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Bundle Quality, Safety & Experience Committee 3 November 2020

10.00am Via Webex Conferencing

Public Session

Note - Pre Meeting of Independent Members to take place at 09:30
OPENING BUSINESS AND EFFECTIVE GOVERNANCE

10:00 - QS20/186 Chair's Opening Remarks

10:01 - QS20/187 Declarations of Interest

10:02 - QS20/188 Apologies for Absence

Arpan Guha (Kate Clark deputising)

10:03 - QS20/189 Minutes of Previous Meeting Held in Public on 28th August 2020 for Accuracy, Matters
Arising and Review of Summary Action Log

QS20.189a Minutes 28.8.20 Public v0.03.docx
QS20.189b Summary Action Log QSE Public.docx

Members' Briefing Notes

3.9.20 Deprivation of Liberty Safeguards
9.9.20 Follow up backlog

1.10.20 Thrombosis

12.10.20 Data reporting

10:13 - QS20/190 Patient Story - Matt Joyes
QS20.190 Patient Story.docx

FOR DISCUSSION
Performance Reports
10:18 - QS20/191 Quarter 2 Plan Monitoring Report - Mark Wilkinson

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

QS20.191a Q2PMR template.docx
QS20.191b Q2PMR September 2020 FINAL.pdf

10:28 - QS20/192 Quality & Performance Report - Mark Wilkinson

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

QS20.192a QPR template.docx
QS20.192b QPR September 2020 FINAL at 27.10.20.pdf

10:43 - QS20/193 Essential Services and Restart Update : Gavin MacDonald

Recommendation:
The Committee are asked to note the content of this paper and the progress being made.The Committee are
asked to note the content of this paper and the progress being made.

QS20.193 Essential Services.docx

Infection Prevention & Control Reports : Debra Hickman
10:58 - QS20/194 Infection Prevention (IP) Report Quarter 2 (July - September 2020/21) : Debra Hickman

Recommendation:
The Committee is asked to take assurance from the Infection Prevention report.

QS20.194a IPC Q2 report.docx
QS20.194b IPC Q2 report_Appendix 1.pptx

11:08 - QS20/195 Hospital Acquired Infection

Paper 195.1 COVID-19 Review
Recommendation:
The Committee is asked to receive the paper

Paper 195.2 COVID-19 Delivery Group - Proposed workstreams
Recommendation:
The Committee is asked to note the report.

QS20.195.1a HAI Review Report.docx
QS20.195.1b HAI review_appendices.docx
QS20.195.2a IPC Delivery Group.docx




24.1
2.5

2.6

2.7

2.8

29

2.10

2.11

2.12

2.13
2.14

QS20.195.2b IPDC Delivery Work programme_Appendix 1.xIsx

11:23 - Comfort Break
11:33 - QS20/196 Patient Safety Q2 Report : Matt Joyes

Recommendation:

The Quality, Safety and Experience Committee is asked to:

1\. Note the report\.

2\. Note the focus on improving learning\, reducing incidents resulting in avoidable harm and the evolving
improvement of assurance in this area recognising significant work remains\.

3\. Receive this report and provide feedback on its evolving content and layout\.

QS20.196 Quarter 2 Patient Safety Report.docx

11:43 - QS20/197 Serious Incident Report August to September 2020 : Matt Joyes

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

QS20.197 Sl Report.docx

11:53 - QS20/198 Patient & Carer Experience Report — Q2 2020/21 : Matt Joyes

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

QS20.198 Quarter 2 Patient Carer Experience Report.docx

12:03 - QS20/199 Clinical Audit Update : Kate Clark

Recommendation:
The Committee is asked to adopt the interim clinical audit plan 2020/21 as the approved plan.

QS20.199a Clinical Audit Plan 2020-2021.docx
QS20.199b Clinical Audit Plan 2020-21_Appendix 1.xIsx

12:13 - QS20/200 Mortality Review Q2 - Kate Clark

Recommendation:

The Committee is asked to discuss the newly developed quarterly mortality report to determine if this
provides an acceptable level of assurance around learning from deaths within BCUHB acute & community
inpatient services and the Mental Health & Learning Disabilities (MH/LD) Division, recognising that a process
for learning from deaths in primary care requires development.

QS20.200a Mortality Review Q2.docx
QS20.200b Mortality Review Q2 slides.pptx

12:23 - QS20/201 Vascular Services Update : Kate Clark

Recommendation:
The Committee is asked to note the progress made by the Vascular Task and Finish Group

QS20.201a Vascular Update November 2020 v1.0.docx
QS20.201b Vascular TF Group Action Tracker v0.9 without attachments.xlIsx

12:33 - QS20/202 Holden Report Update : Matt Joyes

Recommendation:
The Quality, Safety and Experience Committee is asked to note this report.

QS20.202 Holden Report.docx

12:43 - QS20/203 Mental Health & Learning Disabilities Division Exception Report: Teresa Owen

Recommendation:

The Committee is asked to:-

1\. Note the content of the report which has been re\-structured around the Division’s four priorities of:
» Review of capacity and capability

« Delivery of safe and effective in partnership

* Stronger and aligned management and governance

» Engagement with staff, service users and stakeholders

2\. Provide feedback on the report structure and any recommendations for future reporting\.

QS20.203 MHLDS 23.10.2020 FINAL TAO.doc

12:58 - Lunch break

13:18 - QS20/204 Quality Governance Review (Updated Terms of Reference of the 4 Groups reporting into
QSE) : Matt Joyes

Recommendation:
The Committee is asked to approve the terms of reference as presented.

QS20.204a TORs Paper.docx

QS20.204b TORs Appendix A SOHSG.docx

QS20.204c TORs Appendix B Patient Safety Quality Group.docx
QS20.204d TORs Appendix C Patient Carer Experience Group.docx
QS20.204e TORs Appendix D Clinical Effectiveness Group.docx
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13:28 - QS20/205 Update report on the investigation of concerns regarding Speech and Language Therapy
services in the West Area - Adrian Thomas

Recommendation:
The Committee is asked to note the internal investigation that has taken place and its findings.

Ffion Johnstone to attend
QS20.205a SLT West v1.0.docx

QS20.205b SLT Appendix 1 Recommendations.pdf

QS20.205¢ SLT Appendix 2 Summary Action Plan updated 20.10.20.pdf
QS20.205d SLT Appendix 3 SLT West concerns.pdf

QS20.205e SLT Appendix 4 Steering group Terms of Reference.pdf

13:43 - QS20/206 Healthcare Inspectorate Wales Reports - Matt Joyes

Recommendation:

The Committee are asked to note the following reports:

1. Healthcare Inspectorate Wales Tier 1 Quality Check (Planned), of Ward 11, Ysbyty Glan Clwyd on 26
August 2020

2. Healthcare Inspectorate Wales Tier 1 Quality Check (Planned), of Moelwyn Ward, Ysbyty Gwynedd on 28
August 2020

3. Healthcare Inspectorate Wales Tier 1 Quality Check (Planned), of Bonney Cohort Ward, Wrexham Maelor
on 3 September 2020

4. HIW Inspection (Unannounced), Heddfan Psychiatric Unit, Wrexham Maelor Hospital on 7 to 9 July 2020

QS20.206 HIW reports.docx
13:53 - FOR CONSENT
QS20/207 Clinical Audit Policy and Procedure (Amended) - Melanie Maxwell
Recommendation:

The Committee is asked to approve the amendments as noted within the attached policy
QS20.207a Clinical Audit Policy_report template.docx
QS20.207b Clinical Audit Policy MD22_Appendix 1.docx
QS20.207c Clinical Audit Policy-DRAFT-BCU EqIA Procedure _Appendix 2.doc

QS20/208 Nurse Staffing Levels (Wales): Adult Acute Medical And Surgical Inpatient wards : Debra Hickman

Recommendation:

The Committee is asked to note the compliance with the prescribed requirements of the Nurse Staffing
Levels (Wales) Act 2016 bi annual calculations for medical and surgical wards which meet 25B requirements
and support the report.

QS20.208a Nurse Staffing Levels - October 2020 final.docx
QS20.208b Appendix 1 - CNO Letter with guidance regarding the repurposed COVID-19 wards.pdf

QS20.208c Appendix 2 - Letter from CNO - Covid19 disruption to Nurse Staffing Levels (Wales) Act
2016.pdf

QS20.208d Appendix 3 - Letter Supporting Nurses and Midwives across the UK and Nursing
Associates.pdf

QS20.208e Appendix 4 - Acuity Data.docx
QS20.208f Appendix 5 - Annual Presentation of the Nurse Staffing Levels.docx

QS20.208g Appendix 5.1a Summary of nurse staffing level YWM.docx
QS20.208h Appendix 5.1b Summary of nurse staffing levels YGC.docx
QS20.208i Appendix 5.1c Summary of nurse staffing levels YG.docx

QS20/209 Quality Awards : Matt Joyes

Recommendation:
The Committee is asked to note this report.

QS20.209 Awards Paper.docx

QS20/210 Health & Safety Q2 Update : Sue Green

Recommendation:

The Committee is asked to note the position outlined in the Quarter 2 Report and support the actions being
taken to delivery against the recommendations agreed by the Strategic Occupational Health and Safety
Group

QS20.210a Health and Safety.docx
QS20.210b H&S Appendix 1 V&A.pdf
QS20/211 Prison Health Update - HMP Berwyn Annual Report : Chris Stockport
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Recommendation:

The Committee are asked to receive the report for information, noting the ongoing particular areas for
attention in the following areas:

1. High level of planned appointments not attended which was highlighted by the Independent Monitoring
Board (IMB) report in their annual report which was published in September 2020 — Page 5

2. Increasing waiting list / access to routine dental services at HMP Berwyn — Page 6

3. Upcoming Her Majesty’s Inspectorate of Prisons (HMIP) Scrutiny Visit planned for November 2020 — Page
9

4. HMP Berwyn Risk Register — Page 13
5. The Health & Wellbeing Service COVID delivery plan, staged approach in line with Her Majesty’s Prison &
Probation Service (HMPPS) model — Page 14

QS20.211a Prison Health.docx
QS20.211b HMP Berwyn Annual Report 2020.docx

QS20/212 Patient Safety & Quality Group Chair's Report from 9.10.20 : Debra Hickman
QS20.212 PSQ Chair Report.docx

QS20/213 Clinical Effectiveness Group Chair's Report from 15.10.20 - Melanie Maxwell
QS20.213 CEG Report.docx

QS20/214 Audit Committee Update

Recommendation from Audit Committee that QSE Committee be informed that:

1\. In response to the Covid\-19 pandemic)\, this work will take the form of an overview of the whole system
governance arrangements for Test\, Track and Protect\, and of the Local Covid\-19 Prevention and
Response Plans for each part of Wales\.

2\. The field work for this review is underway\.

3\. Work to complete the Review of Unscheduled Care has been postponed and replaced with work on TTP\.

QS20.214 Audit Committee update.pdf

14:03 - FOR INFORMATION
QS20/215 Issues Discussed in Previous Private Session
QS20.215 Issues discussed in previous private session.docx

QS20/216 Internal Audit Report Decontamination
Copy of report from Audit Committee 17.9.20 for information of QSE members
QS20.216 Final Internal Audit Report Decontamination.pdf

QS20/217 Documents Circulated to Members

27.8.20 Patient Safety Q1 Report

27.8.20 Patient Experience Report

30.9.20 Q2 annual plan monitoring report
20.10.20 Quality Safety Group September notes

QS20/218 Issues of Significance to inform the Chair’'s Assurance Report
QS20/219 Date of Next Meeting

5th January 2021

QS20/220 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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Present:

Lucy Reid
Jackie Hughes
Cheryl Carlisle
Lyn Meadows

In Attendance:
Clare Darlington
Kate Dunn
David Fearnley
Jo Garzoni

Sue Green
Arpan Guha

Gill Harris
Matthew Joyes

Andrew Kent
Melanie Maxwell
Teresa Owen
Michael Rees
Mike Smith
Adrian Thomas

Marian Wyn Jones

Q G]G Bwrdd lechyd Prifysgol

0&"‘0 Betsi Cadwaladr
' N H S University Health Board

Quality, Safety and Experience (QSE) Committee

Minutes of the Meeting Held in public on 28.8.20 via Webex

Independent Member (Chair)
Independent Member
Independent Member
Independent Member

Assistant Director Primary Care and Community Services

Head of Corporate Affairs (for minutes)

Executive Medical Director

Vascular Network Manager (part meeting)

Executive Director of Workforce and Organisational Development (OD)

Deputy Medical Director

Executive Director of Nursing and Midwifery / Deputy Chief Executive

Acting Associate Director of Quality Assurance / Assistant Director of Patient
Safety and Experience

Head of Planned Care Improvement (part meeting)

Senior Associate Medical Director/Improvement Cymru Clinical Lead (part meeting)
Executive Director of Public Health

Vice Chair, Healthcare Professionals Forum (HPF) (part meeting)

Interim Director of Nursing, Mental Health & Learning Disabilities (part meeting)
Executive Director of Therapies and Health Sciences

Board Adviser (part meeting)

Agenda Item Discussed

Action By

QS20/150 Chair's Opening Remarks

QS20/150.1 The Chair recorded her thanks that there had been a clear improvement
overall in the quality of committee papers. She noted there was a long agenda with
many items having been listed for information. She assured officers and authors that
the members had read all the papers but that in order to manage the meeting time that
she intended not to invite presentations of papers but to go straight to questions from

members.

QS20/151 Declarations of Interest

QS20/151.1 None declared.

QS20/152 Apologies for Absence

QS20/152.1 Recorded for Dave Harries, Gareth Evans, Jill Newman, Chris Stockport
and Andy Burgen.
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QS20/153 Minutes of Previous Meeting Held in Public on the 29th July 2020 for
Accuracy, Matters Arising and Review of Summary Action Log

QS20/153.1 The minutes were agreed as an accurate record pending an amendment
to QS20/136.2 to read “...reflected that deaths can be included in more than one
trigger group on stage 1 review as these groups were not mutually exclusive”

QS20/153.2 A matter arising was raised regarding the wearing of face masks by staff
on BCU premises and it was confirmed that a joint communication had gone out from
the Executive Director of Nursing and Midwifery and the Executive Director of
Workforce and OD to mandate this was for staff. The Chair thanked them on behalf of
members for progressing this.

QS20/153.5 It was noted that a briefing on eye care services had been circulated to
members. A member noted it referred to the use of charitable funds and felt that the
narrative indicated an assumption that funding had already been agreed whereas the
funds are currently overcommitted. Another member noted that the briefing paper
alluded to the procurement of equipment to increase productivity and felt that this
indicated a risk to be addressed. The Executive Director of Nursing and Midwifery
undertook to share the comments with the Director of Performance and to raise at the
primary care group that afternoon.

QS20/153.4 Updates were provided and recorded against the summary action log.

GH

QS20/154 Patient Stories

QS20/154.1 Members enquired whether the stories were shared back with wards and
staff to both share positive aspects and to help them improve. It was confirmed this
was the case and that the relevant management team was also required to
demonstrate how it cascaded the learning. A member asked that future reports to
Committee also summarise the learning. The Acting Associate Director of Quality
Assurance / Assistant Director of Patient Safety and Experience agreed that the
template could be amended to incorporate learning. Members also acknowledged that
basic or small interactions can have a huge difference on a patient care, and that
Covid-19 will have had a detrimental impact on much wider aspects of the patient
experience.

QS20/154.2 It was resolved that the Committee receive the patient stories which help
to understand the impact of COVID-19 on the care provided and that the template
would be reviewed to incorporate learning.

GH/MJ

QS20/155 Quality & Performance Report

QS20/155.1 A member requested that Covid-19 rates per 100,000 of population be
included rather than just by age group, and the Executive Director of Public Health
indicated that this data was available from the dashboard and she would work with the
performance team to include in future reports. A comment was made that dental care
was not specifically reported upon within the QPR. The Assistant Director of Primary

TO
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Care and Community Services confirmed there were concerns about a backlog
following the pandemic and this was being monitored by the primary care team in
liaison with General Dental Practitioners. A member referred to unscheduled care
performance in terms of patient safety, noting a related conversation had taken place at
the Finance and Performance (F&P) Committee. The Executive Director of Nursing
and Midwifery confirmed that the unscheduled care improvement group had been re-
established and advised that if escalation reached level 4, a joint area and site
investigation was undertaken to identify critical factors and whether any early warning
signs missed. She undertook to discuss with the Interim Director of Operations how
the learning from associated root cause analysis could be shared with the Committee.
It was requested that future reports include a brief narrative against graphs showing the
impact of Covid-19 on activity/waiting lists. This request would be shared with the
Director of Performance.

QS20/155.2 A discussion took place on Covid-19 testing and it was acknowledged that
whilst there was good access within communities and for staff, there was a need for
improvements in terms of communication and messaging. The Executive Director of
Public Health added that the Board was following national guidance for testing of
symptomatic individuals, and that asymptomatic testing was undertaken as
appropriate, for example upon the identification of clusters.

QS20/155.3 A member set out her concerns around capacity within phlebotomy
services and the Executive Director of Therapies and Health Sciences confirmed that
demand was increasing and there were some challenges in relation to accommodation
due to the requirement for social distancing. He reported that a recruitment
programme was underway and options were being investigated in terms of utilising the
Ysbyty Enfys and Deeside Hospitals for accommodation. The same member enquired
as to the timeframe for returning surgical cases from Alder Hey, and it was confirmed
that BCUHB access to Alder Hey was much reduced and assessed on a priority basis
as their surgical capacity was low for similar reasons to that of BCUHB.

QS20/155.4 In response to a question regarding supply of seasonal flu vaccinations,
the Executive Director of Public Health confirmed that additional orders had been made
and she had no concerns about supply at present. She acknowledged there was
potential for a more challenging flu season and that the ongoing trials of a Covid-19
vaccine were of high importance. She added that currently it was thought that if this
vaccine was developed it would need to be given separately to the seasonal flu
vaccine.

QS20/155.5 The Executive Director of Nursing and Midwifery noted she was conscious
of the risk to mental health services in terms of increase in demand following Covid-19
and that it would be important for the Committee to be sighted on any expected
increases in specific elements of this service eg Child Adolescent Mental Health
Services (CAMHS). The Chair requested that this be noted on the cycle of business.
The Executive Medical Director undertook to follow up and explain why no
improvement was reported for delayed transfers of care within mental health as stated
on page 14. The Board Adviser noted the marked improvement in performance against
the Mental Health Measure for adult services and suggested that learning be shared

GH

GH

KD
DF
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with CAMHS where performance was markedly poorer for assessments and
interventions. The Executive Medical Director confirmed that discussions of this nature
had taken place to maximise opportunities for learning, notwithstanding there were
different challenges across adult and CAMHS services.

QS20/155.6 The Acting Associate Director of Quality Assurance agreed to contact the
Director of Performance regarding the correlation of Never Event information as the
Chair noted a discrepancy in that the July report had stated that two Never Events had
been opened and not closed, however the latest report stated there remained only one
open event. The Chair also requested that the Committee receive clearer information
on learning outcomes arising from Never Events. She advised the Committee of recent
correspondence that had been circulated to the service by the Executive Director of
Nursing and Midwifery highlighting issues with compliance of the surgical checklist. The
Chair reported that she had raised the issue of reporting outstanding patient safety
notices within the QPR as this should have been noted as an exception and highlighted
to the Committee. This was being addressed by the Executive Director of Planning and
Performance. The Acting Associate Director of Quality Assurance agreed that he would
also consider the wider aspect of identifying learning.

QS20/155.7 It was resolved that the Quality, Safety & Experience Committee note the
report.

MJ

QS20/156 Covid-19 Pandemic Update

QS20/156.1 The Executive Director of Nursing and Midwifery delivered a presentation
which focused on the Wrexham outbreak. She confirmed that an outbreak was
declared on 20.7.20 and had been Executive-led since the 25.7.20 with daily outbreak
control meetings taking place. These had now been stepped down to three per week
with the full support of Public Health Wales and partners, however, the outbreak could
not be declared over until 28 days after the last positive case. It was also confirmed
that if a negative test had been returned but the patient continued to show symptoms of
Covid-19 they would remain isolated until a retest was undertaken. Members were
advised that themes from post infection reviews had been discussed and there were
helpful elements of thematic learning. The Executive Director of Nursing and Midwifery
noted that there had been some issues of poor compliance with the use of personal
protective equipment which had been addressed and a number of audits undertaken.

