans
and progress to:
e Increase activity
e Improve
productivity
e Balance demand
and capacity
e Enable
optimistion of
screening

e Establishment of NEP posts
funded via National Endoscopy
Programme until March 2020 (YG
and YGC only)

e Additional POAC nurses via single
cancer pathway funding

¢ Insourcing non-recurrent capacity
across all three Sites

e Continue to support capacity
shortfall via WLI

e Planning cells in place to
prospectively plan and address
utilisation and productivity

e 48 hours telephone calls to reduce
DNAs at WXM

e Review of need for lower level
ventilation at YG and WXM as per
sedation guidelines

e Converting service lists at YGC to
support bowel screening for
BCUHB

Business case developed and
implemented to address
workforce and capacity changes
Agreed approach to address
sustainability gap for
2020/2021

Review of partial booking
system across all three Sites
Text reminder system at YGC

Annual Action Plan developed
in conjuction with annual
planning process
Development of pan BCUHB
strategic plan for Endoscopy




Additional Sunday lists at YGC to
support delayed patients in the
East

Facilities and
Infrastructure
Please describe plans
and progress to:

Achieve and/or
maintain JAG
acreditation
Upload data to
the National
Endoscopy
Database

Enable electronic
referrals, vetting
and validation
Enable uploading
results onto the
Welsh Clinical
Portal

Ensure
approprite capital
investment and
inclusion in the
IMTP

Estates improvement work carried
out to improve patient
confidentiality at YGC

Estates improvement work carried
out at WXM due to age and risks
with current infastructure

Risk assessment on use of Entinox
at YG

On site centralisation of
decontamination at YG

Development of electronic
internal referrals with
informatics
look at options for endoscopy
reporting tools to include
scheduling modules. Agree
and implement infrastructure
changes (including low level
ventilation) where appropriate
to enable use of Entinox at YG
and WXM

Assessment of Estate and

Equipment for Endoscopy and

Decontamination across all

three Sites and develop Options

Appraisal

Develop Asset Register for each

of the three Sites

Business case developed to

refurbish Endoscopy Unit at YGC
Capital programme
refurbishment work at WXM to
commence

Work towards JAG acreditation

for YGC and WXM

Seek JAG accreditation for YG

System and hardware upgrade
(including additional server) to
improve IT functionality
Implementation of WPAS and
WCP for electronic referrals
and results upload

Seek JAG Accreditation for
YGC and WXM

Clinical Pathways
Please describe plans
and progress to:

Retrospectively
implement new

BSG guidelines implemented for
new additions to the surveillance
waiting list

Review output from demand and
capacity

Plans in place to retrospectively
implement BSG guidelines
surveillance

Retrospectively implement
new BSG surveillance
guidelines

Develop clear pathway to
implement surveillance via




BSG surveillance
guidelines

e Use FIT in the
symptomatic
service

Identify capacity and skills
within Primary Care and
Pathology Services

Review use of genetics for
reduction in surveillance
demand for screening services

Genetics and FIT based on
outcome from review of
capacity and skills in Primary
Care and Pathology Services

Workforce
Please describe plans
and progress to:

e Increase the
number of
endoscopists

e Increase capacity
for screening
colonoscopy

e Ensure
appropriate skill
mix

Map the local endoscopy
workforce

Ensure reference to the
development of sustainable
endoscopy services within the
BCUHB Annual Plan
Establishment of NEP posts
funded via National Endoscopy
Programme until March 2020
Additional POAC nurses via
single cancer pathway funding

Understand current capacity,
productivity and demand
projections in order to establish
future staffing needs for
endoscopy and bowel screening
Develop a Workforce Plan for
Executive sign off that:
-Explores opportunities for
different roles / skill mix
through the provision of a
modern workforce within each
of the three Units
-Reviews the competencies and
skills required
-Describes the trainer and
training requirements including
non-medical ‘accelerated
training’ for BCUHB staff where
appropriate
-Proposes a phased timeline for
implementation
e Develop and implement a
Business Case to address
workforce and capacity
changes informed by the
Workforce Plan above
e Scope a training
programme to upskill
current endoscopists to
undertake screening and
ensuring that consultant

Implement local actions to
recruit, train and retain staff
as part of the Workforce Plan
BCUHB able to cope with the
anticipated increase in bowel
screening referrals




staff are able to maintain
their skills and
competencies

e Revise and / or develop
new Job Descriptions

e Implement local workforce
actions to recruit, train and
retain staff as part of the
Workforce Plan

e Appointment of a Bowel
Screening Co-ordinator
across all three Sites to
support operational teams
with data requirements

e Work to ensure
sustainability of the
additional POAC nurse
posts. Workforce
requirements should be
based on capacity and
demand projections

e Secure current temporary
and seconded SSP hours at
YG to permanent

e Recruit vacant BSW admin
posts at YG and WXM

Comments.....
Plan will be reviewed in January by North wales Endoscopy board to track progress and amend/update as needed.
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Appendix 2
Site updates against DU Recommendations October 2018
Ysbyty Gwynedd

Action Plan following Delivery Unit Observations during October 2018

Target Area
Identified

(where specific
performance
standards have
not been met)

JAG
accreditation
(R1)

Performance

Concern
(examples of where
the performance
standards have not
been met)

No performance
concern.
Recognition that
the process for
JAG accreditation
can be
burdensome and
therefore a clear
plan is required
to detail
balanced
workload

Expected
Standard of

Performance
(detail what
performance standard is
expected — what should
it look like)

The site will progress
towards JAG
accreditation

Agreed
Improvement

actions

(who/what actions need to
be taken to meet expected
standard of performance)

* JAG accreditation
current compliance to
be established through
an action tracker

* EUG meeting cycle of
business to be amended
to support the required
audits, Ql and
policy/procedure
requirements.

* Establishing areas of
work and channel
through an EUG action
plan for review and
delivery

*Establish endoscopy
planning cell for
monitoring of site
performance

Owner /

Support

(detail what support
is required and
agreed to achieve the
expected standard of
performance)

Karen Mottart
(chair of EUG),

Jonathan Sutton
(Clinical lead for
Gastroenterology),

Joanna Elis-
Williams (Deputy
General Manager)

Review Notes
(improvements made
inc. Date and any
future review dates)

Endoscopy Planning
Cell established in
February 2019.
Monitoring of
capacity and
Demand for RTT,
Surveillance and
Cancer pathways.
Procedure booking,
procedure
efficiencies, Unit
concerns and risks
are all discussed on
a weekly basis.

EUG cycle of
business and terms
of reference
supports the
progressing of JAG
requirements.

Current status

04.09.19: visit to be arranged with
JAG team (Debbie Johnson lead) to
arrange visit to site to informally
review preparation

4 members of staff have been
trained by JAG on accreditation
process.

11.11.19

An informal YG site visit has been
agreed with Debbie Johnson from
JAG on 25th November 2019. In
view of this, the site JAG action
plan has been updated with GRS
standards being grouped into key
work areas for the team to
progress (allowing break out task
groups to work on specific areas of
work without duplication).
Performance data and unit
information/evidence is being
compiled to demonstrate current

RAG status
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JAG action plan
developed which
matches GRS
domains to provide
clear cross over of
achievement /
actions

A detailed business
case for the
endoscopy service
in YG was
developed in
February 2019. The
achievement of a
sustainable service
is dependent on the
approval of this
business case which
was submitted to
the Secondary Care
team in March
2019. This detailed
the staffing
requirements from
2019 to 2022.
Additional resource
is also required for
equipment
provision (see R2).

Please see below
for demonstration
of performance
improvement which
has been driven by
the Endoscopy
planning cell.

evidence levels for the visit. The YG
Endoscopy service sustainability
business case is being updated into
the new business case format to be
resubmitted following its previous
submission to the Secondary Care
team in March 2019 (concern has
been raised due to the potential
inability to complete timely
recruitment of 20/21 sustainability
solutions due to being in Q3
without an approved business case
— certain workforce recruitment
areas which have been stalled are
delaying improvements within
19/20. Moreover, there is a
potential need for insourcing in
20/21 should progression with the
sustainable service business case
not occur — the case has been
included within West region IMTP
developments).

20.01.20: Visit completed by
Debbie Johnson in November
2019. Awaiting feedback following
visit. Informal verbal feedback on
the day was supportive of the site
applying for JAG accreditation
within Q1 of 2020/21 but this
would require the sustainable
service business case being
progressed and service
recruitment taking place for
2020/21 to show workforce and
performance plan for year.




Equipment
purchase (R2)

Proactively
manage
equipment
purchase
scheduling

All rooms required for
endoscopy are
compatible with the
requirements for the
procedures
undertaken.