QS20/156.2 The Executive Director of Workforce and OD provided an update on staff
testing, confirming that a separate reconciliation of agency staff had been undertaken.
One contributory factor identified was around staff movement between and within shifts
and the decision had been taken that temporary or agency staff would not go on
adjacent shifts on a Covid-19 or non Covid-19 ward. It had also been agreed to
commence a rapid risk based testing programme for roving staff whose roles required
them to move from ward to ward and that 689 staff met this criteria. The Committee
were advised this was a precautionary measure but would help inform plans for further
outbreaks or resurgence of the virus.
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QS20/156.3 The Executive Director of Public Health outlined the epidemiology and
geneology work that was ongoing to understand the strains of the virus that were
circulating and patterns of transmission. She indicated that the metadata relating to the
Wrexham outbreak suggested it was a closed transmission within the hospital but that
epidemiology reports would be used over time to identify if wider actions were required.

QS20/156.4 The Executive Director of Nursing and Midwifery added that clinical teams
were also undertaking mortality reviews of patients who had died as result of the
outbreak and that they were complying with the principles of a Duty of Candour with
relatives. She concluded by confirming a key role for the outbreak control group would
be to take actions and learning from the outbreak and share these widely.

QS20/156.5 It was resolved that the Committee receive the update

QS20/157 Serious Incident Report June/July 2020

QS20/157.1 A member noted reference to mental health deaths within the community,
recognising that these require reporting even where the death is not necessarily
attributable the service but that with no further detail provided it was difficult to interpret
this. The Acting Associate Director of Quality Assurance confirmed these would have
been included within the category “unexpected deaths where the death is related to
healthcare service delivery/failures”. He assured members that mental health deaths
within a community setting continued to be reported and scrutinized although the small
numbers would make the identification of trends and clusters difficult.

QS20/157.2 The Executive Director of Workforce and OD assured the Committee that
in terms of the death of a member of staff from Ysbyty Glan Clwyd (YGC), colleagues
continued to work very closely with the Health and Safety Executive (HSE) and that
immediate learning had been implemented.

QS20/157.3 The Chair set out her continued concern that there was insufficient follow
through from incidents in terms of findings and closing the loop, notwithstanding the
reporting processes that the organisation was required to follow. She gave an example
of the three unexpected deaths within the mental health setting and that she so far
remained unassured that the review had determined if any of those deaths were
related to mental health issues. The Executive Director of Nursing and Midwifery
accepted the comment but felt that an improved level of corporate oversight to
incidents would be achieved as the newly appointed Interim Director of Nursing within
the Division was working with the Acting Associate Director of Quality Assurance on
reporting structures. The Chair welcomed this and asked that the Committee be
updated at the next meeting on this approach and associated timescales.

QS20/157.4 It was resolved that the Quality, Safety and Experience Committee note
the report.

MJ
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QS20/158 Make it Safe Process : Updated Rapid Review Process

QS20/158.1 A member enquired whether the team members on the panel of a ‘Make it
Safe’ review had the capability and credibility to make the required decisions. The
Acting Associate Director of Quality Assurance assured the Committee he had no
concerns at the level of seniority in this regard. He also would take on board a
suggestion that the proforma at Appendix 1 needed to clarify who was accountable for
signing off the review.

QS20/158.2 It was resolved that the QSE Committee note the report.

MJ

QS20/159 Quality Governance Structure Review

QS20/159.1 The Chair welcomed the paper and acknowledged the work that had gone
into the review aimed at strengthening the governance and reporting to QSE
Committee. A member queried the status of the Occupational Health and Safety Group
as a sub group of QSE Committee and the need for trade union input to any changes
to the group. The Executive Director of Workforce and OD acknowledged that a great
deal of work had gone into the paper but apologised that some elements of reporting
lines regarding health and safety had not been clarified and there was further work to
be done in terms of terminology and membership. It was agreed that trade unions
would be involved in any change to the terms of reference of this group. The Chair
reminded the Committee that the purpose of the paper today was to agree the proposal
for the four groups directly reporting into the Committee. The Executive Director of
Nursing and Midwifery and the Acting Director of Quality Assurance agreed that the
detail with regards to the structure underneath those, including mapping out their
functions and membership would be part of the next phase of work.

QS20/159.2 The Vice Chair of the HPF offered the support of the Advisory Group in
developing the sub-structure to the QSE Committee and noted there was a wealth of
expertise amongst the professional staff. The Executive Director of Therapy Services
queried where the Radiological Services Group would sit as there are statutory
reporting requirements for this group. It was confirmed that this would be followed up
as part of phase 2 of the discussions. The Chair asked if the clinical audit function
would be incorporated into the Clinical Effectiveness Group. The Deputy Medical
Director confirmed this would be the case. The Chair would wish to see primary and
community care representation more visible within the membership of the subgroups
as well. She asked whether a similar piece of work is going to be undertaken for the
other committees to look at their reporting structures and that the overall structure
would be reported to the Audit Committee and Board. The Executive Director of
Nursing and Midwifery confirmed that this is planned and that the quality governance
structure was the first piece of work of a wider plan.

QS20/159.3 The Chair clarified some of the recommendations for the paper as the
wording was unclear for some of them. She advised for example that the Committee

GH MJ
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would not be in a position to approve the terms of reference for the four subgroups at
this point in time because more work was required. The Acting Director of Quality
Assurance agreed and suggested that the Committee should be asked to approve the
principle of some of the papers.

QS20/159.4 The Chair then reviewed each recommendation in turn, seeking members’
agreement to any adjustments as follows:-

1. The Committee supported the formal creation of four permanent groups reporting
into the Committee, namely the Patient Safety and Quality Group, Clinical
Effectiveness Group, Patient and Carer Experience Group and Strategic Occupational
Health and Safety Group (SOHSG) noting that the accountability of the SOHSG would
be clarified.

2. The Committee approved the requirement that any changes to the structure must
have approval of either the parent Committee for changes to its reporting groups, or the
new groups for the sub-structure. This did not prevent specific task and finish groups
being established for clear, discrete purposes.

3. The Committee supported the principle of a standard terms of reference to be used
for all subgroups which must be agreed by the parent committee/group and
acknowledged further work was required on the draft terms of references provided.

4. The Committee approved the principle of standard templates for use across the
quality governance structure, with the relevant Chairs to agree the detailed content and
guidance for completion.

5. The Committee approved the use of a Chair's Report template instead of an Issues
of Significance Report.

6. The Committee noted the draft cycles of business for the four sub groups which will
be further refined by each group.

7. The Committee supported and approved the commencement of phase 2 of this work
looking at the sub-structure beneath these four groups including divisional quality
governance structures (this specifically includes the instruction that the term Committee
is not to be used outside of a Board Committee).

QS20/160 Quality Safety Group (QSG) Assurance Reports July and August 2020

QS20/160.1 A comment was made that there was a lack of correlation between the
summary of matters discussed and the key advice being highlighted to the Committee,
and that some of the terminology and phrasing was not helpful in a document in the
public domain. The Executive Director of Nursing and Midwifery would take this on
board.

QS20/160.2 The Chair noted that the July report indicated that an update on actions
relating to therapies waiting lists would be submitted to the next meeting, however, this
was not reflected in the August report. The Executive Director of Nursing and
Midwifery confirmed that QSG had received the action plan but not updates against the
closed actions. In terms of harms the assessment had been completed but lessons
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learnt not yet described and there was therefore a more significant piece of work yet to
be undertaken within the performance team.

QS20/161 Mental Health & Learning Disabilities Division Update Report
[Mike Smith joined the meeting]

QS20/161.1 A member welcomed the balanced and refreshed approach evident within
the paper and noted the importance of working closely with workforce colleagues as
recruitment to key vacancies would be important to address the concerns across the
Division. She enquired as to how communications would be moved forward within the
Division and with partners. The Interim Director of Nursing thanked the Committee for
the opportunity to share his personal opinion via the exception report and noted that he
was confident it was a reliable summary of the current situation. In terms of
communication he had specifically highlighted that this aspect, together with wider
consultation and engagement, needed urgent attention to remedy the situation and
ensure internal and external processes were more robust. He acknowledged that this
would also apply to communications with partners in health and social care.

QS20/161.2 In response to a question around confidence in patient safety across the
Division the Interim Director of Nursing reported that he had undertaken many site
visits and meetings with teams within the Division and he had consistently seen good
quality patient care, with nothing having alarmed him that patients were at risk. He
added that his intention was to be visible around the Division and to be approachable
for teams and individuals. The Assistant Director Primary Care and Community
Services offered her assistance in enabling contact with primary care colleagues either
via the established clusters or other existing groups.

QS20/161.3 A question was asked around sustainability of improvements. The Interim
Director of Nursing confirmed that his engagement with the Division was for 6 months
and that whilst he would not be able to change everything within that timeframe, he
could change the experience for people and the basis of mental health services
provision through the Together for Mental Health Strategy for Wales.

QS20/161.4 The Chair welcomed the honest and open paper and acknowledged the
amount of effort being made in the background with a number of regular meetings
taking place to address the concerns for the Division. In this regard she accepted there
was still a great deal of work to be done but that plans were being agreed.

QS20/161.5 The Chair reminded members that the psychological therapies review had
been paused during Covid-19 but this would need to be picked back up and the
organisation would need to prepare for an increased demand post-pandemic. The Vice
Chair of the HPF took the opportunity to provide some positive feedback about the
important roles that clinical psychologists had played with the Staff Well Being and
Support Service during the Covid-19 outbreak. The Interim Director of Nursing added
that there was an international workshop the following week around developing a
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world-wide response to the post Covid-19 situation within mental health. He alluded to
predictions of a possible 20% increase in primary care morbidity and up to a 40%
increase in psychosis cases. The Chair asked that an update on these matters be MS DF

included within the next paper from the Division to the Committee. The Executive
Medical Director added that maintaining and improving relationships would be key in
managing the changes ahead, and that aligning an approach regionally would be
helpful.

QS20/161.6 It was resolved that the Committee note the report.

QS20/162 Holden Report Update

QS20/162.1 The Executive Director of Nursing and Midwifery reminded the Committee
that there was a significant amount of interest in this report and that work was ongoing
to go back through the original recommendations to pull out lessons learned and to
identify any gaps in implementation. She assured members that this work was being
triangulated with that relating to the HASCAS and Ockenden recommendations. The
Chair stated that this work was an important piece of assurance for the Health Board
and stakeholders.

QS20/162.2 It was resolved that the QSE Committee note the report.

QS20/163 Improvement Group (HASCAS & Ockenden) Chair's Assurance Report

QS20/163.1 A member expressed concern at the statement that “the CHC advised that
they do not support sign off at this stage”. The Executive Director of Nursing and
Midwifery indicated that the Community Health Council (CHC) wished to consider the
matter further with their members and that a stakeholder meeting was being arranged,
with the Interim Director of Nursing (Mental Health and Learning Disabilities Division)
being part of those discussions. She felt that the position reflected that there remained
further work to do with stakeholders, however, there were many examples of great
engagement. The Chair enquired whether it was still intended that an internal audit
review be undertaken to provide an independent opinion of implementation of the
recommendations, and it was confirmed that this was the case but not in the immediate
future.

QS20/163.2 It was resolved that the Committee note the progress against the
recommendations to date.

[Mike Smith left the meeting]

QS20/164 Quality Governance Self-Assessment Action Plan

QS20/164.1 The Chair noted that understandably many of the actions did not meet the
stated timescales and she felt that this project needed to report into the Audit
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Committee as part of the quality governance review. In response to a question
regarding the deadline for the clinical audit plan, the Senior Associate Medical
Director/Improvement Cymru Clinical Lead confirmed that confirmation from Welsh
Government was still awaited relating to the mandated audits but the intention was to MM

share the plan with the Committee in October. She also confirmed that although some
of the work around pathways had a deadline of March 2021, some aspects of the work
could proceed sooner.

QS20/164.2 It was resolved that the QSE Committee:

1. Approve the draft version of the Quality Governance Self-Assessment Action Plan
2. Confirm that update reports will be required at each future meeting until such times
as the actions are complete and the Committee assured

QS20/165 Mortality Review Update

QS20/165.1 A presentation was delivered by the Deputy Medical Director and the
Senior Associate Medical Director/Improvement Cymru Clinical Lead. It was
acknowledged there was a need to refine the reporting of mortality to the QSE
Committee and that the emphasis should be on learning. A process chart from the
time of confirmation of death was shared and it was highlighted that a key aspect of the
review stage remained the mortality/morbidity meetings. With regards to the learning
stage it was stated that the role of the QSG would need refining in terms of analysing
and identifying contributory streams to mortality. Members’ attention was drawn to the
development of a Medical Examiner Service for Wales which had already been partly
implemented in England and would provide an independent scrutiny of all deaths not
involving the coroner. The Medical Examiners would be experienced doctors with
additional training in death certification and documentation review and they would work
independently to ensure that an accurate cause of death was recorded and any
concerns identified for investigation. A process would need to be in place to enable the
organisation to respond quickly to the Medical Examiner. A question was asked
around capacity and the Senior Associate Medical Director/Improvement Cymru
Clinical Lead indicated she was not able to fully assure the Committee on this currently
as it was dependent on efficiency although calculations suggested that 1.6wte would
be needed.

QS20/165.2 The Deputy Medical Director referred to discussions around mortality
within primary care and that Cwm Taf Health Board had set up a panel of healthcare
professionals not just medics. The Assistant Director Primary and Community Services
indicated that Dr Liz Bowen had an interest in this area of work.

QS20/165.3 The Chair thanked officers for the helpful update which enabled members
to better understand the process and how it was planned to be standardised. She
reiterated previous concerns that whilst there was plentiful raw data around mortality,
the Committee needed it to be presented in a meaningful and clear way including
learning arising from the reviews.
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[Marian Wyn Jones and Melanie Maxwell left the meeting]

QS20/166 Healthcare Inspectorate Wales (HIW) Annual Report 2019/20

QS20/166.1 It was noted that the planned presentation from HIW had been stood down
as their representative was unable to attend. The Chair noted that the slides referred
to an observation by HIW that actions were not always being taken by the Health Board
as a result of HIW inspections, and she queried whether there was harm caused as a
result. The Executive Director of Nursing and Midwifery was unable to provide full
assurance that this wasn’t the case but she confirmed that where significant issues
were raised at HIW inspections these were followed through robustly at QSG. The
Interim Associate Director of Quality Assurance undertook to establish if similar issues
continued to be raised by HIW and weren’t being addressed, and to discuss with
Emma Scott in HIW. He noted that HIW had recently recommenced a virtual visiting
programme.

QS20/166.2 The Chair felt that it was important to have clarity on outstanding HIW
actions before the report was submitted to the September Health Board. The
Executive Director of Workforce and OD noted that the interdependencies between
findings and actions was always challenging. The Executive Director of Nursing and
Midwifery felt there was an opportunity for QSE Committee to feed the Board business
in order to have a far more quality driven Board, whilst accepting there were difficulties
in collating and aligning external reports to maximise learning opportunities.

QS20/166.3 A member commented that the annual report was well-balanced and
positive overall, but suggested that the organisation needed to pre-empt wider interest
in infection prevention compliance issues as noted within the presentation slides for
both primary and secondary care.

QS20/166.4 It was resolved that the Committee receive for assurance the report and
the presentation from the Healthcare Inspectorate Wales (HIW) Senior Inspector for the
Health Board.

MJ

MJ GH

QS20/167 BCUHB Annual Quality Statement 2019/20

QS20/167.1 A member felt that the narrative within the CHC’s statement about it
“having grave reservations about the unique I-CAN service model” was unfortunate.
The Executive Director of Nursing and Midwifery indicated that the CHC’s concern
related to their view that there was too much focus and reliance on I-CAN. Another
member noted a typographical error on page 29 in that “compromised” should read
“‘comprised”. She also suggested the HIW section could be more appropriately placed
within the document, and that reference should be made around Allied Health
Professionals to encompass a wider range of students. The Chair felt the document
was very secondary care focused and suggested that the Assistant Director of Primary
and Community Services liaise with the Interim Associate Director of Quality Assurance

Cb MJ
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around strengthening the primary care aspect including reference to the Primary Care
Academy as a way of demonstrating how the Health Board was responding to the
recruitment challenges for primary care.

QS20/167.2 It was resolved that the Committee:

1. Note the Annual Quality Statement Editorial Group, Terms of Reference

2. Note the Welsh Health Circular titled “Annual Quality Statement 2019 / 2020
Guidance” Welsh Government

3. Approve the Annual Quality Statement 2019/20 final draft pending comments made
above

QS20/168 Primary Care Update

QS20/168.1 The Executive Director of Nursing and Midwifery welcomed the paper and
felt it provided a helpful opportunity to consider a range of issues through a Health
Board lens on a pathway basis. She would like to see a more integrated approach for
some areas e.g. eye care and mental health. The Chair referred to the development
of Quality Improvement Projects through the Quality Assurance Improvement
Framework and enquired whether there were any plans to review priorities within these
in light of Covid-19 — for example the management of diabetic patients. The Assistant
Director of Primary and Community Services would follow this up through the national
group. The HPF Vice Chair enquired what the position was within primary care in
terms of getting the workforce safely back to work and ensuring premises were Covid-
19 secure. The Assistant Director of Primary and Community Services explained that
the establishment of red hubs had enabled primary care to provide essential services
and they were now reinstating enhanced services and working to ensure infection
prevention guidance was followed. She felt that the ability to be more explicit around
premises being Covid-19 secure would reassure patients to feel safe to returning to
access primary care services.

QS20/168.2 It was resolved that the Committee note:

1. the confirmed delivery of essential services across primary care and significant work
undertaken by all contractors to ensure access for patients requiring urgent care during
the pandemic;

2. the ongoing implementation of the ‘amber phase’ of the primary care recovery
plans;

3. the risks and challenges in the delivery of services across primary care

CD

QS20/169 Care Homes Update

QS20/169.1 The Assistant Director of Primary and Community Services clarified that
she was not the author of the paper as stated on the front template, but she would be
happy to take away any questions to the lead officer Grace Lewis-Parry.
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QS20/169.2 A member noted that the paper indicated the assessment of need for
patients was done separately by social care and by health, and she felt it would it be
better as a more inclusive partnership approach. She felt that a positive outcome of
Covid-19 was how much closer health and social care had had to work, and the
Assistant Director Primary and Community Services suggested that this would be
further strengthened by the regional care home action plan. A member referred to the
financial implications within the paper and the Assistant Director of Primary and
Community Services confirmed that additional retrospective funding of the order of £56m
had now been confirmed by WG to support care homes during Covid-19. In response
to a question regarding the Discharge to Recover then Assess model, it was confirmed
this aimed to ensure patients were discharged home or to a familiar community setting
first before further assessment was made.

QS20/169.3 It was resolved that the Committee note the progress made with regards
to

1. The actions taken to date to support care homes, their residents and staff during
Covid-19

2. The requirement to develop a regional care home action plan

3. The measures being taken to help mitigate risks that may exacerbate the fragility of
the sector.

QS20/170 Essential services and re-start update
[Andrew Kent joined the meeting]

QS20/170.1 In response to a question regarding the table of services that were re-
starting, the Head of Planned Care Improvement confirmed the date shown was the
date it had been agreed to restart the service, not necessarily when it had restarted.
This was monitored on a weekly basis with a definitive standard operating procedure
and restart toolkit being considered by the area or site management team, and cross
referencing with other services being undertaken. It was reported that there was a
move away from WG 36 week targets to a risk stratification approach and that the key
challenge was that the waiting lists were now held by the clinicians. The Head of
Planned Care Improvement also outlined the requirement for winter surge plans to be
aligned far more closely. In terms of financial implications, it was reported that a paper
had been considered by the F&P Committee on the 27t August which articulated the
potential capital and revenue costs. The Executive Director of Nursing and Midwifery
stated that the priority would be to mitigate the risk to patients ahead of confirming
funding.

QS20/170.2 The Chair queried what communication was being provided to referrers as
services are restarted across the Health Board, noting that this covered all primary care
not just general medical practice. The Assistant Director of Primary and Community
Services offered to assist the planned care team in terms of sharing information with
primary care generically or through links with the Local Medical Committee. A member
suggested that it was vital to ensure accuracy and clarity of any information for the
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public around the restarting of services as she had noted inconsistency relating to
when a patient would be tested for Covid-19 prior to admission.

QS20/170.3 The Chair noted that the paper highlighted a risk around the Patient
Administration System and asked whether the Digital and Information Governance
Committee needed to be sighted on this and if consideration had been given to
escalating to the corporate risk register. The Head of Planned Care Improvement
confirmed that he had requested appropriate escalation including potentially to the
corporate risk register. The Executive Director of Nursing and Midwifery added that the
work on virtual access to clinicians (eg; the Attend Anywhere and Consultant Connect
programmes) had underpinned the organisation’s digital approach to the delivery of
planned care.

QS20/170.4 The question was asked whether the men within HMP Berwyn had been
receiving any form of diagnostics service. The Head of Planned Care Improvement
noted that the prison was regarded as an essential service but he would check this
specific query and provide a response outside of the meeting. He did assure the
Committee that he hadn’t been made aware of any issues in this regard.

QS20/170.5 It was resolved that the Committee note the content of the paper and the
progress being made.

[Andrew Kent left the meeting]

AK

QS20/171 Vascular Services Update
[Jo Garzoni joined the meeting]

QS20/171.1 A member enquired as to the timescale for the external review by the
Royal College of Surgeons (RCS). The Vascular Network Manager reported this had
not been confirmed as of yet but the RCS had indicated it was not likely to commence
for several months. The terms of reference for the review had been developed and
shared with the Committee Chair. In response to a question regarding CHC
involvement the Vascular Network Manager confirmed that the CHC and carer/patient
representatives had been involved in drafting the invitation to the RCS to undertake the
review. A question was raised regarding palliative care and the Vascular Network
Manager assured the Committee that patients were receiving appropriate palliative
care currently. In terms of staff morale it was acknowledged that vascular services was
a challenging area to work within currently, although the Chair was pleased to report
that on a recent visit she was impressed with the dedication of the team and their
candour. The service demonstrated that they were aware of the areas for improvement
and the challenges that they had faced and were committed to doing so.

QS20/171.2 The Chair stated that the response provided to the Committee questions
previously submitted highlighted the wider governance issues evident within the service
on implementation and noted that there were examples where key issues had been
reported to the Vascular Implementation Group and/or Executive Management Group




Minutes QSE 28.8.20 Public V0.03

but not to the Board as would be expected. She felt that there was a wider learning in
this respect which could apply to other service change implementation projects. The
Executive Medical Director indicated that the vascular task and finish group had not
focused on the governance aspects within its current remit. The Executive Director of
Nursing and Midwifery agreed that the need to improve governance processes could
be applied to any area of service change, and that wider benefits realisation must be
pursued.

QS20/171.3 It was resolved that the Committee note the progress made by the
Vascular Task and Finish Group

QS20/172 Internal Audit Report Deprivation of Liberty Safeguards

QS20/172.1 A member sought a timeline for when the outstanding training aspects
would be delivered. Another member enquired as to what data was held around
trends, figures and the impact of case law re young people aged 16 and 17. The
Executive Director of Nursing and Midwifery would ask the Assistant Director of
Safeguarding to respond on these points outside of the meeting but she anticipated
that in terms of the case law query there would not be sufficient data to enable the
monitoring of trends.

QS20/172.2 A member noted that changes in responsibilities regarding the Liberty
Protection Safeguards from April 2022 will mean an increase in assessment requests.
The Executive Director of Nursing and Midwifery agreed that the Committee would
need to remain sighted on this matter. The Chair clarified that the recommendations of
the internal audit report itself would be tracked through the Audit Committee.

QS20/172.3 It was resolved that the Committee note the findings of the internal
Deprivation of Liberty Safeguards (DoLS) audit and recognise the significant
improvement to achieve and implement into practice all five (5) recommendations, as
well as the continued work and development within the Deprivation of Liberty
Safeguards (DoLS),Mental Capacity Act (MCA) and Liberty Protection Safeguards
(LPS) arena.

GH

QS20/173 Occupational Health and Safety Annual Report 1st April 2019 to 31st
March 2020 and Quarter 1 Report

QS20/173.1 The Chair noted that this report had been scheduled for information,
however, the recommendation was seeking approval and that some of the annual
reports were submitted for approval whereas others were for information/to note. It
was not possible to confirm at the meeting whether there was a statutory requirement
for the report to be approved.

QS20/173.2 A comment was made that there appeared to be a high number of sharps
incidents, and this had also come up as low compliance in terms of the gap analysis.
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It was also noted that the issue of incidents being related to ethnicity was being picked
up with the equalities team. The Executive Director of Workforce and OD wishes to
record her thanks for the amount of work that the occupational health and safety teams
had undertaken during the pandemic, and how responsive they had been. The Chair
and Committee members also supported this.

QS20/173.3 It was resolved that the Committee:

1. Approve the Occupational Health and Safety (OHS) Annual Report 2019-2020 and
Q1 Report

2. Note the position outlined in the report and support the recommendations therein
that the OHS team:

* Implement the 3 year OHS Strategy.

» Ensure adequate staffing is available to provide an appropriate H&S security function
to BCUHB.

* Develop further policies and safe systems of work to provide evidence of practice.

« Establish monitoring systems to measure performance including clear KPlIs.

* Train senior leaders and develop further competence in the workforce at all levels

* Learn lessons from incidents and develop further the risk profile

QS20/174 Independent Review of Fire Precautions at Ysbyty Gwynedd Stage 1
Report Prior to Agreement of Action Plan (May 2020)

QS20/174.1 The Chair confirmed she had accepted this report as a late inclusion to the
agenda on the basis of it being a high risk area. She noted that recommendation 4
within the paper asked the Committee to support the inclusion of Ysbyty Gwynedd fire
precaution risks being included on the Health Board corporate risk register, and she did
not feel the Committee were in a position to do so as were not in possession of the
appropriate detail. The Executive Director of Workforce and OD agreed with this and
indicated that the Executive Team had recognised the specific risk did need to be on
the risk register but the paper was being presented to QSE primarily to sight the
Committee on the work ongoing.

QS20/174.2 It was resolved that the Quality Safety and Experience Committee
support the following recommendations :

1. To receive the Independent Review of Fire Precautions at Ysbyty Gwynedd
Stage 1 Report : Prior to Agreement of Action Plan — May 2020

2. To note the contents of the report and support the action being undertaken in
developing an action plan to address prioritised risks identified within Appendix B of the
independent report.

3. To note commencement of the specialist compartmentation survey to inform the
Health Board action plan for completion by 31st of October 2020.

4. To support commencement of discussions with North Wales Fire and Rescue
Service (NWF&RS) in regards to the contents of the independent report and actions
being taken by the Health Board to reduce fire safety risks.

5. Fire Safety Management was identified as a risk within the Corporate Health and
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Safety Audit. The report will also be presented to the Strategic Occupational Health
and Safety Group for consideration at its next meeting.

QS20/175 Pharmacy and Medicines Management Annual Report

QS20/175.1 It was resolved that the Committee receive the report for information

QS20/176 Annual Organ and Tissue Donation Report 2019-20

QS20/176.1The Executive Director of Therapies and Health Sciences wished to
highlight to members the statement that organ donation was a gift that transformed and
saved lives. He wished to record his thanks to all donors and their families who had
made a precious gift in the last year. He added that it was pleasing to note that 6
donors had come forward by the 17t July which was extremely positive in the current
circumstances.

QS20/176.2 It was resolved that the Committee note the report content and the future
aims and objectives of the Organ and Tissue Donation Committee.

QS20/177 Care Quality Commission (CQC) report and ratings for Shrewsbury and
Telford NHS Trust

QS20/177.1 It was resolved that the QSE Committee note the report.

QS20/178 Documents Circulated to Members

18.8.20 Notes of July QSG
19.8.20 Briefing on eyecare services

QS20/179 Issues of Significance to inform the Chair’s Assurance Report

To be agreed with Chair

QS20/180 Date of Next Meeting

27th October 2020 @ 9.30am

QS20/181 Exclusion of Press and Public

QS20/181.1 It was resolved that representatives of the press and other members of
the public be excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which would be
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prejudicial to the public interest in accordance with Section 1(2) Public Bodies
(Admission to Meetings) Act 1960.




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

Officer/s Minute Reference and summary of action | Original Latest Update Position Revised
agreed Timescale Timescale
28" Janvary2020

28th January 2020







G Harris
A Miskell

QS20/85.4 Clarify triangulation of urology
data with removal of catheters and confirm
details of work programme.

July

From the catheter audit carried out across inpatient
beds, we learnt that trail without catheters (TWOCs)
was not necessarily taking place as frequently as it
could be. Daily review of devices was launched in
November 2020 as part of safe clean care and a
need to reinvigorate device management. A
community audit across the continence and district
nursing teams was planned for Spring 2020, but this
has had to be postponed. Some patients with
catheters were awaiting Trans urethral resection of
the prostate (TURP), and some patients
catheterised in ED for acute retention were reliant
on Urology day care services for TWOC as there is
no formal TWOC service in the community. IPC




would want to commence the community review as
soon as able.

03.07.20 further update to be presented to future
meeting

9.7.20 no further progress to report

29.7.20 GH confirmed that there was work ongoing
but she would need to confirm the timeframe
outside of the meeting.

17.08.20 AM has confirmed this has been delayed
due to the Covid 19 pandemic and will be picked
up again as soon as possible. It is also an agenda
item at IPSG.

21.10.10 Due to capacity and prioritisation this
action hasn’t been completed, however, preparatory
work has commenced to establish a task and finish

roup.

August

January










G Harris QS20/153.5 Share the comments on the eye | August 27.10.20 Position statement to be provided at the
care services briefing with the Director of meeting
Performance and to raise at the primary care
that afternoon.




D Fearnley (T | QS20/155.5 follow up and explain why no September | 27.10.20 Position statement to be provided at the
Owen) improvement was reported for delayed meeting

transfers of care within mental health as

stated on page 14 of the QPR







27.10.20
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Patient Story

Collecting patient stories is an important component in understanding how patients view the
care they have received and how we can improve on the many different aspects of service
delivery in our hospitals and community services.

Patient stories are a key part of quality improvement and assist staff in improving the
experience for patients and can assist staff through education and reflection.

The patient story framework and template is currently being reviewed and developed to
focus on learning and improvement alongside the introduction of audio and video stories.

The Story:

Prior to my surgery, | was instructed to be at the front door of the hospital at 8am, where a
member of staff would meet me. My husband was not be allowed to accompany me, and |
understood the reasons behind this.

At 8am, no one was there to collect me, and eventually | had to make my way up to the
ward. On arrival, a nurse showed me to a side ward where | was left. | had virtually no
contact with staff other than 2 pop ins to make sure | was ok, that was it.

The time of my procedure arrived and a Nurse and Porter arrived to take me down to theatre.
| asked the nurse if | could have a pre-med as | had been thinking about the procedure all
day and felt anxious. She informed me that | would have to ask for that downstairs in theatre.
When | arrived in theatre, | asked one of the team members for some sedation, but was told
it was too late, and that | should have asked the staff upstairs. | felt even more anxious now.

The team were getting the theatre ready, they were gathering the equipment, and | was
watching then. A woman was sitting next to me; she was there to calm me. | explained to
her that | had asked for something to relax me but she said, “its ok, you'll be fine.” | reiterated
that | had asked for sedation, but by now, | knew that | had run out of time, as | had been
lying there for some time whilst they were getting everything ready. | asked whether there
would be a screen, as | did not want to see the procedure.

The team erected the screen and the Doctor was ready. He said, “We are going to start the
procedure and | will give you injections to numb the site we are working on and if you need
anything else you can ask.” When he started, | felt the cut straight away, | said to the woman
“I can feel that,” and the woman said, “[Doctor] the patient can feel that”. | assume that the
[Doctor] administered another injection but | could not see anything. | thought they might
have been putting the injection in the wrong place, as it was not working, | could not stop
myself shaking. | had no idea what they were doing. | do not know if they found the hernia.
| did not ask for an explanation, | just wished it over as quickly as possible. | asked at one
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point how long was left as | had had enough; “three quarters of the way through” was the
reply.

As the procedure was ending, | was numb; | just wanted to get out of there. | was still shaking
as someone was stitching me up. The Doctor was telling me he did not need to see me
again and there would be no follow up, | would be ok in a couple of weeks. He described my
after care, and said the sooner | was mobile the better, but not to overdo things. As he was
talking, | could feel the stitches going in; | was half listening, but not really. | was trying to
take on board what he was saying but | was conscious of the person stitching me up, and |
wanted it over.

They then wheeled me in to recovery. As | was wheeled into recovery, | passed two women
who commented, “Your patient is shaking there, is she alright?” People noticed | was
shaking and they came down towards me and put a blanket on me. | was there for about 5
minutes, and then taken back to my bed on the ward.

The Porter then left, and one of the nurses looking after the ward came in. Before she could
speak, | said: “can | phone my husband, | want to go home.” My bag was not there, | think
because | had left it on my chair they had put it somewhere safe. She responded: “you’ll
have to eat something and so long as you have a wee you can go”. | quickly drank a bottle
of water and ate a sandwich, which | had in my bag, and she said | could call my husband
to pick me up. Whilst | was waiting for him to come the nurse came back into my room, they
could not find my medication so | would have to get the medication tomorrow from my GP
or chemist.

My husband was waiting for me in the car park, he thought | was in shock, as | was rude to
him and said: “| want to go home, get me home.” | was very rude to him. That night at home,
| was very upset and relived the operation so much so | called my doctor for some diazepam
to calm myself down.

After a couple of days, | reflected that | did not want anyone to go through this experience.
| mentioned my experience to one of my friends, who shared that her father in law had his
hernia done in the same way as me and he was in considerable pain. | wish they had told
me because | would never have had it done that way. During my consultation prior to
surgery, the options were discussed and because of my medical condition, it was perceived
that local anaesthetic would be the best. | believe that this type of operation is usually done
this way. However, had | known | would never have gone for a local anaesthetic, as the lack
of pain relief made it traumatic, | have a high pain tolerance and will never have local
anaesthetic again, based on my last experience. If | need another operation, | am going to
put myself at risk because of the experience | have had.

My recovery 4 weeks post op is slow. There is a restriction in my leg movement and | am
monitoring this at this time. The full recovery process will take between 6-8 weeks.

| have received a follow up call from a Doctor following my contact with the PALS team, she
said they had found the hernia and it was deeper than they thought, | had not had the gauze,
but she mentioned a ligament. | did not pursue that any further.



QSE Committee 3.11.20 3

What is being done to improve:

The story has been shared with the service and Helen Kotkowicz, Ward Manager of Tudno
Ward at Ysbyty Gwynedd has advised that:

e Awareness has been raised regarding with staff regarding the importance of
communication and listening to patients concerns;

o Staff have been reminded to re-assure and keep patients updated throughout the day
to help alleviate concerns and fears;

o Staff will take time to make sure patients fully understand the post operation advice
letter given on discharge;

¢ All the above actions have been added to the daily safety brief for two weeks so the
learning is cascaded across all staff;

e The story will also be shared with the lead for theatres to for them to consider any
actions within their service.
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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 2020/21 Operational Plan for Quarter 2.

Cefndir / Background:

The operational plan has a number of key actions required to be delivered during Quarter 2 of

2020/21. The Executive lead reviews on a monthly basis progress against their areas for action and

Red/Amber/Green (RAG) rates progress. Where an action is complete this is RAG rated purple.

Amber and red ratings are used for actions where there are risks to manage to secure delivery or

where delivery was not achieved. For red rated actions a short narrative is provided.

Asesiad / Assessment & Analysis




Strategy Implications
Delivery of the operational plan actions is key to implementation of the Board’s strategy

Options considered
N/A

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

Legal and Compliance
N/A

Impact Assessment
The operational plan has been Equality Impact Assessed.
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Overview and Purpose of this Report

The Quarter 2 Plan of the Health Board has been agreed by the Board

The Plan recognises that the disruptive nature of the pandemic has shortened planning horizons, resulting in plans being time limited to
quarterly plans for 2020-21

The Quarter 2 plan relates to the need to maintain essential non Covid-19 services to minimise risk of harm for life-saving or life-impacting
treatments.

This report is a self-assessment by the Executive Director responsible for each of the work streams to have delivered the actions set out in
the plan by the 30" September 2020, with supporting narrative where delivery has not been achieved. This report provides an update from
each Executive Director for the end of September 2020 actual position. The entire report is the reviewed and approved by the Executive

Team.

Work is underway in developing the plan for Q3 and Q4 which will also reflect the shift in phasing of response to the pandemic from
mobilisation towards parallel running of the pandemic and re-activation of some business as usual activities where it is safe to do so. This
will reflect transition to sustainable service delivery phase of the plan. In the plan for Q3 and Q4 plan actions incomplete at the end of Q2
2019/20 will be included with revised timescales to deliver, where these actions are still relevant for delivery.

By end of
Quarter

Every month end Actions depending on RAG rating given

Where RAG given is Red: - Please provide some short bullet points explaining why and

Off track, serious risk of, or will not be achieved| Not achieved what is being done to get back on track

Some risks being managed N/A Where RAG is Amber: No additional Information required

On track, no real concerns Achieved  Where RAG is Green: No additional Information required

Achieved N/A Where RAG is Purple: No additional Information required

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020
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- Chapter 1. Improving Quality Outcomes

QP 01 Improving Quality Outcomes

: Scrutinising End of
Act : 2019/20
cHon Action Lead Target Date Board September
Number AP Ref. .
Committee 2020
ANT 1 Publish revised year 3 of Quality Executive D_|rec_tor Nursing & 30.09.2020 AP 040 QSE R
Improvement Strategy Midwifery

AN1.1: Publish revised year 3 of Quality Improvement Strategy
The impact of the Covid-19 Pandemic has delayed work on the review of the Quality Improvement Strategy and the delivery timescale has
now been extended. The review will be taken to the board in January 2021 with a view to launching the strategy from 1t April 2021.

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 4
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Chapter 2: Test, Trace, and Protect

Cyfarwyddiaeth Cynllunio & Perfformiad

Planning & Performance Directorate

QP 02 Test, Trace, and Protect

: Scrutinising
Action : 2019/20
Number Action Lead Target Date AP Ref. Board
Committee
AN2.1 Establ_lsh a timely test!ng programme Executive Director Of Public 30.09.2020 N/A SPPH
for antibodies and antigens Health
AN2.2 Lead the de\_/elopme_nt ofa 12/24, 717 Executive Director Of Public 30.09.2020 N/A SPPH
comprehensive tracing programme Health
AN2.3 |Establish ‘Protect programme Exectiive ?J;Z‘ftfr OfPublic 1 54 09.2020 N/A SPPH
AN2.4 |Develop Test, Trace, and Protect Executive ?J;‘l:ttﬁr OfPublic | 55 09.2020 N/A SPPH

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020

End of
September
2020
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QP 03: Promoting Health & Well-being

: End of
Action Action Lead Target Date 2019720 Boafd September
Number AP Ref. Committee
2020
AN3.1 Re_wew of Healthy Weight Services for | Executive Dwectpr of Primary & 31.07.2020 AP 002 SPPH =
children Community Care

AN3.1: Review of Healthy Weight Services for Children
Business case and options appraisal complete. Funding for preferred option has been confirmed as recurrent via BAHW monies. Recruitment
to posts commenced in Sept/Oct 2020.