Asset register for
the Unit to be
reviewed

A 5 year capital
programme
spreadsheet to be
developed for the
Unit

Business Cases
developed for the
staged
replacement of
equipment

Tina Macphail-
Owen (Matron)

Joanna Elis-
Williams (Deputy
General Manager)

Asset register
review has been
completed and
presented to the
EUG

04.09.19 Prioritised capital
equipment has been received and
will be submitted alongside the
medical directorate prioritisation
capital spreadsheet to site on
06/09/19

11.11.19

Capital bids for the endoscopy
service in YG have been submitted
to the site’s capital planning
process for 20/21. The purchase of
3 new scope guides for the unit has
been entered to the North Wales
secondary care bidding process as
the second priority for the YG site.
A further scope guide is being
purchased by BSW for the YG
service through monies in 19/20.
However, significant concern
remains with the current stack
systems, which although remain in
service contract are regularly
failing and causing on the day
cancellations, DATIX incidents and
general disruption to lists.
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Endoscopy Department — Wrexham Maelor Hospital

Action Plan following Delivery Unit Observations during October 2018

Target Area
Identified

(where specific
performance
standards have not
been met)

Performance

Concern (examples
of where the
performance standards
have not been met)

Expected
Standard of

Performance
(detail what
performance
standard is expected
— what should it look
like)

Agreed
Improvement
actions

performance)

(who/what
actions need to be taken to
meet expected standard of

Review Date

Owner /
Support

(detail what
support is required
and agreed to
achieve the
expected standard
of performance)

Review Notes

(improvements made inc. Date

and any future review dates)

13

Current status

Reception and No visual displays to | Clear signage for Temporary signs N/A N/A Signage of the whole unit Action complete
booking area (R1) | identify Endoscopy patients should be | introduced. will be reviewed following
reception which displayed ensuring refurbishment. 11.11.19 - Estates
could cause delays to | a smooth patient have been asked
patients ‘checking in’ | flow to take down
some of the old
day case unit
signs, all signs
have been
reviewed to
ensure they are
bilingual).
Protocols for Occasional Consistent good Reviewing discharge Nursing /R Discussed with nursing Action complete
discharging communication patient flow process and discuss with Hayward team to ensure process is and will continue
patients (R2) issues regarding protocols when Nursing staff. adhered too. to be monitored.
contacting relatives discharging
for collection of patients 11.11.19 - No
patients resulting in further issues
poor patient flow identified with
out of department discharge process.




Answer phone /
nurse assessment
area (R3)

Confidentiality in the
reception area as
answer phone can
be clearly heard
even with the door
closed

Confidentiality to
be maintained at
all times within the
department

There is no alternative
accommodation at
present. Nursing staff
reminded to ensure door
is closed and answer
machine is turned down
to its lowest sound

Estates /R
Hayward

This will be reviewed as a
requirement for any further
refurbishment of the unit.

Chairs have been removed
from this side of the waiting
room and radio licence has
been approved for the

14

Action complete.

11.11.19 - Radio
now in place, with
some of the
changes in the
unit thereis a
potential for this

setting
waiting area. office to be moved
in the near
future).
Rebooking of Patients with Patient to attend The re-introduction of the | Nursing staff /R Ongoing

patients

incomplete forms or
queries being
rebooked

agreed
appointment date
and not be
rebooked due to
communication
with nurse

pre-assessment service
will alleviate a number of
these queries.

Hayward

dependent on
nurse vacancies.

Band 2 admin
telephone call
introduced.

Text reminder
service
introduced.

20.01.20 Single
cancer pathway
funding for pre-
assessment nurse,
post awaiting
advertisement.

Preparation of
notes

Only utilisation of 1
trolley

Use of several
trolleys to allow
forward
preparation of
notes for lists

Only one trolley required — locked cupboard and notes room available.

Booking centre
(R4)

Significant
weaknesses in

Seamless booking
process with

e  Embed new
management

T.Lisin

e Daily
checkpoint

Ongoing




quality of booking
process with poor
attention to details

patients being
booked on correct
lists and in correct
order

within
Directorate

. Review of
SOPS/processes

o  Weekly
meetings with
clerks

e  Two weekly 1:1
with clerks

e  Action plan and
targets set and
agreed with
booking staff

meetings
introduced

e Planning cell
introduced
to look at
cancellations,
utilisation

o Band 2 bank
helping until
permanent
post
appointed to.
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11.11.19 -
Cancellation rate
has improved due
to the actions
taken, aim to keep
below 10%.

Review use of
room 1 — Modular
(R5)

Issues raised were
portering; location
and patient flow;
removal of monitors;
procedure
limitations; isolation
of room;
decontamination

Meetings with portering
managers to ensure
portering support. Ensure
the facility works as best
as it can with the
resource that we have.

Lists are reviewed to
ensure best flow possible
and equipment has been
reviewed.

Nursing /R
Hayward

Continue to
review

At the end of May there will
be two procedure rooms
back in use on the unit and
the modular will not be
required unless used as a
third procedure room.

This has been
postponed due to
verification of air
handling unit,
awaiting date
from Estates.

Should be opening
from 18.09.19

11.11.19-The 2
refurbished
procedure rooms
opened w/c
28/10/19 in the
main unit, the
modular unit will
now be used for
the weekday
insourcing.

20.01.20 the
modular room is
currently being
used as a third
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room for the
insourcing and an
additional HCA is
on duty to assist
with the issues
around location.

Improvement
patient
information pre
appointment (R6)

Lack of patient
information being
provided to patient
from GP

Patients to be fully
informed of
procedure prior to
appointment

Review of current patient
paperwork already
completed.

Printed paperwork has
been costed and is
currently having final
check before order.

R Hayward /
Senior Sister

Awaiting quote for new
patient documentation.

Aug 19 received.

Order being raised. Order

rejected and resubmitted.

Raised at
Endoscopy
Steering Group.

Further
discussions to take
place with primary
care.

20.01.20 new
paperwork now in
place.

Patient pathway
(R7)

Current patient
pathway is overly
complicated with
non-value added
steps.

Ensure a patient
pathway does not
include non-value
added steps

Pathway reviewed.

(pathway shown on
report did not reflect our
current pathway)

Nursing /R
Hayward

Completed.

Pathway will also
improve
significantly when
both procedure
rooms are back in
the main unit.
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Action
number

Required Action

Target
Date

Owner

Update/comments

RAG status

DU Recommendation 1 - Review confidentiality issue in the waiting area - it was reported that there had been concerns over confidentiality in the area as the
assessment rooms were not sound proofed and therefore staff had been concerned that patient/relative consultations may be overheard. ATV had been
purchased however this is not a satisfactory solution.

1.1 Remind all staff that the rooms Jul-19 Nicky Completed and message reinforced during regular team
are not sound proofed and to Roberts, Unit | meetings/handovers.
bear this in mind when Manager
conversations are being held.
1.2 Hold initial scoping meeting to Aug-19 Mark Scoping meeting held 5.8.19 (minutes available if required)
discuss redevelopment of Andrews,
endoscopy unit. General
Manager
1.3 Establish project board to Sep-19 Mark First project board meeting to be arranged in September.
progress the Andrews, Arrangements underway. First project board meeting now
redevelopment/refurbishment of General scheduled for October due to annual leave commitments of key
the endoscopy unit. Manager members. Arranged for 7.10.19 and monthly thereafter. First
meeting did not go ahead due to annual leave and meeting not
being quorate. Impromptu smaller meeting held about smaller
more immediate changes that can be made to the unit. See point
1.12. First project board meeting now scheduled for 4.11.19.
1.4 Dr lan Finnie to be asked to Sep-19 Mark MA to invite IAF
provide expert Andrews,
knowledge/experience/advice to General
the board as required. Manager
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1.5 Obtain projected capacity figures | Sep-19 Mark MA to ask Wendy Hooson, planning department, for these
for the next 5, 7 and 10+ years to Andrews, calculations. WH currently pulling together these figures - to be
inform design of new unit to General provided by end September. After further discussion these
ensure future proofing. Manager figures are not available. Therefore current D&C figures to be

used factoring in growth rate. Unit to be designed with 3 rooms
but design remaining space flexibly to allow for fourth room to be
commissioned in due course when required. Demand and
capacity exercise currently being undertaken using a national
standard tool which should help to inform future capacity
requirements.

1.6 Need to understand strategic Oct-19 Mark MA to link with HMT. Initial discussions held but no clear
intention for centralised Andrews, direction available to date. Design options for the new unit will
decontamination of the YGC site General contain plans for including and excluding decon.
as this will inform the new Manager This issue is being discussed at the BCUHB strategic
design/footprint of the unit. decontamination group.

1.7 Undertake a survey of the Sep-19 Neil Mark Lewis, Gleeds allocated as project link for this project.
current endoscopy unit to ensure Bradshaw, Initial discussions held and plans underway to carry out survey
it is fit/suitable for Director of | and to decide what changes can be made to the unit in the
refurbishment. Capital interim to try to meet JAG recommendations.

Planning

1.8 Undertake initial design work for | March - Neil
the new unit. This will quickly 20 Bradshaw,
inform whether (a) decon needs Director of
to be moved out, (b) can the unit Capital
accommodate 3 or 4 procedures Planning

rooms, (c) enable financial
calculations to be undertaken.