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 6
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QP 04: Achieve compliance with the Primary Care Operating Framework

Action . 2019/20 Board End of
Action Lead Target Date . September
Number AP Ref. Committee
2020
Use the World Health Organisation
framework for essential healthcare
services as a schema to ensure we Executive Director Primary &
AN4.1 are delivering the breadth of essential Community Care 31.07.2020 NA SPPH P
services in primary care during COVID-
19
Align with the national Strategic
ANA2 Prog_ramme to undertak_e areview of Executive Dlrec_tor Primary & 30.09.2020 N/A SPPH
Betsi Cadwaladr commissioned Community Care
Enhanced Services during Q2.
ANA3 Development of Locality 2020/21 Executive Dlre(?tor Primary & 30.09.2020 N/A SPPH
Plans Community Care
Identify actions for primary care for Q3 : . :
AN4.4 |and Q4, with a focus on Winter Executive Director Primary & | ) 59 545 N/A SPPH
planning Community Care

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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Planning & Performance Directorate

QP 05: Capture and embed proven technologies in primary care

Action Action Lead Tarqet Dat 2019/20 Board
Number |7°1° e arget bate AP Ref. Committee
Capture good practice /legacy actions
from use of technology and different Executive Director Primary &
AN5.1  |working practices during first phase of Community Care Y 30.09.2020 N/A SPPH
COVID-19, and share these across
primary care
Build on the initial implementation of Executive Director Primary &
AN5.2 |virtual attendances in General Medical . Y 30.09.2020 N/A SPPH
: Community Care
Sernvices.
Build on the initial implementation of Executive Director Primary &
AN5.3 |the e-Consult web-based self-triage . Y 30.09.2020 N/A SPPH
: . : Community Care
platform in General Medical Services.
Ensure patients know how to access
ANG .4 prlm.ary care services and are . Executive D|regtor Primary & 30.09 2020 N/A SPPH
confident about new ways of working Community Care
(virtual or if appropriate, face-to-face).
Increase use of primary care : : :
AN5.5 |technology within care home settings Executive Dlregtor Primary & 30.09.2020 N/A SPPH
Community Care
as requested by care homes

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020

End of
September
2020
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QP 06: Efficient and effective immunisation activities

: End of
Action _ 2019/20 Board
Action Lead Target Date : September
Number AP Ref. Committee
2020
Develop locality level flu immunisation . : :
ANG6.1 |delivery plans for 2021 Execug‘;emﬂfrﬁtorcjr';“aw & | 31.08.2020 N/A SPPH P
Linked to Action 3.5 & 6.3 v
In partnership with Public Health and
Welsh Government colleagues,
prepare rolling plans for the deliveryin | Executive Director Primary &
ANG.2 Primary Care of Covid-19 vaccination Community Care 14.09.2020 NIA SPPH P
programme that can be enacted as
soon as a vaccine is available.
Review uptake of childhood
ANG.3 immunisations and |mplgment c_atch Executive Dlreqtor Primary & 30.09.2020 N/A F&p P
up programmes as required Linked Community Care
to Action 3.5& 6.1

Plan Monitoring Report
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Action . 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
Further develop the Advanced Executive Director Primary &
AN7.1 |Paramedic Practitioner Pacesetter . Y 30.09.2020 N/A SPPH P
. Community Care
Project
Develop our version of Scottish
AN7 .2 Prole_ct Joy scheme for the_ _ Executive Dlrec_tor Primary & 30.09.2020 N/A SPPH R
recruitment of general practitioners & Community Care
senior primary care clinicians
Develop business case for Education Executive Director Primary &
AN7.3 |and Training Local Enhanced . Y 30.09.2020 N/A F&P P
: Community Care
Services
Progress support programme for
General Practitioner practices in Executive Director Primary &
AN7.4 partnership with Royal College of Community Care 30.09.2020 NIA SPPH P
General Practitioners
Further develop the Academy website
and social media marketing and Executive Director Primary &
AN7.5 [promotional material to capitalise . Y 30.09.2020 N/A SPPH P
. . . Community Care
upon positive recruitment interest that
the initiative has brought.

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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QP 08: Implement General Medical Services Recovery Plan

Action : 2019/20 Board Sl
Action Lead Target Date : September
Number AP Ref. Committee
2020
Agree changes to local covid-19
assessment centres with each Locality ExecLtive Director Primary &
AN8.1 |that allow step up/ down as : Y 30.09.2020 N/A SPPH P
: . - Community Care
appropriate according to prevailing
incidence.
Commission revised care homes Executive Director Primary &
AN8.2 Directed Enhanced Service contract. Community Care 31.07.2020 NIA F&P P
Support General Practitioner practices
with its readiness for recovery
ANS.3 including provision of_dedlcate_d Executive Dlregtor Primary & 31.07.2020 N/A SPPH P
protected education time session and Community Care
a recovery plan toolkit alongside
Welsh Government Operational Guide
Prescribing plan to reduce foot-fall and : : :
AN8.4 |workload associated with repeat Executive Director Primary & | 3, 58 5900 N/A SPPH
. Community Care
prescribing

Plan Monitoring Report
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Cyfarwyddiaeth Cynllunio & Perfformiad

Planning & Performance Directorate

QP 09: Implement Dental Services Recovery Plan

Action | 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
ANO 1 Implement Welsh Government Dental Executive Dlregtor Primary & 30.09.2020 N/A SPPH P
Recovery Plan Community Care
Continuation & strengthening of Urgent
AND 2 Designated D_e_ntal Centres provision Executive Dlregtor Primary & 30.09.2020 N/A SPPH P
for those requiring aerosol generating Community Care
procedures
ANO 3 Implement the national ‘buddy’ system | Executive D|re(?tor Primary & 30.09.2020 N/A SPPH R
to inform contract reform Community Care

QP 10: Implement Community Pharmacy Recovery Plan

Action | 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
Implement Welsh Government Executive Director Primary &
AN10.1 Community Pharmacy Recovery Plan Community Care 30.09.2020 NIA SPPH P
AN10.2 Improve rapid access to palliative care| Executive Dlregtor Primary & 31.07.2020 N/A SPPH
drug Community Care
BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 12
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QP 011: Implement Community Optometry Recovery Plan
. End of
Action . 2019/20 Board
Action Lead Target Date . September
Number AP Ref. Committee
2020
Implement Welsh Government Executive Director Primary &
ANL1L.1 Optometry Recovery Plan Community Care 30.09.2020 N/A SPPH P
Support the delivery of reinstated
secondary care pathways e.g. . . i
AN11.2 [Glaucoma, Wet Age-Related Macular Executive Dlrec_tor Primary & 30.09.2020 N/A F&P R
. ) ) i Community Care
Degeneration, Optometric Diagnostic
and Treatment Centres
AN11.3 Address bz_acklog of activity arising Executive Dlregtor Primary & 30.09 2020 N/A Fep P
due to Covid. Community Care
AN114 Reinstate full access to urgent care Executive Dlregtor Primary & 30.09.2020 N/A Fap P
pathway Community Care

QP 12: Develop primary care out of hours services and NHS 111

Action . 2019/20 Board End of

Action Lead Target Date . September
Number AP Ref. Committee

2020

AN12.1 Implement agreed management Executive Dlregtor Primary & 31.07.2020 N/A SPPH

structure for Out of Hours Community Care

Prepare for implementation of new . . i
AN12.2 [clinical system and implementation of Executive Dlreqtor Primary & 30.09.2020 N/A SPPH

111 Community Care

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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AN9.3 - The Contract Reform programme is currently on hold during the escalation phases of COVID response.
Practices are completing ACORNS as required by current stage guidance. Where required practices are buddied with Contract Reform
practices to provide support and guidance.

ACORN submission is being monitored and reported nationally, and support and guidance will be provided by the Health Board to practices
who are not submitting to ensure that any issues are resolved.

AN11.2 - (line 82) This change is on basis that Diabetic Retinopathy pathway was to progress to CAG (Clinical Lead progression): to allow
agreement for 1200, R1 patients to pass to Primary Care for data gathering and subsequent Ophthalmology virtual review.

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020 14
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QP 13: Deliver safe Community Hospital services

: End of
Action . 2019/20 Board
cto Action Lead Target Date . September
Number AP Ref. Committee
2020
AN13.1 Consolidation of Home First/ Step Executive Dlregtor Primary & 31.07.2020 N/A QSE P
Down pathways Community Care
Consolidation of covid related Executive Director Primary &
ANL3.2 protocols in Community Hospitals Community Care 31.07.2020 /A QSE P
Maximising stroke rehabilitation Execttive Director Primary &
services : .09.
AN13.3 | Community Care 30.09.2020 N/A QSE R
Linked to Action 28.5
BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 15
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QP 14: Support Care Homes and reintroduce CHC
Action | 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
Capture good practice and legacy : : .
AN14.1 |actions internally and share across Executive Dlregtor Primary & 30.09.2020 N/A SPPH P
Community Care
partners.
Ensure BCU wide approach to care
home support and escalation to : : .
AN14.2 |ensure sustainability and business Exectitive Dlre(?tor Primary & 30.09.2020 N/A SPPH P
o : Community Care
continuity (Care Home Directed
Enhanced Service, Escalation Levels)
: Executive Director Primary &
AN14.3 |Care home testing . 30.09.2020 N/A SPPH P
Community Care
AN14.4 |Community Health Care Framework | CXScUlive DirectorPrimary& | 54 g 5020 N/A SPPH R
Community Care
Complete the governance and : : .
AN14.5 |[reporting arrangements for the Care Executive Dlregtor Primary & 30.09.2020 N/A SPPH
Community Care
Home Group

Plan Monitoring Report
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Planning & Performance Directorate

QP 16: Transform Community Services

Action _ 2019/20 Board Sl

Action Lead Target Date : September
Number AP Ref. Committee

2020

ANLG.1 Community Transformation Executive D|re(?tor Primary & 30.09.2020 N/A SPPH

Programme Community Care
ANL6.2 _Comr_nunlty R_esponse Team working Executive Dlregtor Primary & 30.09.2020 N/A SPPH

inclusive of third sector Community Care

Feasibility study for inclusion of
AN16.3 Commun!ty Geriatrician within Executive Dlregtor Primary & 30.09.2020 N/A F&P

Community Response Team model of Community Care

care

QP 17: Develop Community Resilience

: End of
Action Action Lead Target Date 2019720 Boafd September
Number AP Ref. Committee
2020

Complete baseline evidence Executive Director Primary &

AN17.1 |collation for Right sizing Community : Y 30.09.2020 N/A SPPH
. Community Care

Services
ANL7.2 Progres_s _|mplementat|_o_n of I_D_ha_se 2 Executive Dlre(?tor Primary & 30.09.2020 N/A SPPH

of the Digital Communities initiative Community Care

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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AN13.3 - Review of the ESD component of the Stroke Business Care with a view to implement pan BCU - linked to Q3/4 action for Executives
to revisit the Stroke Business Case.

AN14.4 - Cannot be implemented as the CHC Framework publication is delayed by WG

AN16.1 - East transformation board approved reboot. Business case complete to secure ongoing funding through to March 2022
AN16.2 - CRT working closely with third sector however further work still to do to have a comprehensive approach.

AN16.3 - west action. Part of the Q3/4 plan. West piloting this on behalf of the other two areas and will review at end of Q4.

AN17.1 - Regionally led - Grant Thornton contracted to progress, DPIA just signed off. Delays starting as a result of internal process barriers.

oov Quatter 2 2020721 September 2020 18
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QP 18: Mental Health / Learning Disabilities (Part 1 of 2)

: End of
Action Action Lead Target Date ALY Boafd September
Number AP Ref. Committee
2020
AN1g5 |Sommence implementation of the Executive Medical Director |  01.09.2020 N/A SPPH
Primary Care Programme at pace.

QP 18: Mental Health / Learning Disabilities (Part 2)

: End of
Action Action Lead Target Date AOEIAY Boa'?d September
Number AP Ref. Committee
2020
Implementation of recommendations Executive Director of Public
AN18.6 |from the Psychological Therapies Health 01.09.2020 N/A SPPH R
Review
AN18.7 Re-establish the Rehabilitation Executive Director of Public 01.09.2020 NJ/A SPPH P
Programme of work Health
Begin roll out of Attend Anywhere . : :
AN18.8 |virtual consultation platform across the Exectiive ?_;;Zifr of Public 01.09.2020 N/A F&P P
division
AN18.9 Implementing division wider Qltraining | Executive Director of Public 01.09.2020 NJ/A SPPH
plan Health
BCU Quarter 2 2020/21 September 2020 19
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AN18.5 Commence implementation of the Primary Care Programme at pace:
Undertaking stakeholder engagement activities with the area teams , but no confirmed implementation date yet

AN18.6 Implementation of recommendations from the Psychological Therapies Review:
Progression of the Psychological Therapies has been paused for the moment pending the series of engagement sessions that have taken

place with the Psychologists . The Division plan to implement in the latter quarter's of the year. Psychological therapies will be an enabling
work stream which will be embedded throughout the pathway work

AN18.9 Implementing division wider QI training plan:
Discussions are ongoing with Elliot Blanchard to re commence the training plan . Meeting scheduled for the 30/09/20

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 20
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Chapter 7. Acute Care: Implementation of our Acute
Operational Model across North Wales Page 1 of 6
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Action . 2019/20 Board Skl

Action Lead Target Date . September
Number AP Ref. Committee

2020

Review current process for booking
ANLO.1 and allocation to ensure itis flt.fOI’ Executive eregtor Nursing & 30.09.2020 N/A Fep

purpose and consistently applied Midwifery

across North Wales.

: Executive Director Nursing &
AN19.2 |Delivery of OPD programme L 30.07.2020 N/A F&P
Midwifery

AN19 3 .UtI|IS.atI0n of workforce dashboard to |Executive Director of Workforce 30.07.2020 N/A F&p

identify staffing resource and OD

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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QP 20: Develop a single risk stratification approach across the pathway of care

Action _ 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
Stage 1
Outpatient transformation project , , :
L . Executive Director Nursing &
AN20.1 |focused upon delivering virtual xeeutv Mildwifery ursing 30.09.2020 N/A F&P
appointments wherever possible and
only face to face where necessary
Stage 4
AN20 2 Speualty specific rls!< stratlflcanon Executive D_|rec_;tor Nursing & 30.07.2020 N/A Fep
using P1-P4 categorisation as per Midwifery
essential services framework
Create specialty multi-disciplinary
AN20.3 te.arns to review c.ases gnd ensure Executive eregtor Nursing & 30.07.2020 N/A OSE
clinical handover if surgical team Midwifery
listing patient is not able to operate
Review current performance
measures to ensure they reflect
AN20.4 negesgary quality metrlcs. including E>.<eCl_Jt|ve Director Nursing & 31.08.2020 N/A OSE
reviewing and strengthening current Midwifery
reporting structure to ensure patient
allocation can be monitored

Plan Monitoring Report
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Chapter 7. Acute Care: Implementation of our Acute
Operational Model across North Wales Page 3 of 6
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Planning & Performance Directorate

QP 21: Identification of highest priority services with risk based capacity shortfalls

with significant variance in waiting
times to implement pan BCU
approach

Midwifery

Action . 2019/20 Board
Number Action Lead Target Date AP Ref. Committee
Identify specialties where local
resource does not meet needs for P1-
P2 demand and implement pan BCU : : .
AN21.1 |approachincluding identify specialties Exectitive Director NUrsing & 31.07.2020 N/A F&P

End of
September
2020

QP 22: Identification of areas for service review

Ref

Action

Lead

Target Date

2019/20
AP Ref.

Board
Committee

AN22.1

Review and refresh priority business
cases e.g. Ophthalmology,
Orthopaedics, Urology & Stroke

AN22.2

Review of specialties identified where
a pan BCU risk stratification approach
may not on its own provide the
necessary impact.

Executive Director Nursing &
Midwifery

31.08.2020

N/A

SPPH

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020

End of
September
2020
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Planning & Performance Directorate

QP 23: Identify the required metrics to monitor performance

: End of
Action _ 2019/20 Board
Action Lead Target Date : September
Number AP Ref. Committee
2020
a. Quality Outcome Measures of R
clinical pathways identified
AN23.1 |P-PanBCU service metrics Executive Medical Director 30.09.2020 N/A QSE R
developed
c. Effectiveness of implementation R
plans monitored & reviewed

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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QP 24: Improve quality outcomes and patient experience

Chapter 7. Acute Care: Implementation of our Acute
Operational Model across North Wales Page 5 of 6

Cyfarwyddiaeth Cynllunio & Perfformiad

Planning & Performance Directorate

Action
Number

Action

Lead

Target Date

2019/20
AP Ref.

End of
September
2020

Board
Committee

AN24.1

Identify clinical pathways requiring
review or development

Executive Medical Director

30.07.2020

N/A

QSE P

AN24.2

Coordinate with Clinical Advisory
Group a programme and timetable for
pathway development and review

Executive Medical Director

30.07.2020

N/A

QSE P

AN24.3

Develop pathways in line with the
digitally enabled clinical services
strategy

Executive Medical Director

30.07.2021

N/A

QSE

AN24.3b

Establish the Eye Care Digital
Programme Board to lead the
implementation of the Digital Eye
Care programme funded by Welsh
Government

Executive Medical Director

30.07.2020

N/A

QSE

AN24 .4

Ensure quality outcome measures are
referenced and measurable

Executive Medical Director

30.07.2020

N/A

QSE

AN24.5

Ensure Patient Reported Outcome
Measures and Patient Reported
Experience Measures are included
and measured in pathway
development

Executive Medical Director

31.08.2020

N/A

QSE

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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AN22.1 Review and refresh priority business cases e.g. Ophthalmology, Orthopaedics, Urology & Stroke

The proposed diagnostic and treatment centres will impact will impact on these priority cases and it isn’t possible at this stage to be
clear about the extent as the DTC model is at an early stage. There are specific commitments in the Q3 and Q4 plan around
orthopaedics, ophthalmology and stroke. On stroke services, we have decided to focus on the rehabilitation aspects of the previous
case. Progress has been made on aspects of the urology case with the progression of a proposal to introduce Robotic Assisted
Surgery.

AN23.1 Clinical Pathways

There are a very large number of pathways, some of which are also being modified as the clinical situation regarding Covid-19 changes.
These are being worked through, however due to the uncertainties of working with Covid-19 it would be difficult to say that all pathways
[> 40 and counting] will be Green and by when.

AN24.3 Develop pathways inline with the digitally enabled clinical services strategy:
No consistent representation from digital/informatics on CAG. Now included in amended TOR starting 02.10.20

AN24.4 Ensure quality outcome measures are referenced and measureable:
Amended TOR include representation from performance. Clinical pathway template includes DPIA and clinical outcomes

AN24.5 Ensure patient reported outcome measures and patient reported experience measures are included and measured in
pathway development:

Not previously consistently included in pathways template. Very few specialties have validated PROMS/PREMs - Work required to
define PROMs and PREMs aligned to national guidance. RECOMMENDATION: Completion date refresh to Dec 2020

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 26
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Action _ 2019/20 Board End of

Action Lead Target Date . September
Number AP Ref. Committee

2020

ANZ5.1 Prow_de virtual appointments wherever | Executive D.|regtor Nursing & 30.09.2020 N/A Fap P

possible Midwifery

Support outpatient transformation to

identify community facilities where
AND5.2 face to face cor_lsultanong could be Executive D_|re(_:tor Nursing & 30.09.2020 N/A F&p

offered and deliver appointments and Midwifery

treatments as local as possible where

there is equity of access

Primary Care Optometric Diagnostic

and Treatment Centres undertaking Executive Director NUrSing &
AN25.3 [training with Consultants as part of skill L g

_ Midwifery
development to provide shared care
for Glaucoma patients

QP 26: Reduce health inequalities

Action _ 2019/20 Board Elel o1
Action Lead Target Date . September
Number AP Ref. Committee
2020
Ensure that patients are prioritised
using an agreed risk stratification tool Executive Director Nursing &
AN26.1 and offered the soonest appointment Midwifery 30.07.2020 N/A QSE P
based on their clinical needs

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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QP 27: Planned Care
Action _ 2019/20 Board Sl
Action Lead Target Date : September
Number AP Ref. Committee
2020
AN27 1 Develop preferred-serwce model for Executive eregtor Nursing & 30.09.2020 AP 021 Fep
acute urology services Midwifery
Transform eye care pathway to deliver : : :
AN27.6 |more care closer to home delivered in Executive eregtor Nursing & AP 023 F&P
o : Midwifery
partnership with local optometrists
Systematic review and plans
AN27 7 devel_opeql_to address service Executive eregtor Nursing & AP 025 Fep
sustainability for all planned care Midwifery
specialties (RTT).
AN27 8 Implement year one plans for Executive Dlrector_of Therapies 30.07.2020 AP 025 Fep
Endoscopy & Health Sciences
Systematic review and plans : : :
AN27.9 |developed to address diagnostic Executive Director of Therapies| 44 g 5950 | aAp 025 F&P
: L & Health Sciences
service sustainability

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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AN27.6 - Transform eye care pathway to deliver more care closer to home delivered in partnership with local optometrists:

Key clinical appointment has been made this month which will help lead the development of this service. The director of performance who
lead on eye services has left on a secondment. Alyson Constantine Acute Site Director at Ysbyty Gwynedd has agreed to assume this
responsibility.

AN27.7 - Systematic review and plans developed to address service sustainability for all planned care specialties (RTT):

Work continues to develop Q3/4, activity plans, however due to the Covid-19 pandemic, significant disruption has occurred with planned care.
A review of how services could be sustained through a diagnostic and treatment centre approach has been discussed at Finance and
performance committee last month.

AN27.8 - Implement year one plans for Endoscopy:

An endoscopy recovery plan is underway, which incorporates years 1-2. Currently once for north wales approach has been adopted and
currently the organisation is out to tender for further capacity and an insourcing model.