Meetings with Project
management and architect
commenced in Dec 2019 and are
continuing monthly until design
is confirmed.
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1.9 Upon completion of the initial Mar-20 Neil Target date changed to Mar 20.
design work, calculate indicative Bradshaw,
cost of business case which will Director of
then determine funding Capital
route/next steps. Planning
1.10 Upon completion of point 1.9 Mar-20 Mark Target date changes to Mar 20.
above, create BJC (business Andrews,
justification case). General
Manager
1.11 Ensure Aug-19 | Tracy Sellar, | Completed.
refurbishment/redevelopment of Deputy
the endoscopy unit is on the General
directorate risk register Manager
1.12 Investigate any temporary Dec-19 Rachel Completed
changes that can be made to the Langford
unit to improve the environment Jones, Lead
in the short term. Manager
1.13 Once temporary changes agreed, | Dec-19 Rachel Completed
complete business case to secure Langford
funding. Jones, Lead
Manager
1.14 Seek advice from JAG Feb-20 | Tracy Sellar, | Visiting JAG rep suggested to continue with the minor

professionals at upcoming JAG
visit in November to ascertain
what improvements they suggest
whilst the capital refurbishment
is awaited.

Deputy
General
Manager

improvements in December which are ow complete but to
rapidly progress the planning for the unit refurbishment.
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Action
number

Required Action

Target
Date

Owner

Update/comments

RAG status

DU Recommendation 2 - Continue review of cancelled and did not attend patients - It was observed that only 71% of patients arrived for their appointment.
Of the 29% of patients who did not arrive, various reasons for not attending were given; it was observed that an audit of patients cancelling had been
commenced recently, the results of this audit should be shared and actions agreed and carried out.

2.1 Establish a weekly endoscopy May-19 Rachel Started in May 19
planning cell meeting which will Langford
include robust review of CNA and Jones, Lead
DNA rates Manager

2.2 Strengthen the endoscopy Jan -20 Rachel Completed Band 4 team leader appointed. All vacancies filled
administration team to provide Langford except for one part time post which is currently going through
more robust and resilient cover. Jones, Lead | the recruitment process - expect to be appointed by Nov 19. Ad

Manager hoc experienced bank support is available when required to
ensure workload is managed efficiently. Delays with recruitment
- interviews now planned w/c 21.10.19. Expect to be fully
complimented by Jan 20.

2.3 Review administration processes | Aug-19 Rachel Completed New Speciality Manager appointed who is
to ensure efficient processes are Langford experienced in booking/outpatients/day case field.
in place. Jones, Lead | Administration processes have been reviewed and SOPs created,

Manager new processes introduced, processes changed to introduce more
efficient ways of working etc. Ongoing review and re-assessment
will be built into regular team meetings etc. All clerks are now
trained in all roles within the department thus providing more
resilient/robust cross cover.

2.4 Following work undertaken in Aug-19 Rachel Completed Patient appointments now being booked further in
points 2.2 and 2.3 above, Langford advance which allows more efficient booking, backfilling of
booking further in advance for Jones, Lead | cancellations etc.
patient appointments. Manager
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2.5 Introduction of partial booking Aug-19 Rachel Completed As the department are now able to book further
for routine and surveillance Langford ahead, partial booking has been introduced. This ensures that
patients. Jones, Lead | patient appointments are mutually agreed theoretically reducing

Manager the number of CNAs and DNAs.

2.6 Enhance recording of CNA dates Aug-19 | Donna Pope, | Completed Introduction of bespoke form to record all CNA

and reasons. Speciality communications with patients. Start date 19.8.19. Audit of

Manager these forms at the end of pilot period of one month to ascertain

(a) reasons for cancellations (b) date of advice of cancellation - is
it enough notice to backfill slot and (c.) whether slot was refilled.
Results of audit to be fed back at planning cell early Oct 19.
Following completion of the audit, the reasons for cancellation
have been reviewed and amendments on WPAS were requested
and are now available for selection by the team. To support the
continual reduction of CNAs the team are pending a start date to
introduce a text remainder service for patients to start taking
bowel prep and for their appointment.

2.7 Tracking of CNA and DNA Ongoing Rachel Completed Trend data available and shared at weekly planning
reasons on a monthly basis Langford cell. Ongoing monitoring underway to determine whether
through the planning cell. Jones, Lead | interventions are successful. Quarterly CNA/ DNA historic data

Manager reviewed at the planning cell to highlight themes and trend.

2.8 Rewording of endoscopy Jan-20 | Donna Pope, | Completed Rewording of the cancellation paragraph in the

appointment letter.

Speciality
Manager

appointment letter. Current letter asked patients to give 5 days’
notice - this to be increased to 8 to allow more potential to refill
any cancelled slot. Also paragraph to be reworded to be more
concise as it is currently quite lengthy. Changes underway and
should be in place by end Sept 19. This has not yet been done as
the department is only 2-3 weeks ahead with partial booking.
Need to be further ahead before this letter is changed. Target
date changed to Jan 20.
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2.9 Text reminder service to be Sep-19 IT Introduction of pilot 3-6 month text reminder scheme to be
piloted for endoscopy introduced in the hope of reducing CNAs and DNAs. Initial
appointments. conversations held, date of implementation to be agreed. Plans
progressing - still on track to implement before end Sept 19. IT
issues have delayed this implementation - now expected Feb 20
Action Required Action Target Owner Update/comments RAG status
number Date

DU Recommendation 3 - Review endoscopist options and skills mix to fill sessions

3.1 Review of protected weekly Sep-19 | Tracy Sellar, | Completed Currently 16 slots are reserved for IP work (before a/l
inpatient slots to determine Deputy and s/l). Audit to be undertaken commencing 19.8.19 for 1
whether capacity exceeds General month to determine whether all slots are consistently utilised.
demand. Manager Audit completed. Results document available. Current IP slot

capacity pa = 704. Indicative demand following 4 week audit =
650 pa. No change planned to current IP slot capacity, especially
as the winter months are ahead and IP capacity will enable flow.

3.2 Analysis/review of number of Sep-19 | Tracy Sellar, | Completed Full analysis of lists/operators carried (document
current sessions to be Deputy available). Further discussion with lead endoscopist required to
undertaken. General ascertain if operators with lists less than 12 points can be

Manager increased.

33 Review of lists involving Sep-19 | Tracy Sellar, | Completed Undertake review in September - meeting to be
endoscopists with less than 12 Deputy arranged. TS/AB/MA met 25.10.19 to review
points per list to be undertaken General operators/points/lists (document available). One change made
with lead endoscopist. Manager to Dr Miric template. Templates to be re-reviewed in Jan 20 with

information regarding start and finish times available also. This
will additional meaningful discussion.
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3.4 Undertake D&C exercise for EUS Aug-19 | Tracy Sellar, | Completed. Data shows 2 lists per week still required. 232
procedures to determine Deputy procedures carried out April 18 to March 19. 3 procedures per
whether 2 lists per week are still General list. =78 lists required. 42 weeks per year x 2 lists per week - 84
required. Manager lists available per year. Allowing for DNA and last minute CNA,

D=C. To be reviewed in 3 months’ time to re-assess demand to
determine whether any change.

35 Monitor start and finish times Ongoing | Tracy Sellar, | This information to be used to inform discussion re number of
and feed this information into Deputy points on list. For example, If operators have less than 12 points
regular reviews of operator General but constantly finish early, then review points on list. AB also has
points on list Manager asked the National Endoscopy Programme team about

distribution of points on list comparing mornings and afternoons.

Audit to be undertaken for November initially - possibly extend to

end December if required.
Action Required Action Target Owner Update/comments RAG status
number Date

DU Recommendation 4 - Review sedation rates within department - the DU would recommend looking at the sedation rates as these seemed high compared
to the other units.

4.1

Ascertain whether information
regarding sedation rates % can
be extracted from Unisoft.

Aug-19

Nicky
Roberts, Unit
Manager

At present it cannot be extracted due to the IT issues preventing
the software upgrade. A solution has been identified to proceed
with the upgrade however a revenue cost of approx. £4,500 has
been identified and until this expenditure is released by finance
this cannot be progressed. When the software is upgraded non
sedation rates can be extracted from the system on a regular
basis which will allow us to calculate sedation rates. Purchase of
the hardware has been refused as a result of heightened financial
controls.

Funding agreed and order placed for up-grades
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4.2 Obtain sedation rates % from YG | Aug-19 Nicky Numbers of patients sedated is not easily obtainable from the
and WX (if these are recorded). Roberts, Unit | three sites. YGC cannot extract this information from Unisoft
Manager without the £4500 upgrade as detailed above. YG advise that this
data is collated by looking at individual Clinician’s data which,
after generation, is sent to JAG where it is monitored by the Local
Endoscopy Lead.

4.3 If sedation rate information Sep-19 Nicky Confirmed sedation rates cannot be extracted from Unisoft
cannot be extracted from Unisoft Roberts, Unit | therefore audit planned to commence 1.9.19
commence audit on 1.9.19 of all Manager
patients sedated.

4.4 Link with colleagues from other Sep-19 Nicky Endoscopy staff to speak to ID Group colleagues on the next
hospitals to ascertain whether Roberts, Unit | weekend - 17th and 18th September. NR reported back that the
their units routinely record Manager feedback received was that other units do not monitor sedation
sedation rates % (ask ID Group numbers as it is patient choice.
nursing colleagues) and if so
contact hospitals for their rates.

4.5 Contact DU for advice on Aug-19 | Tracy Sellar, | Tracy Sellar contacted Christine Owens 16.8.19. Christine to
obtaining comparative data or Deputy provide as much information/advice as possible. CO has
information re national General forwarded some information however this information does not
standards. Manager state how many patients per head of population should be

sedated, nor are there target rates of any kind.