AN27.9 - Systematic review and plans developed to address diagnostic service sustainability:
Diagnostic services were disrupted due to Covid-19, risk stratification has been applied to all diagnostics and Essential diagnostic are now
maintained. Further work is being undertaken to address the backlog including business cases for further CT and MRI capacity.

Plan Monitoring Report

Byrdd lechyd Pritysgol . : Cyfarwyddiaeth Cynllunio & Perfformiad
e o A Chapter 8: Planned Care Narrative Planning & Performance Directorate
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QP 28: Unscheduled Care

Chapter 9: Unscheduled Care

Cyfarwyddiaeth Cynllunio & Perfformiad

Planning & Performance Directorate

Action | 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
Demand: Workforce shift to improve Executive Director Nursing &
ANZ28.1 |care closer to home (key priority for Midwifery J 30.09.2020 AP 031 F&P R
2020/2021)
Flow: Emergency Medical Model (key| Executive Director Nursing &
AN28.2 . L 30.09.2020 AP 034 F&P
priority for 2020/2021) Midwifery
Flow: Management of Outliers (key Executive Director Nursing &
AN28.3 oriority for 2020/2021) Midwifery 30.09.2020 AP 034 F&P P
Discharge: Integrated health and : : :
AN28.4 |[social care (key priority for Executlvel\sl)ildrsvci:;gr Nursing & 30.09.2020 AP 038 F&P P
2020/2021) Y
K : : : :
AN2S.5 Stroke Services Executlvel\sl)ilésvﬁgr Nursing & 30.09.2020 AP 039 F&P R
Linked to Action 13.03 Y

ANZ28.1 - Demand: Workforce shift to improve care closer to home (key priority for 2020/2021)

There have been some delays in progressing this at the pace intended due to COVID unfortunately, this is currently being reviewed in light of
recent changes and learning as a result.
AN28.5 — Stroke Services (Linked to Action AN13.3)
Progress will be made in September to utilise video consultations where appropriate to increase capacity and support for stroke rehabilitation

services.

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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QP029: Workforce & Organisational Development

End of
September
2020

AR Action Lead Target Date PP e
Number 9 AP Ref. Committee

Review the previous Workforce
Improvement Group structure and
AN29.1 [establish a revised structure at
Strategic, Tactical and Operational
Levels

Executive Director, Workforce

& Organisational Development 30.09.2020 N/A SPPH R

Ensure effective social partnership
working as a key enabler for
organisational development and
transformation. Review the operation
AN29.2 |and management of social partnership
relationships and processes and
establish a programme for
improvement across both medical and
non-medical structures

Executive Director, Workforce

& Organisational Development 30.09.2020 N/A SPPH R

Provide ‘one stop shop’ workforce
enabling services to support surge
AN29.3 [requirements; new developments and
reconfiguration or workforce re-design
linked to key priorities of the Health

Executive Director, Workforce

& Organisational Development 30.09.2020 N/A F&P P

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020 31
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QP 30: Workforce Planning and Optimisation

Action
Number

Action

Lead

Target Date

2019/20
AP Ref.

Board

Committee

AN30.1

Ensure a robust integrated workforce
model is in place with Local Authority
partners for specific projects, to
support the development of a health
and Social Care model across the
wider health community

Executive Director, Workforce
& Organisational Development

30.09.2020

N/A

SPPH

AN30.2

Ensure workforce optimisation plans
are in place to support the delivery of
safe care and mitigate the impact of
COVID-19, the Test, Trace, Protect
programme on staff and they support
the Health Boards adjusted surge
capacity plans for Q2.

Executive Director, Workforce
& Organisational Development

30.09.2020

N/A

F&P

AN30.3

Ensure all key workforce indicators
are in place and monitored robustly to
support all surge and essential
services delivery

Executive Director, Workforce
& Organisational Development

30.09.2020

N/A

F&P

AN30.4

Ensure agile and new ways of working
deployed in order to maintain safety
for staff and patients because of
COVID-19 are optimised and
embedded.

Executive Director, Workforce
& Organisational Development

30.09.2020

N/A

QSE

AN30.5

Deliver Workforce Optimisation /
Efficiency Plan - reducing waste and
avoidable variable /premium rate pay
expenditure. Demonstrating value for
money and responsible use of public
funds

Executive Director, Workforce
& Organisational Development

30.09.2020

N/A

F&P

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020

End of
September
2020
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QP 31: Occupational Health Safety and Equality

Action . 2019/20 Board 21/l
Action Lead Target Date : September
Number AP Ref. Committee
2020
Implement Year 2 of the Health &
Safety Improvement Plan is
implemented to staff are proactively
protected, supported and safe, : .
AN31.1 |including black, Asian, and minority | Sculive Director, Workforce | g 55, N/A QSE =
) L & Organisational Development
ethnic, older people, co-morbidities
and pregnant workers and that all
environmental and social impacts are
monitored and complied with
Effective infrastructure in place to : .
AN30.2 |ensure wellbeing and psychological Executn{e erector, Workforce 30.09.2020 N/A QSE P
) . & Organisational Development
support is accessible to all staff
Ensure ongoing effective management : .
AN30.3 |of training, equipment and supplies in Executl\{e D_|rector, Workiorce 30.09.2020 N/A QSE R
: : : & Organisational Development
line with emergency guidance
Implement the Strategic Equality Plan
revised year 1 actions to help ensure
AN30.4 th.at.equallty IS properly congldered Executn{e erector, Workforce 30.09.2020 N/A SPPH P
within the organisation and influences | & Organisational Development
decision making at all levels across
the organisation

Plan Monitoring Report
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AN29.1- Review the previous Workforce Improvement Group structure and establish a revised structure at Strategic, Tactical and
Operational Levels:

Operational Groups in place and tactical terms of reference drafted. Strategic Group and alignment now being informed by governance review
underway. Taken forward for completion in Quarter 3

AN29.2 - Ensure effective social partnership working as a key enabler for organisational development and transformation. Review
the operation and management of social partnership relationships and processes and establish a programme for improvement
across both medical and non-medical structures:

Medical and Non Medical structures mapped. Responsibilities for effective management of relationships at all levels linked to structure and
governance review above and changes in executive leadership for medical staff. Taken forward in Quarter 3

AN30.3 - Ensure all key workforce indicators are in place and monitored robustly to support all surge and essential services
delivery:

Triggers for prioritised safe deployment of staff developed and to be agreed as part of surge planning. Workforce Planning performance
indicators delayed due to work on outbreaks in August and again Sept and surge planning. Taken forward for Quarter 3.

AN30.4 - Ensure agile and new ways of working deployed in order to maintain safety for staff and patients because of COVID-19 are
optimised and embedded:
Model developed and socialised. Capacity to support programme lead now being secured. Taken forward in Quarter 3

AN30.5 - Deliver Workforce Optimisation / Efficiency Plan - reducing waste and avoidable variable /premium rate pay expenditure.
Demonstrating value for money and responsible use of public funds:

Initial revised plan was submitted but Covid related issues have consumed the capacity to move this action forward, most notably the
Wrexham and Glan Clwyd Outbreaks that have been a major draw on Workforce resource over the period

taken forward into Quarter 3.

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 34
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AN31.1 - Implement Year 2 of the Health & Safety Improvement Plan is implemented to staff are proactively protected, supported
and safe, including black, Asian, and minority ethnic, older people, co-morbidities and pregnant workers and that all environmental
and social impacts are monitored and complied with:

Robust risk assessment framework for COVID -19 in place and operational. Case for change for highest risks progress to Business Case
review group. Security specification delayed but underway. Taken forward into Quarter 3.

AN30.3 - Ensure ongoing effective management of training, equipment and supplies in line with emergency guidance:

Comprehensive improvement plan in place to ensure competent training and effective record keeping for PPE/Training in place. Links to work
with HSE. Taken forward into Quarter 3.

BCU Quarter 2 2020/21
Plan Monitoring Report
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QP 32: Digital Health / IM&T
: End of
Action Action Lead Target Date 2019720 Boafd September
Number AP Ref. Committee
2020

AN32.2 |>eekapprovalforfunding for Welsh Executive Medical Director 30.09.2020 N/A F&P R

Emergency Department System
AN32.3 rDei\(;?Idopment of the digital health Executive Medical Director 30.09.2020 N/A DIGC P
AN32.5 E:;Ig:s:entatlon of Digital dictation Executive Medical Director 31.08.2020 N/A DIGC P

|
AN32.7 |Scale up Implementation of Office 365 Executive Medical Director 31.12.2020 N/A DIGC
|

AN32.g |MPlement COVID-19 hardware Executive Medical Director |  31.01.2021 N/A DIGC

response
AN32.11 Delivery of digital infrastructure rolling Executive Medical Director AP 058 DIGC

programme

Further review

AN32.12 Provision of infrastructure and access Executive Medical Director with Area teams/ AP 059 DIGC

to support care closer to home dependent on

Office 365
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AN32.2 - Seek approval for funding for Welsh Emergency Department System:

Pending review by the business case review team and scheduled for Finance & Performance Committee in October 2020.

AN32.7 - Scale up Implementation of Office 365:
Resource being appointed and project governance established

AN32.8 — Implement COVID-19 hardware response:
Procurement of 1,300 devices underway

AN32.11 - Delivery of digital infrastructure rolling programme:
Usual rollout constrained by Covid-19 demand

AN21.12 — Provision of infrastructure and access to support care closer to home:
Funding for 600 devices and short term resource funding agreed

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020
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Chapter 12: Capital

Cyfarwyddiaeth Cynllunio & Perfformiad

Planning & Performance Directorate

QP 33: Estates & Capital

Action | 2019/20 Board End of
Action Lead Target Date : September
Number AP Ref. Committee
2020
AN33.1 |Well-being hubs Executive Director of Planning | 5 g 5050 | ap 064 SPPH R
and Performance
Complete reviews to initiate the
following programmes: R
- Health economy programme
business case i i i
AN33.8 Executive Director of Planning 30.09.2020 N/A SPPH
and Performance
- Relocation of services from Abergele R
- Rationalisation of Bryn y Neuadd R

AN33.1: Well Being Hubs

This action remains relevant however has not been prioritised for Quarter 3 & 4 plan.

AN33.8: Complete Reviews to initiate Health Economy Programme Business Case, Relocation of Services from Abergele,
Rationalisation of Bryn-y-Neuadd
This action remains relevant and will be part of the work-plan for the newly established Capital Investment Group. However it has not been
prioritised for the Q3 & 4 plan

BCU Quarter 2 2020/21
Plan Monitoring Report

September 2020

38



s l:chvld grifvsgo' Cyfarwyddiaeth Cynllunio & Perfformiad
etsi Cadwaladr . .
Planning & Performance Directorate

University Health Board

M

ZO

HS

/ALES

Fo. el
A& /Z2ANG

sZ

Further Information

Further information is available from the office of the Director of Performance which includes:
» tolerances for red, amber and green

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:

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

BCU Quarter 2 2020/21
Plan Monitoring Report September 2020 39
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Cyfarfod a dyddiad: Quality, Safety & Experience Committee

Meeting and date: 34 November 2020

Cyhoeddus neu Breifat: Public

Public or Private:

Teitl yr Adroddiad Quality & Performance Report (QPR)

Report Title:

Cyfarwyddwr Cyfrifol: Mr Mark Wilkinson, Executive Director of Planning & Performance

Responsible Director:

Awdur yr Adroddiad Mr Ed Williams, Head of Performance Assurance

Report Author:

Craffu blaenorol: The data and information in this report has been scrutinised by the

Prior Scrutiny: Director of Performance and the Executive Director of Planning &
Performance

Atodiadau None

Appendices:

Argymhelliad / Recommendation:

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

Please tick as appropriate

Ar gyfer Ar gyfer Ar gyfer Er
penderfyniad Trafodaeth sicrwydd ‘&« gwybodaeth
Icymeradwyaeth For For For

For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

It is important to note that, due to the continued Covid-19 pandemic, whilst Welsh Government will
not be performance managing Health Boards based on the performance measures included in this
report, they have recommenced the monitoring and publishing of the data.

This report includes available indicators from the National Delivery Framework, together with a
section on Covid-19.

Cefndir / Background:

Our report outlines the key performance and quality issues that are of priority for the Health Board.
The summary of the report is now included within the Executive Summary pages of the QPR and
demonstrates the work related to Covid-19 as well as the key measures contained within the 2020-
21 National Delivery Framework. This framework has been revised to provide performance
measures under the Quadruple Aims set out in A Healthier Wales.




Asesiad / Assessment & Analysis

Strategy Implications
The performance measures within the report are aligned with the National Delivery Framework.

Options considered
Not Applicable

Financial Implications
The delivery of the performance indicators contained within our annual plan will have direct and
indirect impact on the financial recovery plan of the Board.

Risk Analysis

The present pandemic has produced a number of risks to the delivery of care across the healthcare
system. The paper highlights the risks arising directly from Covid-19 and the need to maintain
essential non-Covid-19 services. The impact of Covid-19 on non-Covid-19 planned care is reported
together with the interdependencies between ensuring safe re-start of elective care and balancing
the risk of covid-19 for patients, staff and system capacity.

Legal and Compliance
This report will be available to the public once published.

Impact Assessment

The Report has not been Equality Impact Assessed

Y:\Board & Committees\Governance\Forms and Templates\Board and Committee Report Template V2.0 July 2020.docx
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About this Report

Covid-19 Pandemic

It should be noted that all services have been impacted by the Covid-19 Pandemic, and/or the measures put in place to combat the
spread of Covid-19. Although it is important that we continue to monitor and manage performance, it is recommended that the
performance reported herein is hot compared as ‘like-for-like’ to previous year’s performance. It is also important to note that national
reporting and performance management arrangements remain suspended at this time.

The format of the report reflects the
published National Delivery Framework
for 2020-21. This aligns to the Quadruple
aims contained within the statutory
framework of A Healthier Wales.

Additional sections are added to reflect
Covid-19 key performance indicators and
the work on maintaining essential
services.

Local indicators have been included this
month for compliance with national
patient safety notices and alerts.

The report is structured so that measures
complementary to one another are
grouped together. Narratives on the
‘group’ of measures are provided as
opposed to looking at measures in
isolation.

The operational planning for 2020-21 has
been impacted by the pandemic with

planning cycles re-defined into quarterly
plans. The Quarter 2 operational plan
has been approved by the Board and
submitted to Welsh Government. The
likelihood of delivery of the actions
contained within this plan are reported in
the accompanying Q2 Operational Plan
monitoring report. Work is underway on
the development of a combined Q3/4
operational plan which will also include
the winter and surge plans.

As a consequence of the changes in the
planning cycle for 2020-21 and the
uncertainty around the future levels of
Covid-19 the ability to produce month on
month profiles to monitor performance
against is severely limited.

The direction of travel of performance is
indicated through trend arrows.

! )
$
»

For September 2020, the performance
has not been RAG (Red, Amber, Green)
rated as national performance
management arrangements have been
stood down. The information provided is
management information only.

Performance has improved since last reported
Performance as got worse since last reported

Performance remains the same as last reported

The intention for future reports is to
continue to align the reporting of covid-19
related pandemic indicators with the
essential services service status and the
National Delivery Framework while
developing the reporting against the
actions in the quarterly operational plans.

As patient and staff safety permit, we will
recommence the development of profiles

for delivery for activity taking place in
short-term cycles, reporting on referrals,
new ways of working, emergency and
elective activity and waiting lists.

This report contains initial data showing
the impact of the pandemic on referrals,
planned care activity and waiting lists.

Quality and Performance Report
Quality, Safety & Experience Committee

September 2020 2
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Key Messages

Significant areas of
North Wales in
Lockdown due to

rise in cases of
Covid-19
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Executive Summary

The committee are asked to note the
following:

Covid-19 Update

At the time of writing, to date over a
quarter of a million tests have been
carried out, of which 9,380 were positive
for Covid-19. The turnaround from Test to
Result is now averaging at 99%
completed within 24 Hours.

In light of the second wave of the
pandemic, testing capacity has been
increased with the opening of an
additional testing centre on Anglesey.

The Health Board is putting into action its
surge capacity plans to ensure that
services can manage the increasing
demand on acute services as admissions
of patients tested positive for Covid-19
begin to rise.

Quadruple Aim 1:Prevention

Despite the impact of the Covid-19
pandemic on most planned care
services, it Is encouraging to see that our
immunisation of children programmes
have continued to deliver throughout
quarter 1, 2020/21 at 95.8% of eligible
children receiving 6 in 1 Hexevalant and

93.9% of eligible children receiving 2
doses of MMR vaccinations by the age of
5.

Our seasonal flu campaign began in late
September and progress will be reported
in the next report for Quality, Safety and
Experience Committee.

Quadruple Aim 2: Infection Prevention
In comparison to the same period of
2019/20. there has been a fall in the
number of most infection types across
Wales and the Health Board. However,
there has been a rise in the rate of
C.difficile infections across Wales.

This month’s report includes a set of
heatmaps that demonstrate that the
majority of infections are community
onset, i.e. the patients already have the
infection by the time they encounter our
services. The infection Prevention and
Control teams continue to work on
reducing the number of infections
alongside their work on Covid-19.

Quadruple Aim 2: Mental Health

Both Adult and Children’s Mental Health
services have begun to recover as
services have been re-established after

the initial outbreak of the Covid-19
Pandemic. In  particular CAMHS
assessments within 28 days of referral
are now on target of 80% and the rate of
children starting therapy within 28 days of
assessment is improving. However, at
52% it is clear more work needs to be
done.

For Adult Mental Health there was a
slight dip in performance compared to
last month, however the number of
patients starting therapy within 28 days of
assessment remains above the 80%
target at almost 90%.

The number of patients experiencing
delayed transfer of care (DToC) within
our mental health services has increased
however, the length of time each patient
is delayed for is being decreased. There
are a number of issues that cause
DToCs, which are being resolved and it is
expected that the number and length of
DToC’s will reduce over the coming
months.

Performance against the 26 Week target
or children awaiting neurodevelopment
assessment remains poor at 19.5%,
however, Plans recently approved will

enable us to increase capacity to see 120
children per month.

Quadruple Aim 3: Quality & Safety
There were no new never events
reported in September 2020. Incident
closure rates remain strong at 80%
reflecting the learning from incidents and
focus upon timely responses.

Quadruple Aim 4: Mortality and Timely
Interventions

After reaching a high of 1.17% in the last
reporting period, the Crude Mortality rate
has begun to fall at 0.92%.

We are ensuring that Health Board
processes are aligned with the
introduction of the Medical Examiners
Service (ME) which is being piloted at
Ysbyty Glan Clwyd from Sept 2020.

Whilst there is still improvement to be
made, at 52% the rate of provision of
Sepsis Six bundles to eligible patients
within our emergency departments is
improving.