4.6 Upon receipt of comparative Oct-19 | Tracy Sellar, | Once data compiled, Tracy Sellar to organise review. Full review
data, undertake analysis and Deputy not possible. Email correspondence received from Dr
review process with lead General Baghomiam explaining comparison work done previously
clinician, unit manager Manager compared to external studies. Email of explanation send to the

DU. 13.9.19. 16.9.19 response received from DU who advise they
are happy with the review/comparison work undertaken by the
clinicians.

4.7 Secure funding for the IT Sep-19 Mark Funding approved
upgrade which will provide Andrews,
enhanced features in Unisoft. General

Manager




25

4.8 Review JAG comfort scores for Sep-19 | Tracy Sellar, | Nicky Roberts sending comfort scores by endoscopist and user to
unit Deputy Tracy Sellar.
General

Manager
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Argymbhelliad / Recommendation:

The Committee is asked to:
1. Note the position outlined in the Quarterly Report.
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Icymeradwyaeth For For Assurance* Information*
For Decision/ Discussion*

Approval *

Sefyllfa / Situation:

Following the introduction of revised Health and Safety governance arrangements, this
report sets out the progress against the occupational Health and Safety Improvement Plan
and performance against the key requirements.

This is the 3 Report produced and progress continues to be made in terms of integrating
all aspects of Occupational Health and Safety.

The work being undertaken by the Strategic Occupational Health and Safety Group is
significant in reviewing the delivery of the Improvement Plan and there is considerable
support for the work being undertaken lead by the relevant teams in Corporate Health and
Safety; Estates and Facilities and Nursing and Quality.

Of significance is work currently being undertaken to co-ordinate a business case as part of
the financial planning for 2020/21. This case sets out the cost benefit case for investment in
essential work required to meet a number of legislative and regulatory requirements.

Cefndir / Background:

The Quarter 3 2019/20 report is attached at Appendix 1.
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Asesiad / Assessment

Strategy Implications

The Occupational Health and Safety Improvement Plan is a 3 year plan under the
Workforce Strategy. It is a key enabler for delivery of the Health Board’s legislative and
regulatory responsivities.

Financial Implications

There are no direct cost implications arising from this report. However, a business case is
being developed as part of the financial planning for 2020/21 in conjunction with Estates
and Facilities. This business case covers a number of measures to support delivery of
effective Health and Safety management and operational effectiveness.

There will be cost implications for failing to reduce or mitigate risks associated with
Occupational Health and Safety in terms of fines prosecutions, lost time injuries and
claims against the Board.

Risk Analysis

A full review of legislative compliance has identified the current safety management
systems within the Board requires significant work. There are significant risks in areas
including asbestos, legionella, fire, electrical safety, noise / vibration, contractor
management/control and Security/Violence and Aggression. The Strategic Occupational
Health and Safety Group will provide assurance to the Board that reporting procedures and
OHS structures can clearly evidence compliance in all service areas.

Legal and Compliance

A number of elements within this report and in the business case being developed include
measures to address breaches in legislative requirements e.g. Security and
CCTV/Information governance

Impact Assessment

Impact Assessments are undertaken against each of the headings under the improvement
plan and escalated to the Strategic Occupational Health and Safety Group as appropriate.
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Appendix 1
Occupational Health and Safety (OHS)
Quarterly 3 Report 1st October-December 30th 2019

Executive Summary

1.

The Quarterly Occupational Health and Safety report aims to give an overview
of incidents/accidents, training and Health and Safety activities for the period
1st October to 315t December 2019.

Key issues to note:

The gap analysis action plan is being undertaken to ensure significant risks
are being effectively managed. The Occupational Health and Safety Team
has now developed a 12 month action plan that relates to the outstanding
findings of the gap analysis. The action plan includes key areas of risk
including, contractor management and control, work at height, vibration and
noise, asbestos, legionella water safety, driver safety, security, manual
handling and incident reporting procedures to ensure when things do go
wrong we learn lessons. The H&S Policy is now complete and has been
provided to the Strategic OHS Group for approval and implementation at
QSE.

There have been 23 incidents reported under RIDDOR in Q3, a decrease of 4
on Q2, with 8 reported in Central, 8 in West and 7 in East. Patient and object
handling have been the main cause of injury to staff this quarter with 7 related
incidents reported, followed by slips and trips with 6 related incidents. Injuries
to staff from abuse by patients has reduced, with four incidents being reported
compared to seven in Q2. BCUHB have had 2 incidents which have been
reported under RIDDOR as ‘Dangerous Occurrences’, a chemical and a gas
supply pipework explosion in East described below. The 23 incidents reported
to the Health and Safety Executive (HSE) in Q3, 18 related to staff and three
to the injury of patients, which is one more than Q2.

On Monday 16" December, one of the two steam generating boilers based at
the Hospital Sterilisation and Disinfection Unit (HSDU) in Wrexham
Technology Park suffered a catastrophic failure within the gas supply
pipework. This resulted in substantial damage to the boiler and the attached
ducting. There were two members of staff working on the boiler at the time
and in the vicinity but they were unharmed. There were no obvious signs of
damage to the building. The staff members have been supported and offered
occupational health assessments. The loss of this boiler together with the time
delay in assessing the other boiler for any defects has resulted in significant
disruption to HSDU’s processes with theatre sets being sent to YGC and
Countess of Chester. This incident has been reported to the Health and
Safety Executive (HSE) by the Corporate H&S Team under RIDDOR as a
Dangerous Occurrence. A Root Cause Analysis is currently being carried out
by Estates with additional work to be done in relation to what Business
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Continuity plans were in place. The HSE plan to visit early January to review
procedures including policy, systems and maintenance procedures in place at
the time.

3. Background and context

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

4. Health and Safety at Work etc. Act 1974

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

In promoting, stimulating and encouraging high standards of health and safety at
work, the Act requires the governing bodies of all employing organisations to ensure:

. Safe operation and maintenance of the working environment, plant and
systems

Maintenance of safe access and egress to the workplace

Safe use, handling and storage of dangerous substances

Adequate training of staff to ensure health and safety

Adequate welfare provisions for staff at work

Essentially, the HASWA law is based upon the principle that those who create risks
to employees or others in the course of carrying out work activities are responsible
for controlling those risks. Particular regulations governing the management of health
and safety in the work place are as follows:

5. Management of Health and Safety at Work Regulations 1999

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

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

This set of Regulations, commonly referred to as the RIDDOR Regulations, require
employers and other people in charge of work premises to report and keep records
of:

o Work-related accidents that cause deaths.

o Work-related accidents that cause certain serious injuries (major injuries),
work related accidents resulting in over seven day absences

e Diagnosed cases of certain industrial diseases.
Certain ‘dangerous occurrences’ (incidents with the potential to cause harm).

There have been 23 incidents reported under RIDDOR in Q3, a decrease of 4 from
Q2, with 8 reported in Central, 8 in West and 7 in East. Patient and object handling
have been the main cause of injury to staff this quarter with seven related incidents
reported, followed by slips and trips with 6 related incidents. Injuries to staff from
abuse by patients has reduced, with four incidents being reported compared to
seven in Q2. We have had two incidents, which have been reported under RIDDOR
as ‘Dangerous Occurrences’, a chemical release and a gas supply pipework
explosion in East. The 23 incidents reported to the Health and Safety Executive
(HSE) in Q3, 18 related to staff and three to the injury of patients, which is one more
than during Q2. Thirteen incidents were reported within the statutory timescales and
10 outside them, due to lack of information available at the time.

Incident by RIDDOR notified (Financial Quarter)

30
25
20
15

10

(€]

19/20 Q1 19/20 Q2 19/20 Q3
M Incident by RIDDOR notified (Financial Quarter)

The table above shows the Q1 2019/2020, Q2 2019/2020 and Q3 2019/2020
RIDDOR notified (rows section) against the Financial Quarter.
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INCIDENT BY RIDDOR NOTFIED (FINANCIAL QUARTER)

Incident by RIDDOR notfied (Financial Quarter)

The table above shows the Quarter RIDDOR notified (row sections) against the
Financial Quarter since 2014/15.

RIDDOR Incidents | BCUHB BCUHB East: | BCUHB Total:
by Detail and Central: West:

Region:

Abuse of staff by 1 2 1 4
patients:

Accident caused by |0 2 0 2

some other means —
Chemical release &
gas explosion:

Accidents caused by | 1 0 0 1
some other means -
Collison with
equipment:

Needle-stick Injury - | 0 0 0 0
Exposure to
hazardous
substance:

Accidents caused by | 1 2 1 4
object handling:

Accidents caused by | 2 0 1 3
patient handling:

Slips and Trips to 1 0 2 3
non-workers:

Slip and Trips to 2 1 3 6
staff:

Total 8 7 8 23
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The table above shows the overall RIDDOR incidents 2019/2020.

Hazard: RCA RCA Root Causes, Lessons
completed: | requested: | Learnt/Actions identified and

implemented:

Abuse of staff | 3 1 RCA x 3 - completed and no lessons

by patients: learnt identified.
RCA x 1 - requested, out of agreed
time limits, Divisional Director has been
informed

Accident 1 0 RCA x 1- undertaken, with

caused by actions/lessons learnt identified and

some other implementation commenced.

means -

Chemical

Release:

Accident 0 1 RCA x 1 - requested on 19/12/19 and

caused by reassurance has been received that it

some other is in progress.

means - Gas

Explosion:

Accident 0 1 RCA x 1 — requested, out of agreed

caused by time limits, Head of Nursing has been

some other informed.

means -

Collison with

equipment:

Accidents 3 1 RCA x 1 — no lessons learnt identified.

caused by RCA x 2 — undertaken with

object actions/lessons learnt identified — no

handling: confirmation to date as to whether they
have been implemented.
RCA x 1 — requested 27/12/19.

Accidents 3 0 RCA x 2 — undertaken, with

caused by actions/lessons learnt identified and

patient implementation commenced.

handling: RCA 1 — undertaken, with
actions/lessons learnt — no confirmation
to date as to whether they have been
implemented.

Slips and Trips | 0 3 Welsh Government Investigations x 3 —

— non workers: in progress.

Slipand Trips | 3 3 RCA x 1 - undertaken, with

— staff: actions/lessons learnt identified and

implementation commenced.
RCAs x2 — undertaken, with
action/lessons learnt identified — no
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confirmation to date as to whether they
have been implemented.
RCAs x 3 - requested on 19/12/19,
24/12/19 & 27/12/19 and reassurance
has been received that they are
progress.
Total 13 10
The table above shows a breakdown of the Root Cause Analysis of RIDDOR
incidents 2019/2020.
BCUHB Central: 3
BCUHB East: 3
BCUHB West: 3

The table above shows the outstanding Root Cause Analysis by Area 2019/2020:

Division/Area:

Q

Estates and Facilities:

Mental Health and Learning Disabilities:

Radiology:

Secondary Care:

Primary Care:

Informatics/Health Records:

Area West:

Area Central:

WIN|= =Wz

The table above shows the overall RIDDOR incidents by Division/Area 2019/2020.

Division/Area

Commenced

Estates and 2

Facilities

Mental Health 1 0 1 1
and Learning

Disabilities

Radiology 1 0 0 0
Secondary Care |3 3 1 1
Primary Care 0 0 1 0
Informatics/Health | 1 0 0 0
records

Area West 1 1 0 0
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| Area Central | 3 |0 |0 |0 |

A new and robust system is being implemented across BCUHB to ensure that all
RIDDOR reportable incidents have a comprehensive investigation recorded on an
RCA. The outstanding RCA’s are in BCUHB East, BCUHB Central and BCUHB
West and further work is being carried out in these areas.

The RIDDOR incident related to the boiler at Wrexham may have had an effect on
theatre lists but at the time of this report could not be confirmed. Engineers and
assessors were quickly on site and BCU Estates are waiting for the full report on the
probable cause. Early indication from the boiler manufacturers is, at this stage,
thought to have been failure of a relay system allowing the boiler to fire without
purging the flue, causing built up gas in the flue to combust. Estates have
responded well to the incident, with thorough investigation and use of experts, and
planning to re-engineer to improve future safety of the system. A meeting will be held
prior to the HSE visit in early January 2020.

7. Incidents

The Health Board utilises the DATIX system to record all incidents and near misses.
An analysis of the data reported from 1st October — December 315t 2019 indicates
that there have been 1,957 with the main Health and Safety related incidents are as
follows.

Staff 'Accident that may result in personal injury' Incidents by Reported date (Financial quarter)

500

450

400
350

300

250

200

150

100

The above table shows the total number of staff accidents in Q3 2019/2020
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Incidents by Type Q3 2019/20

1800
1600
1400
1200
1000
800
000 343
400

200

0

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

1580

The above table shows the total incidents recorded in Q3.

Incidents affecting Staff - by Detail & Region

Accident caused by some other means

Exposure to electricity, hazardous substance, infection
etc

Injury caused by physical or mental strain

Lifting accidents

Needle stick injury or other incident connected with
Sharps

Slips, trips, falls and collisions

Total

Staff Needle Stick Incidents - by Adverse event &
Region

Accident of some other type or cause

Injury from clean sharps

Injury from dirty sharps

Sharps or needles found

Total

The above table shows the number of Needle stick incidents occurring in Q3
including 63 incidents reported as dirty sharps.

Injury from dirty sharps by Location (exact) & Region - BCUHB BCUHB BCUHB

Top 5 Central East West Total
Emergency Department (secondary care)
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Outpatients (secondary care) 1 0 1 2
Theatre B, WM (secondary care) 0 2 0 2
Theatre A, WM (secondary care) 0 2 0 2
Labour, YG (secondary care) 0 0 2 2
Total 2 5 4 11

Injury from dirty sharps by Contributory factors & Region BCUHB
(Top 5) Central Total

Lapse in Concentration 6 1 4 11
Other 0 1 3 4
Operator Error 1 1 1 3
Failure to Follow Procedure 1 0 2 3
Judgement 0 1 2 3
Total 8 4 12 24

Staff Slips, Trips & Falls or Collision Incidents

BCUHB

Incidents by Adverse event & Region BCUHB Central East BCUHB West Total
Accident of some other type or cause 9 3 5 17
Collision with an object 5 8 5 18
Fall down Steps 1 1 0 2
Fall from a height, bed or chair 2 2 1 5
Fall on level ground 3 9 10 22
Slips on ice or snow 0 1 0 1
Suspected fall 0 1 2 3
Tripped over an object 2 0 4 6
Total 22 25 27 74

7.1 Incidents Highlights

The top four areas of concern in staff incidents / accidents included 104 accident
caused by some other means. This includes incidents such as vehicle collisions,
collisions with equipment and manual handling injuries, 86 needle stick incidents, 74
slips trips and falls, 28 injury caused by physical or mental strain this is due in
general to patient handling or inanimate loads moving and handling activities. A
number of Datix incidents required investigation by the H&S Advisors, the process
has included attendance and support to a number of groups to look at risk
assessments and solutions to the issues identified.

7.2 West

The H&S Advisor is carrying out all the Root Cause Analysis (RCA) investigations as
part of the gap analysis work to develop an improved, more robust RCA process.
Once completed, the H&S Advisor will work closely with the management team to
ensure that the actions/ lessons learnt are implemented in a timely manner and
shared as appropriate. There have been some good news stories in Q3 regarding
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the actions / lessons learnt from RCAs which have been carried out. For instance,
the RCA that was carried out following the chemical spillage in East has resulted in a
complete review of the Control of Substances Hazardous to Health (COSHH) and
the Dangerous Substances and Explosive Atmosphere Regulations (DSEAR)
management by Operational Estates pan BCUHB, with significant involvement by
the 3 area Environmental Officers; a programme of workplace inspections to be
carried out in all Estates Compounds.

The RCAs looking into staff slip, trip and falls, which resulted in injury, have identified
shortfalls such as insufficient risk assessments of working areas or manual handling
activities with limited safe systems of work, poor maintenance contracts for
associated equipment or adherence to the correct application of Personal Protective
Equipment. All these shortfalls are now being addressed pan BCUHB through the
gap analysis work. The RCAs carried out into incident involving abuse of staff by
patients have not identified any actions/lessons learnt which could help prevent
further incident occurring. This is an area that requires attention and support for the
services affected.

7.3 East

There have been two significant Dangerous Occurrences in the East region, which
necessitated reporting to the HSE under RIDDOR. The first was an accidental
chemical release (chlorine gas) caused during an attempt by Operational Estates to
consolidate COSHH products and improve conditions on site. This was picked up by
staff and triggered an alarm system, resulting in attendance by the Fire Service, who
ventilated the area and made safe. Thorough investigations by H&S and Estates
highlighted some weak COSHH management, which is being comprehensively
addressed by Operational Estates with attention to all regions, and with involvement
from H&S. Good practice was also noted in the emergency response and situation
management, the approach to investigation, and action planning following
investigation. HSE have not expressed an interest from the information submitted to
them. Secondly the gas boiler incident described in the RIDDOR section above.

Working with H&S, Surgical in East have trialled Quantitative Face Fit Testing as an
alternative to Qualitative Testing, in an attempt to improve face fit rate, quality of
testing, speed and convenience. This uses a particulate sensing machine to
compare air inside the mask to the ambient air and give a measured protection factor
for each mask tested with each individual, the aim being to focus on individual
protection for the RPE user. The initial feedback from the demonstrations and
testing are positive, and this is now with HONs for Surgical to evaluate and consider
clinical, H&S and cost benefit. Infection Prevention have been included in
conversations with H&S around this methodology.

There has been significant involvement with Mental Health & Learning Disabilities
(MH&LD) during this quarter, related to Anti-Ligature Strategy, self-harm prevention
and engineering requirements in mental health inpatient facilities. This has led to
improvements in procedures, with further work planned. It is noted that MH&LD are
liaising with colleagues in other LHBs and Trusts on benchmarking, good practice
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and management tools to provide a reasoned and evidence-based strategy. H&S
have been involved in discussion and risk assessment with Matrons in the Wrexham
Maelor Hospital regarding anti-ligature strategy for patients being cared for on acute
Wards who may be at risk of suicide. It is hoped that the liaison with MH&LD will
help provide further useful information to inform this.

There are four services in East identified as potentially having staff at risk from Hand
Arm Vibration Syndrome. Assessment and measurement is being managed by
Occupational Health and the Advisor for Central, with local liaison and some
assessment of risk being coordinated by the local H&S Advisor.