Quality and Performance Report
Quality, Safety & Experience Committee

September 2020 4




Key Messages
Local Surge plan
Lockdowns in implemented to
place to help increase
prevent spread hospital
of Covid-19 capacity

Second wave of
Covid-19 is
affecting North
Wales

Measures

Measure at 27th October 2020

Total number of tests for Covid-19 310,158
% Tests turned around within 24 Hours (Last 7 days) 99%
Number of results: Positive 9,380

Number of results: Negative 300,778

% Prevelence of Positive Tests 3.0%
(cumulative since 30th January 2020) ’

Rate of positive cases per 100,000* 1,268.4

Number of Deaths - Confirmed Covid-19* 460

Source: BCU IRIS Coronavirus Dashboard, accessed 27th October 2020
* PHW Coronavirus Dashboard Accessed 27th October 2020
Quality and Performance Report
Quality, Safety & Experience Committee Septem ber 2020
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Patient Tests Confirmed by Age Group

Coronavirus (Covid-19) | Testing Summary

Tests Completed |Total: 310,158 DY@

pleted | 100+ ]

Mo, of Tests (Daily) @MNo. of Tests (Curnulative)

~ 200,000 ;, -9 -
2 5000 200,000
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Test Date
‘Confirmed Cases | Cumulative Total: 9,380 60-63 _
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‘Deaths With Confirmed Test
@®In Hospital @ Cut of Hospital (incl. QBCLY 10-12 _
3
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, b ] i Ceoe

May 2020 Jul 2020 Sep 2020
Deceased Date Cumulative number from 30" January 2020
_ ] " Source: BCU IRIS Covid-19 Dashboard. Accessed 27" October 2020
Source: BCU IRIS Covid-19 Dashboard. Accessed 27t October 2020 Quality and Performance Report
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- Quadruple Aim 1: People in Wales have
Improved health and well-being and better
- prevention and self management

being but also for their family and for th re fof, perhaps
even for their friends and neighbours. ThereW|ll. dawhole system
approach to-health and social care, inh which.services are only orne
element of supporting people to have better health and well-being
throughout their whole lies; It will be a ‘wellness' system, which aims to
support and anticipate health needs, to prevent illness, and to reduce the
impact of poor health.

| .
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Key Messages

Screening services
restarted in
September 2020

Plans developed for
seasonal flu
vaccination and

preparing for
potential Covid-19
vaccinations

Measures

Follow Up
implemented

See on Symptoms
and Patient Initiated

Q1 20/21

Q1 20/21

Aug 20

Aug 20

Quality and Performance Report
Quality, Safety & Experience Committee

Measure

Percentage of children who received 3 doses of

= 0,
the hexavalent ‘6 in 1’ vaccine by age 1 >=95%

Percentage of children who received 2 doses of

= 0
the MMR vaccine by age 5 >=95%

Percentage of health board residents in receipt of
secondary mental health services who have a
valid Care and Treatment Plan (aged under 18
years)

90%

Percentage of health board residents in receipt of
secondary mental health services who have a
valid Care and Treatment Plan (aged 18 years &
over)

90%

Actual

95.80%

93.90%

90.91%

89.80%

September 2020

Trend

» @& @ »
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digital and
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€ an equitable systemwRICh achieves equal health |

everyone in Wales. IEWill improve the physical and

€lbeing of all thrémghouttheir lives, from birth to a dig
ices.will.lbe seamless and delivered as close to home a
r mspital services will be designed to reduge the time s
in and to,spe\‘ed up recove&y The shift in rg8purces to t
ulbmean that When“bmal b‘&sed caréiSlneeded, i
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Key Messages

Primary Care
digital access and

Increase in
number of Mental
Health Delayed
Transfers of Care

virtual
consultations

established

Mental Health
Assessment and
Intervention times

Top Measures (based on movement up or down)

Measure

improved

Actual

Trend

Percentage of children and young people waiting

Aug 20 less than 26 weeks for neurodevelopment >=80% [EEEEYLS
assessment

Aug 20 Percentage of patients (Adult).waltlng less than >= 0% EEERE
26 weeks to start a psychological therapy

Sep 20 Total Numper of mental health delayed transfers Reduction 50
of care patints

Sep 20 Total Number of mental health delayed transfer Reduction [EXI0N

of care bed days

Quality and Performance Report
Quality, Safety & Experience Committee
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Sep 20

Sep 20

Sep 20
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Quadruple Aim 2: Infection Control Measures

) | University Health Board

Measure Target Actual

Measure Target Actual

Cumulative rate of laboratory confirmed E-Coli Cumulative rate of laboratory confirmed MRSA

cases per 100,000 population =67 63.69 Sep 20 cases per 100,000 population N/A 0.86
Cumulatlve number of laboratory confirmed E- N/A Sep 20 Cumulative numberof laboratory confirmed 0 3
Coli cases MRSA cases
Cumulative rate of Iaboratow confirmed S.Aureus <= 20 Sep 20 Cumulative number of laboratory confirmed <= 40 73
cases per 100,000 population MSSA cases
Cumulative number of laboratory confirmed N/A Sep 20 Cumu!atlve number of laboratory confirmed <= 38 58
S.Aureus cases Klebsiela cases
Curr_lu_la_tlve number of laboratory confirmed N/A Sep 20 Cumul_atlve number of laboratory confirmed <= 10 23
C.Difficile cases Aeruginsoa cases

Quality and Performance Report

Quality, Safety & Experience Committee Septem ber 2020 °
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RO Quadruple Aim 2: Narrative — Infection Prevention

(2]

A

Normal fluctuations in infection numbers are to be expected month on month. The year to date figures in terms of performance to trajectory are
important in relation to improvement. All Welsh Health Boards have seen increases in Clostridium Difficile Infections (CDI).

The Health Board is over trajectory for all organisms except for E.coli. This is due to numbers in Central. West over trajectory for CDI. East only
over trajectory for Pseudomonas. Community Onset (CO) remain significantly higher than Hospital Onset (HO).

Clostridium Difficile Infections have increased with more HO than previously (Sept’ 20/15). CDI infections are the biggest concern with a
significant rise in Wales but more in BCU. Currently audits being completed in to an increase in CDI potentially due to treatment for Covid-
19. Central, and West are both above trajectory. The HPV programme and antimicrobial stewardship (ARK) for Central and area must be
prioritised with more HO to CO.

Methicillin Resistant Staphylococcus Aureus (MRSA) 3 cases YTD. 1 CO unavoidable East, IVDU, 1 CO avoidable MRSA Blood Stream
Infection (BSI) West as Contaminated Blood Culture and 1 ? Avoidable CO, catheterised in ED 10 days earlier and in a Care Home. In
comparison to last year to date ( September 2020) BCU has 50% fewer infections. All Wales are down 30%.

Methicillin Sensitive Staphylococcus Aureus (MSSA) 26% fewer infections from last year, and all Wales down 9%. Most are Community
Onset (CO) 12 compared to 1 Hospital Onset (HO).

E.coli - The majority are CO, 30/5 and overall BCU have seen 24% fewer infections year to date. The majority remain unavoidable and for
others devices remain a potential cause. The increase in Trans-urethral Repositioning (TURPs) and Trial Without Catheter (TWOCS) is an
Important consideration.

Klebsiella infections are down 21% to last year compared to all Wales 13%. IPC and Epidemiology colleagues are reviewing all these.
Majority unavoidable, and CO (6/3) and devices appear to play a part too.

Pseudomonas BSIs have also increased in numbers, 21% compared to all Wales down 15%. 4 cases were confirmed in September 2 CO
and 2 HO). These infections numbers although small are mostly avoidable and related to very unwell patients, with Carcinoma, Pneumonias,
Wounds and Catheters/Urology complications.

Quality and Performance Report
Quality, Safety & Experience Committee Septem ber 2020 10



September 2020 activity Hospital Onset and Community Onset

Infection Numbers - BCUHB

yInformatics

B Co Us

Organism Type Specimen Location Hospital ‘Ward Location Type 01/09/2020  30/00/2020

All | AN ~ oAl ~ | Al e O
EE:;: al | from ICNet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICMet after this time will not appear until the report is updated.

B E Coli Mumber of Infections per Ward - Hover mouse over coloured boxes to see full Ward names and numbers of patients

ﬂf{giena YGCAE Accident and Emergency YGHAE Emergency Dept | ¥GC ITU ITU

MSSA

Pseudomaonas aeruginosa

Mumber of Infections for
Selected Critenia

98

WMHAE Emergency Dept

WMMHEY| Evin_.

Location . Cri...
WK HM. .
WHMHFLE Fleming Ward | RCHMEN Me_ | —
YGHALA.
m LGHBEU E_.. | CEHTF To.. i

Clarence Med...
?-G CCCU---

Mumbers and Percentages of Infections at Acute
Sites

Yabyly Gwynedd Yabyly Glan Clwyd

‘Wrexham Maelor Hospil...

Mumbers and Percentages of Infections by
Organism Type

MR5A

Klebsiella

C.din
MESA

E. Cali

Ward C. diff E. Coli Klebziella MRSA  MS54  Pssudomonas asruginosa Int.al A
YRCAE Accident and Emergency 1 13 2 1 3 1 21
WMHAE Emergency Dept 12 4 2 1 19
YZHAE Emergency Dept 1 4 4 9
WMNHFLE Fleming Ward 2 1 1 4
Clarence Madical Centre 2 2
RCHMEM Menlli Ward 2 2
WMNHEW Evington Ward 1 1 2
¥i3 Alaw Assessment LUnit 2 2
YO ITUITUY 1 1 2
Total 35 35 o 1 14 4 98




Primary, Community & Admission point specimens

Infection Numbers - BCUHB Y Informatics

B Contact Us

Organism Type Specimen Location Hospital Ward Location Type 01/09/2020  30/09,2020

All ~ Al ~ Al ~ Multiple selections o 0

This information is updated from ICMNet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICMet after this time will not appear until the report is updated.

Mumber of Infections per Ward - Hover mouse over coloured boxes to see full Ward names and numbers of patients

YGCAE Accident and Emergency WMHAE Emergency Dept ¥GHAE Emergency Dept Clarence hMe._

WHAHMAL _.

? F

Mumber of Infections for
Selected Criteria Criccieth _.

67

Mumbers and Percentages of Infections at Acute Mumbers and F‘Efcer‘ltages of Infections b}f Ward . diFF E. Coli Kleksiella MRSA MSSA Pszudomonas aeruginosa  Total A
Sites Organism Type - =
Y&CAE Accident and Emergency 1 13 2 1 3 1 21
MRSA WIMHAE Emergency Dapt 12 4 2 1 13
Yabyly Gwynedd — —— Wrexham Maelor - Flensiels YEHAE Emergency Dept 1 4 4 9
Clarence Meadical Centre 2 2
M55 A E.Coll Wiz Alaw Aszessment Unit 2 2
Beech Awvenue Chinic (MWrexham) 1 1
Cadwgan Surgery 1 1
Corwran Health Centre (Corwen) 1 1
Criccieth Health Centre 1 1| M
Ysbyly Glan Clwyd C. it Total 17 29 6 1 12 2 &7




Comparison Numbers for C.Diff infections

YTD Inpatient areas

Organism Type
C. diff

Pt

Specimen Location Hospital

All

T

Ward
All

Location Type

T Multiple selections

T

01,/04,2020

30/00/2020

QO

This information is updated from ICMet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICNet after this time will not appear until the report is uﬁategj -

MNumber of Infections per Ward - Hover mouse over coloured boxes to see full Ward names and numbers of patients

WMHACU Acu.. | YGC5

YECO0T W

YGHALA Alaw Ward YGC ITU ITU YGHTEG Tegid W.

YGCOTF Ward 7

LGHEEL Beuno Ward (FM.. | ReHIMEN Menlli .

WIMHRNT
YGHGLY Glyder . | YGC04 Ward 4
Mumber of Infections for

Selected Criteria

6 5 Yoo Ward 0

YGC03 Ward 3 WHMHERD Erddig ..

Mumbers and Percentages of Infections at Acute Mumbers and Percentages of Infections by Ward C diff  Total |
Sites Organism Type =

LGHEEW Beuno Ward (FMW) 4 4

YGHALA Alaw Ward 4 4
Yabyly Gwynedd < Yabyty Glan Clw. RCHMEM Menlhi Ward 3 3

TGO ITU ITU 3 3

YO0 Ward 3 3

D:CHBRA Deeside Hosp 2 2

Bramwen Wd

WMHACU Acute Cardiac Unit 2 2

WMHERD Erddig Ward 2 2 |
Wraxham Maslor Ha_ — & dill Tesal 7 oc oc
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Frequency Measure

Percentage of mental health (Adult) assessments

Aug 20 undertaken within 28 days of referral
Percentage of therapeutic interventions (Adult)
Aug 20 -
within 28 days of assessment
Percentage of mental health (CAMHS)
Aug 20  assessments undertaken within 28 days of
referral
Aug 20 Percentage of therapeultic interventions (CAMHS)

within 28 days of assessment

Target

>=80%

>=80%

>=80%

>=80%

Quadruple Aim 2. Mental Health Measures

Actual

76.19%

89.96%

80.56%

52.11%

Trend

» B @ @

Quality and Performance Report
Quality, Safety & Experience Committee

Frequency Measure

Percentage of children and young people waiting

Sep 20 less than 26 weeks for neurodevelopment
assessment
Sep 20 Percentage of patients (Adult) waiting less than
P 26 weeks to start a psychological therapy
Sep 20 Total Number of mental health delayed transfer of
P care patients
Total Number of mental health delayed transfer of
Sep 20

care bed days

Target

>=80%

>=80%

Reduction

Reduction

Actual

19.57%

23.78%

Trend

» @ @ @

September 2020
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Quadruple Aim 2: Narrative — Mental Health and DToC

CAMHS

Reset plans for routine appointments for all teams
approved by BCUHB Clinical Advisory Group

Plans allow for reconfiguration of services should
Covid-19 pandemic re-escalate

Increased usage of Attend Anywhere to allow flexibility
in provision of service where clinically appropriate

Facilitation of home working for staff where possible to
increase capacity in bases — dependent on IT
provision with lack of availability in some teams

Initial review of referral figures in September showing
an increase on previous months

Ongoing discussion with school to reinstate EIPs
services to provide support and manage demand

Recruitment of Family Wellbeing Practitioner posts to
support clusters well underway in all teams with some
commenced in role

Reduced demand from Apr - Aug allowed for focus on
assessment waiting list with MHM Part 1a target met
in August at 81%

Adult Mental Health

The MHLD Division continue to improve the Mental
Health Measure (MHM) position for assessments
within 28 days. A fall in compliance during July and
August was attributed to an increase in referrals.
The Division continue to deliver therapeutic
interventions within 28 days, which is above the
national target rate, and part 2 and 3 continue to be
compliant.

Part 1 =
936 ‘ 76.1% 1
3 0
S

Total Referrals % Assessments Within 28 Days

‘ 90.3% . S 665

5 Interventions Within 28 Days Total Discharges

Patients Currently Waiting (Latest Snapshot)

936 511
Assessment 9 Intervention é
Part 2 - Latest Snapshot =

5.23

Total Caseload

Part 3 =

17 ‘100.0%‘

Total Reassessments % Reports Within 10 Working Days

21.1%

% Valid CTP

Delayed Transfers of Care (DToC)

East: 3 - 2 f
. )
1 &

Rehab: 5 -no change

LD:1- 1 @

Of the 16 patients across MLHD awaiting discharge,
appropriate placements have been identified for 6 and
dates for discharge are being confirmed. 1 Patient is
awaiting a bed, 3 awaiting assessment, 1 patient is
awaiting tenancy agreement, 1 is on S17 leave, 2 are
awaiting a supporting housing placement and 2
funding requests have been presented at CHC panel
and awaiting decision, w/c 12.10.20.

Centre: 2 -

West: 5 -

Action taken — Divisional Senior Leads continue to
monitor and review through daily safety huddles all
patients who have a delayed discharge. A weekly
DToC briefing is completed for all areas identifying any
barriers to discharge, and the actions being taken to
progress.

Quality and Performance Report
Quality, Safety & Experience Committee
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Quadruple Aim 2: Narrative — Mental Health

Neurodevelopment

Current Position:

As of September the waiting list for an neurodevelopment assessment stands at 1895
patients, of which 1515 (East 1000, Centre 300, West 215) have waited in excess of the 26
week target. During the suspension of service and the restart process we have lost approx.
370-400 assessments and have received approx. 330 fewer new referrals than we would
have had expected based on previous years. It is envisaged that as schools return these
referrals will be sent in addition to the return to our previous referral rate of 130 per month.
If correct this will mean our waiting list position will worsen considerably over Qtr3 to
approx. 2300, of which 1700-1750 will be in excess of the 26 week target

Re-start Position:

Approval to restart the non urgent neurodevelopment assessment service was received
25" Sept with clinic beginning in October. As activity is adapted to reflect social distancing
and access to schools still being negotiated it is envisaged full BCUHB capacity will not be
reached until January 2021.

Recovery Position:

Recruitment of staff for the expansion of service has gone well since the Welsh
Government increase in Jan 2020. The aim is for our activity to increase by 100% to 120
cases per month.

We have completed the tender process and awaiting the start of our chosen supplier to
complete and additional 700 assessments.

We have submitted a recovery bid to fund the lost assessment capacity during service
restrictions (an approx. 370-400 assessments)

With current investment the current WL target is estimated to be reached in Qtr. 2 2022/23

or Qtr. 3 2023/24 using our Best/Worst case scenario. Current additional capacity funding

will be exhausted Qtr. 4 21/22, by which time our WL prediction is 39% or 30% base
| against best/worst case scenarios.

Psychological Therapy

The Mental health & Learning Disabilities (MHLD) Division currently has
no Divisional leadership role for psychology or psychological therapy in
post, to lead upon and consult wider across the workforce, upon the
implementation of the Psychological Therapies review.

The Senior Leadership team (SLT) have regrouped in September 2020
following significant churn , to consolidate its resource and focus its work
priorities, and are going to meet with the psychologists as a group within
the Division in October. This is in order to discuss and begin the
recruitment of an interim role to lead the professional coordination of
Psychology within the Division.

The first step in reviewing the contribution of psychology, and how we
become psychologically minded as a Division (psychological therapies
review) are to begin to engage with psychology as a profession, to inform
the business strategy of the Division. Beginning this discussion regarding
leadership with psychology, is the fundamental step upon which the other
actions in the psychological therapies review will be dependant upon and
this is not currently in place.

Quality and Performance Report
Quality, Safety & Experience Committee
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Quadruple Aim 3:
The health and
social care
workforce in Wales
IS motivated and

) | University Health Board

team approach
t the needs and
e in place
ing across
education providers
ability and leadership.

New models of care will involve a broad multi-discipli
where well-trained people work
preferences of individuals. Joint

Messy

aff expanding generalist skills'an

ategic partnerships will support thi
and learning academies focussed on professiona

lanning wi
ofessional

Key Messages

Increase in

) Reduced use of
recruitment to

substantive posts

Agency Staff

Measures

Period Measure

Percentage of complaints that have received a
final reply (under Regulation 24) or an interim

Q1 2020/21 reply (under Regulation 26) up to and including 30
working days from the date the complaint was first
received by the organisation

Sep 20 Number New Never Events

Cumulative Patient Safety Solutions Wales Alerts
or Notices that remain open

Sep 20

Sep 20 Doctor Appraisal/ revalidation rate

Quality and Performance Report
Quality, Safety & Experience Committee

Additional Well-
Being resources
provided for staff

Actual

71.05%

85.60%

September 2020
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Incidents

In September a total of 2,953
incidents have been reported;
2,232 relate to patient safety.
In recent months there has
been a levelling in the number
of incidents reported,
reflecting a return to more
normal reporting levels
previously impacted by Covid-
19 related activity changes.

Incident closure performance
continues to be strong and
above plan, with 2,354 of
2,951 (80%) incidents
reported in August being
closed within timeframe. This
is slightly up on July (76%).

Serious Incidents
(Welsh Government
Reportable)

Thirty-eight serious incidents were
reported to Welsh Government in
September, whilst twenty-one were
closed. Six incidents were due for
closure in September; of which four
remain open and under
investigation, two were submitted
within timeframe.

Overall closure rate within
timeframe for the vyear s
approximately 48%, which is below
the national target of 90%. The
Health Board has 70 serious
incidents open and under
investigation of which 20 (29%) are
overdue.

Never Events

There were no new Never Events reported in
September 2020

Currently there are no never event
investigations open internally within the
Health Board. The investigation report
detailing the findings from a wrong site
surgery never event reported in November
2019 in Ysbyty Glan Clwyd is currently being
reviewed by an independent expert.
Additional informational has recently being
requested by this expert and submitted; this
never event therefore remains open pending
this external expert review.

The investigation for the never event in July
2020 (wrong site surgery: injection into wrong
eye) has been completed. Key learning from
this never event relates to the failure to use a
Local Safety Standard for Interventional
Procedures (LocSSIP). There is an ongoing
improvement plan in development within
Secondary Care to address this issue which
is a theme from recent never events.

Doctor Appraisals/ Revalidation

Please note that all appraisals have been
cancelled for both Primary and Secondary
Care doctors up to July 2020. This is logged
as an approved missed appraisal.

From 21st July 2020, Secondary care
doctors due in Jul — Sept and Oct — Dec
guarters are now being encouraged to
undertake an appraisal. Failure to complete
an appraisal due to COVID19 issues will be
logged as an approved missed appraisal.
Please note that GP Appraisals between
July — Sept 2020 have been cancelled due
to the pandemic.

Secondary care doctors due Jul — Sept
2020 have been given until end of October
to complete an appraisal as most of July
was lost

Quality and Performance Report

Quality, Safety & Experience Committee
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Quadruple Aim 4:
Wales has a higher
value health and social
care system that has
demo

ed rapid”
t aﬁd'
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data and ussed n
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riesg@and other partners.