7.4 Central

The area with the highest number of data incidents (18) in central relating to
incidents affecting staff reported in Q3 at the Bryn Hesketh Unit. These are
predominantly due to violence and aggression incidents and ongoing support is
available to this unit. There have been seven reported incidents relating to staff in
the laundry, one of which has been investigated with the Health and Safety Advisor
and a Root Cause Analysis carried out. During this incident, the staff member’s leg
was caught by the arm of the blanket-folding machine, which had been activated
whilst they were removing a jammed item of linen. This was not RIDDOR reportable
as the injury was minor and there was no lost time; but it was considered to be a
serious near miss. Recommendations have included changes to the current isolating
procedures for equipment, relocation of the control unit, the completion of a Standard
Operating Procedure for removing jammed linen, staff training and a suitable risk
assessment.

Four reports have now been received from HAVi our external consultant who are
reviewing the levels of noise in specific areas and vibration levels of equipment
which may result in Hand Arm Vibration. These include the noise and vibration
assessments for Estates (Central), the Mortuary and the noise only assessments for
the Laundry and Catering. A meeting has been held with HAVi to discuss the initial
reports and to look at the potential use of HAVi meters/ watches within the Estates
team; these will monitor the extent of exposure of staff in real time. The risk
assessments for the Estates team have been completed with the manufacturer’s
information and these will be updated for Central with the accurate results. The
report for the Estates East team is due to be provided in early January.

The noise assessment in the Laundry has shown the noise level readings were in
general higher than those recorded in 2015 and the logarithmic average noise level
has been calculated to be above the lower exposure action value of 80 Dba due to
some higher noise zones in the work area. An initial meeting has been held with the
Laundry Management Team to discuss the results and the current risk assessment
will be updated with a revised action plan; both are then to be agreed in the next
meeting with HAVi. The noise assessment of the catering dishwashing area has
confirmed that no further controls are required for this area. An assessment of
vibrating equipment is being scheduled with HAVi for the Maxillo-facial Laboratory
Team where manufacturer’s data for the equipment used is not available. This is
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likely to commence in January 2020. HAVi have been requested to provide a
summary report of all of the findings to date and a further meeting is planned for the
17t of January to plan future work and prioritisation.

8. Manual Handling

During Q3 the Manual Handling Team has provided training for BCUHB employees
and external students at local universities. This has included Manual Handling Level
1 & 2, along with Modules B&C in Violence & Aggression totalling 2,310 attendees.

354 attended Level 2 Classroom

181 attended Level 2 Competency

12 sessions for Orientation, offering 240 places

601 Students from Bangor and Glyndwr Universities

191 Competencies completed by Manual Handling Champions
60 Champions completed Level 2 Champion refresher training

283 Level 1 Manual Handling through Mandatory Training Days
590 in modules B&C in Violence & Aggression.

There have been 38 ergonomic risk assessments undertaken in Q3, these were
mainly from staff experiencing difficulties with their works station and requesting
advice on DSE equipment. During the assessment advice is given for the sedentary
worker on how to keep active at the desk, along with a leaflet containing exercises.
Assessments also included staff returning to work with a Musculoskeletal Disorders
(MSD); advice on their manual handling work activities takes place ensuring they are
safe, reducing further risks, many staff are signposted to other agencies for advice.
Patient assessments are undertaken in hospital or patients own homes, these cases
are often complex and need considerable work. A database has been created to
ensure a 3 month follow-up system is in place. The process will monitor the effect of
the advice given and ensure equipment is used effectively.

There have been 41 Datix incidents that relate to Manual Handling, with 14
highlighted as training issues, as a result training has been offered and visits
implemented by the Manual Handling Team to retrain staff in the areas identified. A
deep dive was completed with Occupational Health for YGC Mortuary following the
identification of a member of staff being identified as having Hand Arm Vibration
Syndrome (HAVs) and advice was offered to reduce likelihood of MSD’s in their daily
practice.

Work continues to develop Manual Handling Champions with the aim to have 1
Champion per 10 members of staff following an intense 2-day training programme.
The program will improve the standard of manual handling as the Champion will
work with their peers in every day manoeuvres with patients and in effect reduce
injuries and improve sickness from MSD’s, along with improving the manual handling
given to patients. Champions are to work closely with their Housekeeper, to ensure
all disposable equipment is replaced and always available along with creating an
inventory for all manual handling equipment available in their environment with the
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assistance of the Manual Handling Team. A new 2-day Champions course will
commence in January 2020 offered in the three main sites each month with 36
places being available. A bespoke Porters only Champions course has been offered
to Estates & Facilities, however this was not completed in West and Central. The
session did take place in East, with seven attending and they will be followed up in
the New Year to review progress.

Work continues with the Manual Handling action plan with work on the Policies being
a priority. Close communication has taken place with the All Wales Manual Handling
Group to ensure the Manual handling Passport is utilized to guide the updated
policies. Due to the findings from the gap analysis which identified poor knowledge of
legislation, policies and procedures in manual handling, Level 2 Manual Handling
training will include a practical session and classroom theory session.

An SBAR was created for the manual handling training team raising the concern
regarding the lack of accreditation in training certification of team members. Prices
are being sought from three providers to provide specific training to ensure
competence of the Team. An external training provider is being sought for
implementation in the New Year.

9. Training

The Corporate Health and Safety Team undertake a variety of internal training.
There were 8 managing safely 2 day courses with 65 staff attending, a significant
increase in attendance on previous months. There were 8 attendees on the risk
assessment COSHH courses (see below for details).

Training Oct  East Central West

2019-Dec

2019 Sessions Attendees

Managing Safely

No of 3 3 2 8

Sessions

No of 9 27 29 65

attendees

Combined Risk Assessment & COSHH

No of 1 0 0 1

Sessions

No of

attendees 8 0 0 8

RIDDOR Awareness

No of 0 0 0 0

Sessions

0 0 0 0

Total 9
Total 73
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Course Subject Number of Number of staff Number of

sessions trained Cancelled
Sessions

Managing Safely 2

Day Course 8 65 1

Risk Assessment &

COSHH 2 8 1

Y2 Day

RIDDOR Awareness

Training 1 %2 hrs 3 0 3

Total 13 73 5

10. Security

10.1 Background

Security Management within BCUHB has historically been the responsibility of a
number of services and there has been a number of attempts to centralise the
system over many years. In 2017, The Executive Medical Director of BCUHB
commissioned Prof Peter Lepping to prepare a report to inform BCUHB how to
reduce and prevent patient and visitor violence (PVV) against staff across all
services of the BCUHB. The report included a review of the available evidence-
based literature and estimates of the current level of PVV in North Wales and its
impact on staff. It concluded that there was underlying risks to staff with a significant
costs incurred due to lost time incidents and increased sickness absence rates. A
subsequent security review in August 2019 identified a shortfall in systems and
processes to provide assurance that security was effectively managed in all service
areas. The level of security management did not equate to the expanding scope and
increasing complexity of the security agenda with a lack of a clear security
framework or designated post for Head of Security or staff within BCUHB, a clear
management structure was not clearly evidenced within BCUHB.

BCUHB currently deals with approximately 3,746 Violence and Aggression (V&A)
cases per year and this is supported by a part time staff member. This number has
increased significantly year on year and is expected to continue to do so. There is a
contracted member of staff (part time) from North Wales Police who works to reduce
demand on Police Services. His contract will finish in March 2020. The number of
violent cases reported to North Wales Police including physical assaults for the
period 13t April 2018 to 31st March 2019 was 1,964, at this juncture it is expected that
this figure will show an increase by 31st March 2020.

The manual handling team currently provides training to all new starters to the
organisation at induction on a monthly basis. Additionally, further mandatory training
is conducted across the health board to facilitate the needs of 17,000+ employees in
addition to patient handling and movement and the V&A related training including
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Restrictive Physical Interventions (RPI). RPI (historically known as Control and
Restraint) in mental health is delivered specifically to their own staff. There are
Estates maintenance people who, without formal authority, act as security with
limited formal training, this poses a risk to patients and BCUHB as a body corporate.

10.2 Findings

Following the preliminary security review, in August 2019 an appropriate action plan
has been compiled to address the areas of concern identified in order to ensure a
more comprehensive security function across the organisation and establish a robust
and compliant security management process. This includes the development of
policies, protocols, procedures, guidelines and instructions to ensure the security
function can be appropriately established and therefore further improved.

This has included significant work on the security management plan, particularly in
the development of draft security policy, which was previously not present within the
Health Board. This policy has now been drafted and disseminated for comment. Al
comments are being collated and the Policy will be completed by March 2020.
Furthermore, it has been identified that the Violence and Aggression Case Managers
role and responsibilities within BCUHB has evolved significantly with a more
prominent focus on security related matters. This was found to be more significant
since the departure of previous security related employees within the organisation
who have not been replaced. A revised V&A case worker job description has been
drafted to fit the role and its responsibilities of the post holder.

Other posts within the organisation identified as conducting ‘security related’ actions
and responsibilities within BCUHB were realised within the estates function. Initial
discussions with Director of Estates have provisionally identified those staff members
would be best re-deployed within a recognised security function falling under the
command and control of the Associate director of Health, Safety and Equality.
Further discussions will look to be held in early 2020 to establish an appropriate way
forward and a date for this action to be agreed and to be implemented.

Substantial work has been carried out to develop a draft Closed Circuit Television
Policy which, as with the Security Management Policy, has been disseminated to
appropriate key stakeholders for comment. This has proven to be an extensive and
difficult task particularly regarding recent changes to The Data Protection Act (DPA)
2018 and General Data Protection Regulations (GDPR) 2018. This was further
exacerbated due to not knowing the full extent of CCTV assets across the
organisation. Hardware, including cameras, hard drives and storage devices, were
not comprehensively recorded or registered. Whilst a piece of work by estates has
been conducted to realise this deficiency, there are still gaps of information that need
to be confirmed to completely establish what assets are being used in all service
areas to confirm their compliance with the aforementioned legislation.

There is a serious concern regarding the current practices and procedures for the
downloading and disclosure of images to third parties. Whilst protocols do exist, they
have proven to be inconsistent across the organisation and, in the main, non-
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compliant with statutory requirements. Local advice and direction has resulted in
limited establishment of appropriate registering and audit trails of images, this has
seen in some cases CCTV being used in disciplinary procedures. It is apparent that
further dialogue and a more collaborative approach to completing the CCTV
operating procedures will need to be undertaken with Information Governance to
ensure appropriate documentation is developed that meets requirements of GDPR
2018. Whilst producing the CCTV policy it was confirmed that those persons within
the organisation having access to CCTV systems had little or no training in the use
and management of CCTV systems. A provisional training needs analysis has been
conducted with a view to determining what training is required for compliance with
DPA / GDPR and identifying suitable providers and associated costs.

External security services remain with Samson Security providing that service.
Where the review identified the current service of limited hours across three acute
sites, it was further identified that Ysbyty Gwynedd fund additional hours from their
budget to meet what they perceive to be their additional needs outside the agreed
times. This is a local arrangement with Samson.

A subsequent updated security specification has been drafted to consider the
provision of 24/7 security service across the organisation. This has been distributed
to appropriate key stakeholders and will look to be discussed early 2020 as a
potential option. Meetings have taken place with Samson Security, however these
have been less frequent as initially agreed and has had limited engagement from
Hospital Management Teams. Recent developments and departure of Samson
Regional Manager have been a factor however, a new Regional Manager has been
appointed and meeting has been arranged for January 2020.

Meetings have been conducted with Samson at Executive and Associate Director
level to discuss the contract, the management of and financial aspects particularly
relating to Ad Hoc requests for additional security provision. This identified an issue
with invoices and as a result further engagement will be conducted with shared
services/procurement to fully realise the financial elements and account
management of the contract. It is apparent the splitting of Estates/Assets and
Patient, Staff and Visitors (PSV) is problematic as the priority should be focused on
violence against staff and this will be addressed early 2020.

Key issues to note as part of security review requiring further work include:
e Establish full asset register of CCTV hardware including;
Cameras (types/standard/resolution)
Monitors (Positioning and location/registered and authorised viewers)
Hard drives/recording devices (Compliant with DPA / GDPR)
Training standards (SIA or other organisation accredited)
Register of third parties with access to systems and authority to
record/download
e Agreement of security specification for organisations needs
e Transfer of estates staff with security responsibilities to H&S function
e Development of appropriate security related risk assessments
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e Appropriately staffed security service in BCUHB
e Provision of an appropriate contract for external support 24/7 in high risk
areas of BCUHB

10.3. Security Summary

Currently BCUHB have established that the existing security provision by external
provider is inadequate highlighted by the lack of physical resource at each acute
hospital and the level of numbers of incidents recorded. A sole security guard for the
support of patients, staff and visitors over a limited period does not address nor
facilitate the needs of the acute hospital nor does it afford support in the event of
having to de-escalate a situation or in the restraint of an offender, be they patient,
staff or visitor. The role of the V&A Case Manager has evolved extensively over the
years with a much greater demand for support and resource both from a security
perspective as well as support to staff post incidents of violence and aggression.
There have been extensive changes to the Data Protection Act and General Data
Protection Regulations it has become apparent that the use and management of
CCTV within BCUHB is of serious concern including the level of competence and
training of staff CCTV responsibilities.

11. Violence and Aggression

The numbers and volume of V&A and Security related issues is increasing along
with hate crime and violence, both verbal and physical assault is a serious area for
concern and continues to increase across the health board. Whilst there is a clear
commitment to promote security, married with desire of staff to have support,
direction and guidance there is limited capacity to deliver this service. The legislative
framework and an increased focus on security through the all Wales, regional and
partnership working has increased demand in key areas such as:-

Evidence identified through the security gap analysis

Security Policy requiring implementation

Increased public interest, scrutiny and challenge

Sickness absence rates relating to stress anxiety and depression at 29.9%
which may relate in some cases to V&A

e Moral and ethical duty to protect the workforce from violence.

e Legislation increasing through the obligatory response to crime.

Examples of incidents include Cemlyn Ward, Cefni Hospital which remains the
highest reporting area within BCUHB with 54 incidents in Q3 however this quarter
has seen a reduction of 8 incidents from the 62 that were reported in Q2. Following
discussions with Matrons of Cefni, Bryn Hesketh & Gwanwyn, it was decided that
contact be made with the Consultant Nurse (dementia care specialist) to visit each
unit to assess acuity using NPI (Neuropsychiatric Inventory Questionnaire) and
Dementia Rating Scale. This is to provide a clearer picture of the client group on
each unit and then review the DATIX / Safeguarding reports, use of Bank staff,
supervision/PADR compliance. The V&A Case Manager has, in partnership with the
North Wales Police Demand Reduction Inspector, seconded to BCUHB, attended
North Wales Police HQ and delivered 4 training and awareness sessions of
Obligatory Responses to Violence in Healthcare (ORV) to the following;
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Role Police Officers | Sgt PCSO | Others (police staff)
Numbers | 39 (1 3 8 13
detective)

The sessions have focussed upon greater partnership working in respect to NHS
staff workplace assaults/abuse and the ORV agreement. Feedback from North
Wales Police has thus far been positive and has led to better and more structured
communication/contact with investigating officers who respond to staff workplace
assaults and the V&A Case Manager. Subsequently, an officer within the central
area has now been tasked with developing a “Preventative Policing Plan” to better
inform police officers regarding aspects of the Obligatory Responses to Violence in
Healthcare (ORV). Additional training sessions are scheduled for 2020.

Regrettably at this juncture, little progress has been made with Mental Health
Division following attendance at Mental Health Policy Group in embedding the ORV
agreement. Of note, there has been one occasion where police have requested
information in accordance with ORV whereby mental health services were unable to
supply due to lack of knowledge leading to delay in assault investigation. The All
Wales Case Management meeting will be held in early January 2020 where each
Health Board will be expected to return to the NHS Anti-Violence Collaborative
regarding progress with implementation of ORV. It is worthy of note that BCUHB has
progressed further than other health boards in the NHS which is positive.

The data below describes “Incidents affecting the staff/Abusive, violent, disruptive or
self-harming behaviour” as listed on Datix.

V&A Incidents

18/19 Q1 457 19/20 Q1 523

18/19 Q2 544  19/20 Q2 553

18/19Q3 631 19/20Q3 529

18/19 Q4 548

V&A Incidents “police called”

18/19 Q1 37 19/20 Q1 32

18/19 Q2 46 19/20 Q2 46

18/19 Q3 31 19/20 Q3 31

18/19 Q4 50
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w20 | 19/20 | 19/20
Area/Division Q1 Q2 Q3
Division of Mental He@ith and Learning:™™ fear Board
Disabilities 259 | 257 287
Specialist Medicine (Secondary) 99 126 | 91
Primary and Community Services (Area) 80 67 60
Children and Young People (Area) 11 32 17
Surgery (Secondary) 29 31 29
Therapies (Area) 10 8 12
North Wales Community Dental Service 6
(Area) 3 7
Radiology (Secondary) 3 6 S
Women's and Maternal Care (Secondary) 4 5 4
Anaesthetics, Critical Care and Pain 9
Management (Secondary) 1 4
Estates and Facilities (PandP) 6 3 3
Primary Care (Area) 5 3 2
Office of the Nurse Director (Corporate) 0 2 0
Cancer Services (Secondary) 2 1 2
Therapies and Health Science (Corporate) 0 1 0
Strategy (PandP) 8 0 0
Finance (Corporate) 1 0 1
Pathology (Secondary) 1 0 1
Pharmacy and Medicines Management (Area) | 1 0 0
Public Health (Corporate) 1 0 0
Workforce and Organisational Development 0
(Corporate) 1 0

Incidents by Incident date (Financial quarter) and Region
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Incidents by Incident date (Financial quarter) and
Which equality characteristic is the incident linked
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V&A Management of Cases.