Key Messages

Reduction in

Mortality Rate, Increased

system working

from 1.17% to
0.92% in 1
month

to link Health and
Social Care Data

Measures
»

Period Measure

Sep-20  Crude hospital mortality rate (74 years of age or less)

Percentage of in-patients with a positive sepsis screening who
have received all elements of the 'Sepsis Six' first hour care
bundle within one hour of positive screening

Sep 20

Percentage of patients who presented to the Emergency
Department with a positive sepsis screening who have
received all elements of the 'Sepsis Six' first hour care bundle
within one hour of positive screening

Sep-20

on outcomes that _
Percentage of patients (age 60 years and over) who

presented with a hip fracture that received an orthogeriatrician
assessment within 72 hours

May 20

nt options,.in line

Sep-20 Percentage of episodes clinically coded within one reporting
P month post episode discharge end date
anagement and

elerate _
p—— Quality and Performance Report
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North Wales

Covid -19

Protection and

Response Plan
Produced

Reduction

Improve

Improve

=75%

>= 95%

Actual

0.92%

100%

56.94%

54.00%

94.80%

September 2020

Trend

» » 5 3 9
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Quadruple Aim 4. Narrative

&4 {A\J\ 11 | University Health Board
Outcome Actions Timeline Lead Progress
1. Develop a reducing 1. Establish a Reducing Avoidable 1. Completed Melanie 1. Established Summer 2019
avoidable mortality Mortality Steering Group (RAMSG) Maxwell
strategy 2. Develop a surveillance report to 2. Completed 2. Regular report to RAMSG
identify potential areas for action
3. Develop a strategy 3. March 2021
2. Redevelop Learning 1. Hold workshops with primary & 1. November 2020 | Melanie 1. Secondary care workshop held. Primary & Community
from Deaths policy. community and secondary care to Maxwell workshop had to be rearranged
review and update current process | 2. March 2020 3. Monitoring tool in development — to be presented to QSE
2. Revise existing policy and process; in Oct 2020.
complete approval process 3. quarterly
3. Monitor implementation through the
QSE quarterly assurance report
3. Ensure BCU 1. Pilot Datix Mortality Module 1. Completed Mel Baker | 1. Piloted and developed
processes are aligned 2. Roll out electronic Datix Mortality 2. Mar 2021 2.  YGC Completed; YG in progress; WMH training from
with the introduction of Review module 3. Mar 2021 Nov 2020; Primary care to be agreed
the Medical Examiners 3. Working with ME Officers to agree 3. Series of ME/Clinician awareness sessions held
Service (ME) piloting processes . Process to receive ME reports developed
form Sept 2020 in YGC) * Meeting to explore paperless transfer of case notes to ME
to enable centralised working held; paper being produced
4. Reduce mortality 1. Sepsis collaborative to improve ED | 1. Delayed Melanie 1. Sepsis collaborative ran 2018/19 - improved data
through specific delivery of Sepsis (Sponsor Kate Maxwell capture; data review meetings (DRIPS) ; improved
improvement Clark) compliance with 5/6 deliverables; reducing mortality
collaboratives changes not embedded. Due to continue from Mar
2021; rescheduled Oct 2021 stood down due to Covid
escalation and lack of resource., To reconsider how
can deliver this improvement without formal
collaborative

Quality and Performance Report
Quality, Safety & Experience Committee

September 2020 20



20

University Health Board

=

ALES

o we |PC Monthly numbers — To end of September 2020

BCUHB
Total monthly number of C. difficile

40

PN AT .
MIAVAVAVANE W — /
P — —/

ASA VaY A7\

. \I\V/ LY NV X

10 \ NMA NIVAY4
¢ ¥ ¥

5

0

I T TS S R . S S N S S S SN S S P

S RN S I SO SR P - S S e

W E TS E T E

—&— Total number of C. difficile

Mean Trigger ====- UCL ===== LCL

BCUHB

Total monthly number of MSSA bacteraemia

30

25

20

15

10: ; ;; :; \’\ A}
vV

0

Q

S8
w

—— Total number of MSSA bacteraemia

® »
PR I - R S
& F TS & @

BCUHB
Total monthly number of Klebsiella sp. bacteraemia

25

20

. ) — I
N\ AYVAVAY.VEN |

BCUHB
Total monthly number of MRSA bacteraemia

-
S)

_(’0

\

\ R
\ - N
VA INCA It
AWAWAVAN Al

O R, N W A O N DL

A A ¢} G4 & > > > o
ST R ST . N o5
N AN A AR A R g AN M A ~ AP R 5 S~ SR

T F WS WP T S T

Yo
%o
o

%o

~
4

A

2

o
o

—— Total number of MRSA bacteraemia

Mean Trigger ----- ucL  ----- LCL

BCUHB

Total monthly number of E. coli bacteraemia

80

70

AN
50

40

30

20

10

0

<)
<

&
SRS

o]
%) Q ‘) A %) N3 > D Gl D WD Gl 2 2 3 2 o S ] & o
5 3 I ha e N » N o N N g N o s g b i
< : b LA NS : i N BV : N h & w7
R R R R R R R R R I Rl
~—&— Total number of Klebsiella sp. bacteraemia -~ Mean Trigger =====UCL =====LCL
BCUHB

Total monthly number of Pseudomonas aeruginosa

o N
== =4

3

3

2
. ..
0 + +
A % G 2\ A G-I BN, ) Gl G O O O 2 2 ] & (N o (]
N N R T, . P N A PN S A A S A AN
& : 2 2 : > : 2 s 2 < b b s 5 < % 2
W& T @8 o (P & & &8 o o & & &%
—#— Total number of Pseudomonas aeruginosa Mean - Trigger ===== UCL ====- LCL

September 2020 21




40

35

30

25

20

15

10

& @ RO N S N R IR e & ¥

6.00

5.00

4.00

3.00

2.00

1.00

0.00

O/

Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

Z:0
=)

=
>
bl
-
w

BCUHB Monthly numbers of C. difficile by location type
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Benchmark Chart - C. difficile rate per 100,000 of
the population - April to September 2020
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Benchmark Chart - MRSA bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)
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Benchmark Chart - MSSA bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)
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Benchmark Chart - E. coli bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)
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Benchmark Chart - Klebsiella bacteraemia rate
per 100,000 of the population - April to
September 2020 (Rolling)
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Percentage Mental Health Assessments (Adult) within 28 days of Percentage Mental Health Assessments (CAMHS) within 28 days of
Referral Referral
August 2019/20 vs August 2020/21 August 2019/20 vs August 2020/21
100.00% 100.00%
80.00% 80.00%
60.00% 60.00%
40.00% 40.00%
20.00% 20.00%
0.00% 0.00%
pr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar pr- May Jun Jul Aug Sep Oct Nov Dec Feb Mar
mm 2019/20 == 2020/21 —Target mmm 2019/20 m=mm2020/21 —Target
Percentage Mental Health Theraputic Interventions (Adult) within 28 Percentage Mental Health Theraputic Interventions (CAMHS) within
days of Assessment A 28 day7 of Assessment
August 2019/20 vs August 2020/21 100.00% ugust 2019/20 vs August 2020/21
100.00% 90.00%
80.00%
80.00% 70.00%
60.00%
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20.00% 10.00%
0.00%
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mmm 2019/20 ==m2020/21 —Target :
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Number of Delayed Bed Days (BCU Mental Health) Number of Delayed Patients (BCU Mental Health)
2020/21 comparison to 2018/19 and 2019/20 2020/21 comparison to 2018/19 and 2019/20
September 2020 September 2020
3500 60
3000
2500
2000 os
93384
1500 -
) = 365

1000
500

0

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Month Jan Feb Month
PARTARe] 1926 | 1780 | 2093 | 1715 | 1407 | 1584 | 1704 | 2008 | 1843 | 2083 | 1932 | 1365 | PAoMESAE] 19 19 17 17 15 14 15 16 13 13 11 10
pLieJpdo) 1110 | 1004 | 917 | 1121 | 1210 | 927 958 | 1064 | 1275 | 1445 | 1840 | 1578 | plukelels) 9 5 12 17 24 24 18 16 20 17 17 21
popApAy 1015 | 921 837 | 1042 | 3025 | 2501 2020/21 IS 19 20 23 28 52
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ED&MIU Attendances and 4hr Performance
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{Bg} SR Impact of Covid-19 Pandemic on Unscheduled Care
October October
Position as at end of 25th October 2020 Jun 20 Jul20 Aug 20 @ Sep 19 Sep 20 1st-25th  1st-25th
2019 2020
ED&MIU 4 Hour Performance 83.61% |79.80%|77.90%| | 71.64% 77.58% 70.75% 73.24%
ED 4 Hour Performance 80.53% | 75.24%|71.84%| |60.07% 71.39% 59.87% 66.65%
ED 12 Hour Performance 442 703 1063 1977 1187 1489 1178
1 - 2 Hour Ambulance Handover 127 222 404 574 445 402 412
2 - 3 Hour Ambulance Handover 48 83 142 192 198 137 187
3 - 4 Hour Ambulance Handover 6 27 53 70 75 46 117
4 - 5 Hour Ambulance Handover 4 8 16 35 49 14 52
Over 5 Hour Ambulance Handover 2 8 21 24 44 11 29
Red 8 Minute 70.06% |65.82%|60.90% | |69.37% 61.05% 70.11% 64.63%
DToC Census - Total number of patients 20 23 28 111 52 90
DToC Census - Total number of bed days delayed 1046 1314 | 3199 2293 3039 2846

Quality and Performance Report
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Impact of Covid-19 Pandemic on Referral Rates
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Impact of Covid-19 Pandemic on Planned Activity

WALE

Core Outpatient Activity
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Theatre Procedures (Inpatient and Daycase): Completed Elective Cases in Planned Elective Lists by Week
350

300
250
200
150
100

50

Q
8
Q); {]/

N
s

N
Q0
Q{]{
B

S

Q
o
o
%\Q
f'L

Q
Vv
o
\'\

NG

Q
Q{L
Q{},
(-J\\
Q}

Quality and Performance Report

31
Quality, Safety & Experience Committee

September 2020



Bwrdd lechyd Prifysgol
Betsi Cadwaladr

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

 performance reference tables
» tolerances for red, amber and green

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:

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

Quality and Performance Report 32
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Sefyllfa / Situation:

Planned Care has been severely affected by the restrictions caused by the covid Pandemic,
resulting in routine patients waiting longer than ever. The waiting list is seeing over 45,000 patients
now waiting over 36 weeks in October of this year.

Cefndir / Background:

Planned care continues to deliver services via risk-stratified patients requiring operations in the
next 5 months. This is being undertaken whilst remaining committed to the greatest need based on
the four principles below:

Harm from
Harm from COVID overwhelmed NHS
itself and social care
system

Harm from wider
societal
actions/lockdown

However, it is recognised that capacity is 40% less than the pre-covid activity, leaving patients who
would have been regarded as routine, now priority 4, with few treatment options at this moment in
time.




Asesiad / Assessment & Analysis

Since the previous paper in August, planned care has developed the Q3/4 plan and the risk
stratification process has been undertaken for patients on the waiting list.

History will demonstrate that cancer and elective care will be one of the most affected services of the
covid pandemic.

The length of time patients are waiting continues to grow and there is a significant run rate of
approximately 4,500 patients per month moving into the over 36 weeks. The graph below represents
the current position.

BCU Waiting List
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BCU HB Waiting List by cohorts of Weeks Waiting as at 25" October 2020

0-25
51,343

26-31
6,290

32-35
10,857

36-51
24,223

52+
21,991

Total on WL
114,704

Weeks Waiting
Number on WL

Although the total waiting list size has now increased to 114,704 this is attributed to a reduced referral
rate for routine patients; the significant concern is the over 36 week waiters and the increase in over 52
+ waiters, where no activity is being undertaken due to the reduced capacity in the post covid era.

A simple analysis has been undertaken based on that 4% of a routine list may have an unknown
malignancy. This benchmark points that 1,800 patients may come to some form of harm, whilst waiting.
We also recognise that morbidity problems for patients awaiting arthroplasty or hand surgery will be
occurring as well, not yet clearly understood. Although many other NHS organisations across Wales
and the United Kingdom are in a similar situation, this Health Board started behind the curve with a
significant backlog at the end of March.

The essential services has now moved into risk stratification for stage 4, as previously described in the
August paper :
Priority Level 1a Emergency — operation needed within 24hours

Priority level 1b
Priority level 2
Priority level 3
Priority level 4

Urgent — operation needed with 72 hours

Surgery that can be deferred for up to 4 weeks
Surgery that can be delayed for up to 3 months
Surgery that can be delayed for more than 3 months




The functional capacity plan for Q3/4 supplied by the areas and sites has shown capacity is only
available for the Priority 1-3 categories. To this end the organisation introduced the Option 5 “Once for
North Wales approach” which shared capacity across the 3 acute sites for key “essential services.” In
particular, Ophthalmology, Surgery, Endoscopy, Urology and Orthopaedics. This methodology however
does not provide extra capacity but it does level waiting times, as patients are offered the shortest
waiting times across North Wales and reduces health inequalities.

With Ophthalmology the Committee need to note that R1 patients remains high, with the volume
overdue the target increased to 17,277 and only 41.6% now within the national target. Work is
continuing to re-establish community ODTCs to provide additional capacity and a newly appointed
Managing Director has taken over the leadership role of this service to review and make
recommendations via the planned care transformation group.

During the last two months, we are seeing more theatre sessions re-starting, in a resulting increase in
activity.

Theatre Procedures (Inpatient and Daycase): Completed Elective Cases in Planned Elective Lists by Week
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The graph above demonstrates this (measured weekly), however we are still approximately one patient
less per list than in the pre-covid utilisation, given we run 10 sessions per week over 12 theatres this
equates to approximately 120 patients per week per site is lost.

There is also significant issues around specialties such as Dermatology and Ophthalmology Age-
Related Macular Degeneration (AMD) injections due to the loss of capacity.

Cancer Services

As mentioned, the Q3/4 plan is supporting the cancer services, as generally they fall into the Priority 2
risk stratification. Close monitoring is being undertaken and currently the organisation is holding its
position. The specialty of concern is Urology, due to the high volume and moderate risk of that
specialty. Referrals have now achieved pre-covid levels and there is some early indicators that cancer
referral levels are 104% of pre-covid.
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Diagnostics

Diagnostic capacity has been reduced. This is resulting in an increased backlog now standing at
approximately 9,000 patients. Priority has been given to suspected cancer patients. Patients are being
offered appointments based on service capacity as opposed to clinical location. Diagnostic capacity
remains constrained in terms of both workforce availability, and equipment time.

Many of our diagnostic departments are not designed to easily accommodate 1- 2 metre social
distancing and so appointment scheduling has needed to be revised to support patients and staff well-
being. Additional cleaning of all equipment between patients has added to the length of procedures
further reducing imaging time available for patients.

Plans to increase capacity include the appointment of our regular diagnostic agency to increase
imaging capacity for CT and MRI to seven days throughout BCU. We have secured an additional CT
Scanner via the national programme and this will be on site during August and expected to be

operational in September.
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MRI mobile capacity will be required to replace the estimated 35% loss of internal activity; this is
currently being built as a business case to support the loss of capacity.

The Committee are asked to note that the risk for patients waiting is significant and is increasing.
Solutions given the covid situation with social distancing are challenging to implement, particularly when
the capacity was built in the pre-covid situation and the physical space for patients and staff safety is
reduced.

However, a number of initiatives are being rapidly explored whilst observing the needs to support staff
under extra pressure and keeping the possibility of Covid surge capacity in mind.

The schemes can be summarised as :

e Validation

e Demand management

¢ Roll out of virtual capacity

e Non-surgical treatment of long waiters

e Extra activity in existing capacity - Waiting List Initiatives (WLIs) and Insourcing

¢ Providing ring fenced modular ward and theatres on each site to deliver backlog clearance
using WLI or insourcing

Each of these programmes are currently being reviewed and Welsh Government funding has been
requested through the Referral to Treatment (RTT)/planned care plan for top five schemes.

The final scheme would give a more sustainable solution, providing the capacity gap from pre-covid to
post covid. It would also provide a possible pre-requisite to another concept, known as the diagnostic
and treatment centre for North wales.

Conclusion

The end of October will give a good benchmark on where planned care lies against its Q3/4 plan. It will
give an indication on whether or not we are continuing to see the high-risk patients and what other
actions may need to be taken. There is a growing quality and safety risk as patients wait longer for their
procedures due to the covid pandemic. Steps are being introduced to help support patients whilst
waiting which will also include a communication strategy. The growing backlog is of significant concern
for planned care and options are being looked at over the long term on how we can provide a
sustainable solution for the Health board that would fit into the short and midterm measures described
in this paper.
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The Committee is asked to take assurance from the Infection Prevention report.
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Sefyllfa / Situation:

The IP report will update the Committee on the position of IP performance and the associated risks
relating to IP. For this report a summary is provided on:

1. 2020/21 trajectories, performance, gaps and actions required

2. COVID 19

Cefndir / Background:

Infection Prevention performance and reporting is a mandated requirement for the Health Board.
This report will provide a position statement in relation to trajectories, quality improvements, harms
and exception reporting.

The significantly under resourced Infection Prevention Control Team (IPCT) has been challenged in

delivering the 2020/21 work programme. The breadth of responsibilities within the IPCT have had an
impact on the stability of the team. The resource for expert and specialist IPC nurses across the UK
and Wales is now significantly diminished as organisations have their business cases approved and

recruited in Winter 2019/20 and since.

Asesiad / Assessment & Analysis:




Introduction

BCU has a zero tolerance to any avoidable infection that is either Community Onset (CO), Hospital
Onset (HO) or Health Care Associated (HCA). Any avoidable infection is subject to scrutiny, a Post
Infection Review (PIR) that is multi-faceted and additionally may be presented to the Corporate Led
Health Care Associated Infection (HCAI) panel. This process also applies to ALL Meticillin Resistant
Staphyloccocus Aureus (MRSA) Blood Stream Infections (BSI) and Clostridium Difficile Infections
(CDls).

Learning from any of these outcomes results in changes and further innovations wherever possible
to prevent any reoccurrence. All infections are reported via the laboratory into a system called ICnet.
In addition to this, the IPCT perform a “deep dive” on every infection, cluster and outbreak. This
determines whether an infection is Community or Hospital onset, Health Care Acquired or not and if
it is avoidable or not.

Since 6th July 2020 all Covid 19 infections greater than 2 days after admission also have a post
infection review (PIR) carried out and since September 2020 all these are subject to a panel
compromising of the Executive Director of Nursing & Midwifery, Associate Director of Nursing for IP
and both Directors of Nursing for that Health Economy (Area and Site). The IPCT are responsible for
maintaining the “line list” as one version of the truth in relation to Covid 19 infections and if these are
CO or HO and HCAIs.

Examples for avoidables would include device management where there has been a breach in
Aseptic Non Touch Technique (ANTT), contaminated blood cultures or delay in change or removal of
a device. Unavoidables would include Intravenous Drug Users, noncompliance with health care
advice, or no healthcare intervention i.e urinary tract infections, hot gallbladders, some endogenous
infections and liver abscess. The numbers the IPCT report are exact to those reported back from
Public Health Wales (PHW), which uses an additional lab reference system called LIMS. Where
there are any anomalies these are addressed urgently.

In terms of our position to other Health Boards, please see appendix 1 and below in terms of Health
Board positions and comparisons. These slides also include year to date data in relation to trajectory
infections, narrative and data in terms of community and hospital onset, and those infections that
may or may not be HCAIs. In addition, there is information to show the rationale for concern in terms
of the increase in HO CDls.

The Infection Prevention Sub Group (IPSG)
The IPSG has undergone several changes since April 2020, which focuses the group on
accountability, senior clinical engagement and quality improvement. This has led to the most recent
changes in the Terms of Reference and governance arrangements including:
e Mandatory epidemiology updates in relation to performance
Set report format with mandatory sub headings from area and site directors
Independent member
Primary care membership
Dentistry membership
Medical membership in addition to Microbiology and Consultant in Communicable Disease
Control (CCDC)
e Senior colleagues reporting into IPSG from Health Economies and Local Infection Prevention
Groups (IPGs)
e Focus on going further faster
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Clostridium Difficile:

Cases have increased across all of Wales by 18% compared to BCUHB, 24%. There are far more
HO infections than CO. This may be related (ongoing consideration across Wales and the UK) to
remote prescribing in the community and audits are underway in the acute hospitals. There is also
ongoing epidemiology, antimicrobial and Whole Genome Sequencing (WGS) work ongoing which is
part of the innovative and collaborative approach coordinated by the AND for IP. There also appears
to be an environmental risk (previous admission) to some new infections and an increase in those
patients receiving oncology services. This is also being studied with colleagues in Haematology
services. Over use of inappropriate antimicrobials is definitely an influence. Particularly when we
consider those infections, being treated with broad-spectrum antimicrobials and those that are multi
resistant organisms.