Case Region | Division Investigation | Notes: Information on current status
Status.
Assault West Mental No Further | As result of this case, the V&A Case Manager and
(DB1) Health | Action due | local district police inspector have arranged
to patient’'s | sessions with all officers to discuss the Obligatory
mental Responses to Violence process.
health Completed 18 PC’s & 2 Sgt’s have been supplied
condition. with required information session.
Assault West Mental No Further | As above and in addition taken to Mental Health
(DB2) Health | Action due | policy group.
to patient's | Completed 18 PC’s & 2 Sgt’s have been supplied
mental with required information session. No progress with
health mental health division.
condition.
Assault West Mental | On-going Awaiting police update.
(DB3) Health investigation | Police unable to locate suspect-address supplied by
BCUHB-Suspect thought to be in Devon area.
Assault East Mental | On-going Police are attempting to locate the alleged offender.
(DB4) Health investigation | Police continue to search for suspect.
Assault East Mental | On-going After delay consultant agreed to supply information
(DB5) health investigation | to police. Awaiting police response.
Police arranging interview with suspect-awaiting
police update.
Threats East Mental | On-going Victim has arranged to provide statement to police
to Kill health investigation | but failed to provide. Medical workforce informed for
(DB6) support.
Police report difficulties with obtaining victim
statement-Victim does not wish to engage with case
management service. Awaiting police update.
Assault East Mental | On-going Despite several attempt to contact the staff victim
(DB7) Health investigation | directly and via his line management there has been

no contact.
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No contact from victim- victim has given statement
to police progressing —awaiting update.

Threats
(DB8)

East

Mental
Health

Investigatio
n complete.
Patient
charged.
Court date
Dec 2019

No contact from ward or victim until staff victim
received court attendance letter.

Case manager to attend Court with staff member.
Court Date 20&21 Dec. Case set for retrial due to
Jury not being able to agree result. De-briefing
planned to explore how ward can engaged in ORV
process at earlier time and to support staff attending
court prior to date as it transpired six staff attended
court and some were clearly unprepared to give
evidence. Consultant attended court-had ORV
process been followed there would have not been a
need for consultant’s attendance. Meeting
arrangements to be made with Mental health
medical director to explore solutions.

Threats
(DB9)

Central

Mental
health

On-going
investigation

No contact from ward until 2 months after event -
Obligatory response to Violence process not
followed. Currently awaiting response from
consultant to supply police with information to
progress investigation.

Consultant responds following 3 months delay-
information supplied to police awaiting police
update.

Damage
(DB10)

Central

Mental
Health

On-going
investigation

No contact from ward until month after event-
unfortunately in that time the relationship between
ward and police has deteriorated. Although criminal
damage, V&A case management has agreed to
assist in very challenging circumstances.

Awaiting response from consultant (on Leave)

Racial
abuse
(DB11)

Central

Mental
Health

Closed

No contact from ward until one month after event.
Written statement supplied to police Obligatory
Responses to Violence process not followed. Due to
staff, member shift pattern and V&A case manager
non-availability. Meeting staff not possible until late
October.

Following some good partnership working and
excellent assistance from mental health, ward police
were able to interview patient. No further action to
be taken due to no third party witness. Staff victim
understandably disappointed but pleased that robust
investigation conducted and support which led to
speedier conclusion.
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Indecenc | West Commu | Closed Member of public thought to be engaging in lewd act
y nity near window of own property overlooking Health
DB (12) Nursing premises. Police investigate-no further action due to
West lack of evidence-staff not fully sure what was seen.
Support given to victim and alternative solutions
imposed to reflect lone worker entry to building.
Incidents reported to V&A Case Manager Q3
Assault Central | CMHS | Closed No further action due to patient age, mental health,
(DB13) no injury sustained.
Staff pleased full police investigation was
conducted. De brief with ward conducted.
Damage | East Mental | On-going Police awaiting ward manager to supply statement
(DB14) health | investigation
Assault West ED On-going Patient assaulted police officer in clinical area. No
(DB15) investigation | BCUHB staff victims- potential witnesses.
Public West ED On-going Male patient charged with a racially aggravated
order investigation | Public Order offence and committed to Crown Court
(DB16) for sentencing.
Assault West ED Closed 8 weeks prison term. Fast tracked due to patient
(DB17) having no fixed abode.
Assault Central | ED On-going Police statement taken from victim.
(DB18) investigation | Awaiting statement to be taken by BCUHB witness
Assault Central | Mental | On-going Ward failed to make contact with Case manager
(DB19) health | investigation | until 5 weeks after incident. ORV process not
followed. Delays in investigation process.
Administe | Central | Mental | On-going Ward take 2 days to inform Case manager. ORV
r noxious health | investigation | process not followed. Delays in investigation
substanc process. Evidence lost due to ward staff &
es management not being aware of ORV.
DB(20) Suspect interviewed by police & on bail. Awaiting
forensic examinations.
Assault West Mental | On-going ORYV process not followed. Police contact case
DB (21) health | investigation | manager rather than ward to request information as
direct result of information session following lesson
learnt (DB1 &DB2).Relevant information now
supplied to police-awaiting police update.
Public Central | ED On-going ORV process not followed. Police contact case
Order investigation | manager rather than ward. Incident yet to be
DB(22) reported on Datix. Case manager able to trace staff
involved and statement now supplied to police.
Assault West Mental | Closed Ward manager reported incident to police despite
DB(23) health staff member not wishing to pursue formal complaint
of assault, as she believed patient was unwell and
“assault” was result of accident. Advice supplied to
ward manger.
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Assault West Mental | On-going Case Manager to meet staff victim.
DB(24) Health | investigation | ORV process followed
DB (25) West Mental | On-going ORYV process not followed-Case Manager inform 4
health | investigation | weeks after event. Case Manager to meet staff
victims.
DB(26) West Mental | On-going Case Manager to meet staff victim.
Health | investigation | ORV process followed
DB(27) West Mental | On-going Case Manager to meet staff victim.
Health | investigation | ORV process followed

12. North Wales Police Demand Reduction Inspector

Since the North Wales Police Demand Reduction Inspectors initial report for Q2 a
meeting has been conducted with the Executive Director Workforce and
Organisational Development and Associate Director of Health, Safety and Equality
where it was agreed Demand Reduction Inspector would work to Head of Health and
Safety. The Head of H&S will develop further the V&A Case Manager and the Police
Demand Reduction Inspector roles and defined responsibilities to better establish
operational efficiencies.

The below statistics illustrate the demand placed on North Wales Police as a result
of calls from the three District General Hospitals within the Betsi Cadwaladr

University Health Board.

As can be seen from Figure 1: the cumulative Q3 figures for calls from the three
district Hospitals to North Wales Police is 157 with Wrexham Maelor being the
biggest demand contributor to North Wales Police.
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Figure 1:
Hospital Incidents
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Figure 2: Represents the types of calls that Police are responding to at the three
DGH’s. The most significant concerns are regarding safety. These types of events
generally relate to patients leaving hospital premises without letting people know or
requests from Hospital Authorities asking for welfare checks to be conducted on
patients because they again have absconded with cannulas still in situ.

Figure 2
Top 10 Incident Types
Wrexha Yglliaﬂ! gsh Initial Sub Type Initial Type | Event Count
m n
e CONTACT_RECORD  ADMIN
CONCERN_SAFETY PaW 77
50 9 41  MISPER_MED_RISK PaW 27
BN = » o cowoueur owe | 2
sum: 1 157 107 118 =
um SUS_CIRCS PSW 21
MESSAGE DELIVERY  ADMIN 15
ASB_NUIS_LOW ASE 12
RTC TRANSPOR] 12
PUBLIC_ORD _CRIME  CRIME 11
Sum: 299

As in the previous quarter a review of BCUHB calls to the Police has identified that
there stilll remains occassions when inappropriate calls are made to the Police
requesting assistance with various clinically based patient incidents. Appropriate
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discussion with line managers and members of staff have been carried out to
discuss the issues reported and provide advice on lessons learnt. The
aformentioned discussions have also been recipricated from a Police perspective
where issues have arisen due to Police actions relating to visits by North Wales
Police officers to BCUHB premises .

During Q3 the following activities have been conducted,;

e In conjunction with the BCUHB V&A Case Manager, reviewed and advised on
on-going Criminal investigations where Health Board staff have been the
Victims of Crime.

e Together with the BCUHB V&A Case Manager, delivered Obligatory
Response to Violence training to North Wales Police Offciers and support
staff including Mental Health Clinicians who are to be based in the Police
Control room.

e Worked with BCUHB Safeguarding Team and partners to develop and
implement a patient on patient protocol on behalf of the North Wales
safeguaridng board .

e Obtained a Community Protection Notice in relation to a frequent attender at
two acute sites in North Wales.

e Security audits and provided relevant advice following requests from
business areas and datix submissions from staff .

13. Gap Analysis

The action plan (Appendix i) is now being implemented with significant amount of
work being undertaken by a number of key players including Estates/Facilities,
Occupational Health, Radiation, EBMA, Manual Handling Team, H&S, V&A Case
Manager and Trade Union Partners to build the safety management system. This
includes the development of policies, protocols, audit systems and process to ensure
that the H&S Culture is further improved. This has included significant work on the
Control of Contractors (CofC), with a draft procedure presented to the Senior Estates
Officers at a recent group meeting. It was identified that at least three full time
equivalent posts may be needed to administer the system. Software programmes
are available, some used by other NHS trusts, that provide cloud based document
control, induction information, site specific information and booking in controls and
following one recent demonstration, if introduced, will provide a level of assurance to
the board that any 