The Health Board is over trajectory, 120/74. The largest increases are in Ysbyty Wrexham Maelor
(YWM) and Ysbyty Glan Clwyd (YGC).

In addition to the approach described above, the IPCT are also working with colleagues in Estates
and Facilities and ongoing work includes:

1. ARK must be embedded into the YGC site as a priority with support from Medical, Nursing
and Pharmacy senior colleagues and commitment to training and challenge were non-
compliance with the formulary is witnessed.

2. Antimicrobial Pharmacists and the ongoing work required in the Community, Dentistry, MH/LD
MUST NOT be underestimated in relation to the impact on infection rates and the TARGET
tool must be reinforced. This requires a commitment from pharmacy and area to support the
need for antimicrobial stewardship.

3. Pilot a discharge/transfer team to deep clean all the bed space including furniture, bed,
mattresses and curtain change. The use of sporicidal wipes for any faecal contaminated items
and spaces.

4. Decontamination of equipment is now a standing item on the Local (LIPGs) and any issues of
significance need to be escalated to the Decontamination Group and IPSG.
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5. There is a mandatory need for a sufficient decant area in each hospital to allow for an
uninterrupted and robust hydrogen peroxide vapour (HPV) or ultraviolet (UV) programme.

6. The IPCT are working with estates and facilities colleagues to trail and implement new
technologies in the Health Board. This will commence in East where the environment is the
most challenging to clean due to age and lack of isolation facilities.

7. Prioritise Admission areas, Haematology and Gastrological wards where CDI may be grossly
contaminating the environments.

8. Ensure there is access to hand wipes for every patient at mealtimes. The finances for this
were agreed week commencing 12t October 2020.

9. Continue surveillance and monitoring of WGS and PIRs

Methicillin Resistant Staphyloccocus Aureus (MRSA)

There have been 3 MRSA BSI to date as described in appendix 1. All of Wales is showing a 30%
reduction compared to year to date 2019/20. BCU have seen a 50% reduction. One in East was
CO, and not deemed a HCAI. The one case in West is avoidable and a contaminated blood culture
which has IPC, Medical Director and Director of Nursing involvement, leadership and challenge.
One in Central was thought to be CO; however, the PIR shows the patient was catheterised in ED
10 days previously and returned to the care home where they live.

In addition to above actions:

1. Further work is ongoing to understand, GP, Community Nursing and Care Home expertise in
caring for a urinary device.

2. The community catheter audit was postponed due to the ongoing reduced capacity and
resource in the IPCT. However a task and finish group has now being coordinated (started
w/c 12.10.2020) in driving forward the mandatory work to understand how many urinary
devices there are in the wider community, including; how many of these patients have
healthcare interventions, from whom, how many patients have been screened for MRSA and
if positive, decolonised.

3. Increase access to continence assessments, Transurethral Resections of Prostate (TURPSs)
and Trail without Catheters (TWOC:s).

4. Approval of and coordination of distributing new vascular devices documents, which are
concise bundles and concentrate on monitoring as well as excellent insertion.

5. The ongoing need to establish and fund a specialist intravenous (V) service, which will
oversee Outpatient parental Antimicrobial Treatment (OPAT), line insertion and blood culture
collection. From PIRs and the Deep Dive scrutiny process there is a priority to drive forward
the completion of blood culture collection documentation. This work was commenced last
year led by Dr Brian Tehan, IV Specialist Nurse and the IPCT; however, this has been
delayed due to capacity and prioritisation of the pandemic. This will be continued within the
work programme of the Infection Prevention Sub Group (IPSG) for 2020/21.

Methicillin Sensitive Staphyloccocus Aureus (MSSA)

Although BCU is in 15t position in terms of least infections per 100K population for MSSA, there is
no room for complacency. The previous ongoing work is impacting on certain organisms but there is
more to do. All Wales are reporting a 9% reduction on infections compared to last year and BCU is
reporting a 24% reduction. The majority of infections (46 of 74 year to date) are unavoidable (62%)
with only 11% determined avoidable and the rest are undetermined from the deep dives and PIRs.
However any infection causes harm to patients and we need to continue to do all we can in
minimising and stopping infections where at all possible. Out of the 13 MSSA infections in October,
1 was HO and 12 were CO. A small number were related to devices (2) however, the majority were
due to endogenous and/or other unavoidable infection. However, the Health Board is over trajectory
at 73/65.
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All of the actions described above are of paramount importance for these infections and in addition:
1. The IPCT have worked closely with the Renal Dialysis clinical lead and now ALL dialysis
patients are screened for MRSA and MSSA due to the risk of BSls in this group of patients.

E. coli

BCU is under trajectory for E.coli infections, 223/236. However, this number is significant and the
impact on patients is not to be taken too lightly. Clinical research, evidence and PIRs show a
significant number of these infections are related to Urinary Tract Infections (UTI) and or inter
abdominal infections. Some are Catheter Associated (CAUTIs). The need for a further IPC resource
for the non-acute population is of the utmost importance as again we see the significance of CO
cases, 30 in September compared to HO, 5.

As before, for gram negative infections (E.coli, Klebsiella and Pseudomonas), all of the actions
above will continue to impact on reducing and avoiding any avoidable infections.

Klebsiella

Klebsiella infections per 100K population have decreased across Wales by 13% and herein BCU by
21%. Again, the majority are unavoidable and some are related to devices. 66% (6) are CO
compared to 33% (3) HO. The Health Board is in 2" position in terms of least number of infections
per 100K population across Wales. Due to the significant prevalence in East and the antimicrobial
resistance in East the IPCT are focusing with epidemiology on those cases.

However, the Health Board are over trajectory 58/48.

Pseudomonas

Pseudomonas infection as well as CDlI is of concern to the AND — IP and | - EDoN. Pseudomonas
infections although small have a high mortality rate. These were noted early in 2020 and responded
to in terms of surveillance, scrutiny and in depth PIRs with GPs, Care Homes, Community Nursing
and others. These infections numbers although small in comparison to other gram negative
infections are mostly related to very sick patients, with associated Carcinomas, Pneumonias,
Wounds and Catheters/Urology complications.

Covid 19

The outbreak in East and particularly in YWM was concluded and declared over on 17t September
2020, following at least 28 days since the last associated HCAI affecting a patient or member of
staff. This summary was presented to IPSG and QSE. There were many lessons learnt and many
actions noted and escalated. These included:
¢ Aninadequately resourced IPCT
Bed spacing
Lack of ventilation
Lack of Isolation facilities
Inability to meet demand
The capacity to screen all admissions
Patient and staff movement
Breaches in IPC practices

The IPCT is actively involved in coordinating and contributing to the considerable work ongoing,
consisting of:

e Delivery Group

e On-going outbreak control teams (OCTSs)
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¢ Review of policies and a number of new Standing Operating Procedures (SOPs) and
checklists for COVID 19

e Development of a webpage/resource for Personal Protective Equipment (PPE)/IPC and

Covid 19

Ongoing PPE Steering Group

Operational support for Ward Managers and handover/SBAR processes

PPE and IPC champions

Donning and Doffing training

Fit Testing

Coordination of Hoods, training and SOPs for decontamination

Support in following up all Covid 19 staff

Cluster and contact management with PHW and Test, Trace & Protect (TTP)

Covid testing and vaccination groups

Enfys Hospitals usage

Covid 19 positive patient reporting and monitoring arrangements

Opening and closing wards

Advice in remobilisation to Clinicians, Departments, Divisions and Strategic meetings

This is in response to the thematics described in the previous IPC report to QSE. All of this has
accumulated in a potentially different epidemiologically outcome to the Outbreak in Central Area
and at YGC which is ongoing and delivered to the QSE separately.

Infection Prevention is not just for the IP service to deliver on and visibility, challenge and praise from
all colleagues is of paramount importance in consistent messages and support.

Financial Implications
1. Expand and financially support the significant gaps in the IPCT, including
decontamination and antimicrobial stewardship
2. Staff absence for self-isolating, shielding and symptom management.

Risk Analysis

Infection prevention and the ability to deliver the work programme, policy review, preventative and
innovation work, and development of the IPCT is currently on the Risk Register. A Delivery Group
and PPE risk register has been developed chaired by The Executive Director of Nursing.

Legal and Compliance
Reporting to Incidents for any COVID 19 clusters/ward closures and deaths confirmed on death
certificates.

HCAI including Covid 19. Reporting to HSE via RIDDOR for any dangerous occurrences relating to
staff infections.

Bed Spacing and Air exchange monitoring.
Impact Assessment

No impact applicable to this report.

Appendices
1. Performance slides delivered to Infection Prevention Sub Group (IPSG) for September 2020
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Covid-19 Pandemic

It should be noted that all services have been impacted by the Covid-19 Pandemic, and/or the measures put in place to combat the spread of Covid-19.
Although it is important that we continue to monitor and manage performance, it is recommended that the performance reported in September 2020 and year to
date is not compared as ‘like-for-like’ to previous months/ years performance.

i Infection Prevention Performance Summary for September IPSG 2020/2021

University Health Board

Normal fluctuations in Infection numbers are to be expected month on month. The year to date figures in terms of performance to trajectory are
important in relation to improvement. All Welsh Health Boards have seen increases in Clostridium Difficle Infections (CDI).

BCU are over trajectory for all organisms except for E.coli. However this is due to Central numbers. West over trajectory for CDI and East

Pseudomonas ONLY. Community Onset (CO) remain significantly higher than Hospital Onset (HO).

Clostridium Difficile Infections have increased with more HO than previously (Sept’ 20/15). CDI infections are the biggest concern with a
significant rise in Wales but more in BCU. Currently audits being completed in to an increase in CDI potentially due to treatment for Covid 19.
Central, and West are both above trajectory. The HPV programme and antimicrobial stewardship (ARK) for Central and area must be prioritised
with more HO to CO.

Meticillin Resistant Staphylococcus Aureus (MRSA) 3 cases YTD. 1 CO unavoidable East, IVDU, 1 CO avoidable MRSA Blood Stream
Infection (BSI) West as Contaminated Blood Culture and 1 ? Avoidable CO, catheterised in ED 10 days earlier and in a Care Home. In
comparison to last year to date ( September 2020) BCU has 50% fewer infections. All Wales are down 30%.

Meticillin Sensitive Staphylococcus Aureus (MSSA) 26% fewer infections from last year, and all Wales down 9%. Most are Community Onset
(CO) 12 compared to 1 Hospital Onset (HO).

E.coli - The majority are CO, 30/5 and overall BCU have seen 24% fewer infections year to date. The majority remain unavoidable and for
others devices remain a potential cause. The increase in TURPs and TWOCs is an important consideration.

Klebsiella infections are down 21% to last year compared to all Wales 13%. IPC and Epidemiology colleagues are reviewing all these. Majority
unavoidable, and CO (6/3) and devices appear to play a part too.

Pseudomonas BSls have also increased in numbers, 21% compared to all Wales down 15%. 4 cases were confirmed in September 2 CO and 2
HO). These infections numbers although small are mostly avoidable and related to very unwell patients, with Carcinoma, Pneumonias, Wounds
and Catheters/Urology complications.

September 2020 1
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IPC Monthly numbers — To end of September 2020
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BCUHB Year to date Trajectory Performance — September

2020

BCUHB Trajectories vs Actual Numbers of Infections 2020-21

MNurnbers below are totals for Acute Hospital, Community Hospitals and GP Practices
Please be aware that data below also includes incomplete months. If the total for the current month seems low, it may because that month has not yet ended.

BCUHE - Cumulative number of C. difficile infections vs target

BCUHE - Cumulative number of MRSA infections vs target

BCUHE - Cumulative number of M35A infections vs target
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September 2020 activity HO and CO

Infection Numbers - BCUHB

' Informatics

B Contact

Organism Type Specimen Location Hospital Ward Location Type 01/08/2020  30/00/2020

Al ~ | Al ~ Al ~ A N 0
EELT; all | from ICNet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICMet after this time will not appear until the report is updated.

B E Coli Mumber of Infections per Ward - Hover mouse over coloured boxes to see full Ward names and numbers of patients
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Numbers and Percentages of Infections by
Crrganism Type

MRSA

Klebsiella

C. dil
MESA

E. Cali

Waard C. diff E. Codi Klebsiella MR5A  MS5A Pseudomonas aeruginosa Iutd A
YCAE Accident and Emergency 1 13 2 1 3 1 21
WMHAE Emergency Dept 12 4 2 1 19
YEGHAE Emergency Dept 1 4 4 9
WMHFLE Fleming Ward 2 1 1 4
Clarence Medical Centre 2 2
RCHMEM Menli Ward 2 2
WMHEWV] Evington Ward 1 1 2
¥iz Alaw Assessmient Linat 2 2
YO ITU I 1 1 2 o
Total 35 35 9 1 14 4 98




Primary, Community & Admission point specimens

Infection Numbers - BCUHB <y Informatics

B Ce ct Lis

Organism Type Specimen Location Hospital Ward Location Type 01/08/2020  30/08/2020

All ~ Al ~ Al ~ Multiple selections o Q

This information is updated from ICMNet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICMet after this time will not appear until the report is updated.
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YZCAE Accident and Emengency 1 13 2 1 3 1 21
MR SA WMHAE Emergency Dept 12 4 2 1 19
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Clarence Medical Centre 2 2
MESA E. Coll G Alaw Assassment Unit 2 2
Beech Awvenue Chinic (Wrexham) 1 1
Cadwgan Surgerny 1 1
Corwen Health Centre (Corwmen) 1 1
Cricciath Health Centre 1 1 o
Yabyly Glan Clwyd C. ot Total 17 :] 6 1 12 z &7




Comparison Numbers for CDI infections
YTD Inpatlent areas

Organism Type Specimen Location Hospital Location Type 01/04/2020  30/0972020

C. diff ~ | an ~ oA ~ | Multiple selections s m

This information is updated from ICMet daily (Mon-Thurs) at 10:00. Any specimens that were imported into ICMet after this time will not appear until the report is uﬁat&ﬁj "

Mumber of Infections per Ward - Hover mouse over coloured boxes to see full Ward names and numbers of patients

YEHALA Alaw Ward YGC ITU ITU YGHTEG Tegid W.. WMHACU Acu.. | YGC5.

YGCOT Ward 7 YEO01 W,

LGHEEU Beuno Ward (FM_. | peHMEN Menili _

WMHRNT ._
YGHGLY Glyder ... | YGC04 Ward 4
Mumber of Infections for OR —

Selected Criteria

YGC ard @
6 5 ¥iEE08 Ward 2 Y02 Ward 2 WMHERD Erddig _.
CHCCCE ..

Mumbers and Percentages of Infections at Acute Mumbers and Percentages of Infections by Ward C.diff Total
Sites Organism Type t

LEHEEU Beunoc Ward (FRW)
YGHALA Alaw Ward
RCHMEM Menlli Ward

YGEC ITU I

ViZC09 Ward 9

C:{CHERA Deeside Hosp
Bramwan Wd

WMHACU Acute Cardizc Unit
WMHERD En:Idlg 'i'i'ird

Wrexham Maslor Ho__ ' C.dint 'I'ﬂl:.l [

Yabyly Gwynedd < Yabyly Glan Clw._

(RN TY R TY RV S,
(RN TY R TT TR S,

P Fa

Aoopa pa

Eal
ni




All Wales Health Board comparison performance Board

Wales 2020/21 HCAI mandatory surveillance summary, [ SSSASI TSt
Sep 20 \R/ NH5 :;;;Eumlm

l Higher than previous month . Sameas preuinus month l Lower than previous month

MRSA MSSA 5. aureus E. coli Klebsiella sp [ & aeruginosa | Gram negative
E s bacteraemia bacteraemia bacteraemia bacteraemia bacteraemia bacteraemia bacteraemia
: 9
22
Aneurin Bevan UHB 22.64 1 2.06 12.35 14.41 37 16.14 11 22.64 0 0.00 43 98.78
Betsi Cadwaladr UHB 35 60.93 1 1.74 13 22.65 14 24,39 35 60.98 9 15.68 il .97 43 83.62
Cardiff and Vale UHB 9 2206 0 0.00 0 2206 O 2206 26 6372 6 1471 | 2 400 34 8333
Cwm Taf Morgannwg UHE 17 46.46 0 0.00 3 21.86 3 21.86 31 od. 72 9 24.60 1 2.13 41 112.05
Hywel Dda UHB 3 25.24 0 0.00 i 22.09 i 22.09 33 104.12 fi 22.09 4 12.62 44 138.83
Powys THE 1 0.19 0 0.00 0 0.00 0 0.00 0 0.00 0 0.00 0 0.00 0 0.00
Swansea Bay UHB 18 56.24 0 0.00 14 43.75 14 43.75 23 11.87 5 15.62 0 0.00 28 8/.49
Velindre NHST i 0 0 0 0 0 0 0

Wales 101  38.15 2 0.78 57 22.10 59 2287 185 7171 47 18.22 11 4.26 243  94.20
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i IPC overall comparisons with HO (darker green) and CO (lighter
green) split September 2020 and hospital admissions

Chart1. Betsi Cadwaladr UHB monthly numbers of MRSA bacteraemia by location type, Apr 10 to Sep
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Chart 2. Betsi Cadwaladr UHB monthly rates of C. difficile per 1,000 hospital admissions, Apr 10 to
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i IPC overall comparisons with HO (darker green) and CO (lighter
green) split September 2020 and hospital admissions
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i IPC overall comparisons with HO (darker green) and CO (lighter
green) split September 2020 and hospital admissions

Chart1. Betsi Cadwaladr UHE monthly numbers of Klebsiella sp bactaraemia by location type, Apr 10
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toSep20

toSep 20

b
10 4 "
5 | il T l ! : | ‘ Wil
A8 e 111111 9 T Wbl o ol AR ool AP 0o 0 Yol Al M 1 o oVl ol sl |
=D =T : s NN MMM T T T WO YWY Y R R @R G =] Dg 00 o W H MMM M YT T ¢ Ouonon D PP kD0 080N =]
Lo R " L O O I IO B O IO I DO D D D O B D B DR O BB NN 1-||-1|-1ﬂﬂHH|-IHﬁﬁﬁuﬁﬂﬂﬂﬁﬁﬁﬁﬁﬁﬂﬁﬂdﬂﬂaﬁm
4 E »= 4 E » 04 € » 40 € > 4 €E »a € »a € = 4 € =0 CE » 8 E »0 » 8 E 2 &4 E » &8 E » & E ®» &8 E » @8 E » & E »» &8 E = & E & & E = @
FEFEERNEREFENFEES N ES N EFIEFEERTENE 3543833333343 333333833333233344334
Number of non-inpatient specimens I Number of inpatient specimens l Number of specimens

Number of non-inpatient specimens . Number of inpatient specimens

l Number of specimens

Chart 2. Betsi Cadwaladr UHB monthly rates of Klebsiella sp bacteraemia per 1,000 hospital

Chart 2. Betsi Cadwaladr UHB monthly rates of P. aeruginosa bacteraemia per 1,000 hospital

admissions, Apr 10 to Sep 20

admissions, Apr 10 to Sep 20

3.00
0.20
200 060 ‘
" ATER
~h i [ A1 5 | T
i o WS L HAVAATHT P LA 1 VA
0.20 J |
0.00
FARAAAAAAAAAIAAIAAAR AR AL TARKE R R R R R R F R R R R R RN
?EE:EE?-'EE:EE:EE#EE#EE:E%:’EE:EEE% o c>ac2r08¢cr0cr0czr0Cr0C0CEr0E >0¢€C >0
lE Ten 9 a ”E“"lE““E“”E”"E“”E“HE”HEm SASEMAENATMATANEA NN AT AT A FA
Rate/1,000 admissions 12 month rolling rate/, 000 admissions l Rate/1,000 admissions . 12 month rolling rate/1,000 admissions

September 2020 10



0

Bwrdd lechyd Prifysgol
Betsi Cadwaladr
University Health Board

o/
20

=
>
=2
-
wn

;_
e

Benchmark Chart - C. difficile rate per 100,000 of
the population - April to September 2020

(Rolling)
51.2
37.8
32.7 34.3
27.3
0 I I
CARDIFF AND ANEURIN CWM TAF BCUHB HYWEL DDA SWANSEA BAY

VALE BEVAN MORGANNWG

Benchmark Chart - MRSA bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)

SWANSEA BAY CWM TAF CARDIFF AND ANEURIN BEVAN HYWEL DDA
MORGANNWG WVALE

BCUHB

90
80
70
60
50
40
30
20
10

Comparison Charts to other HBs

Benchmark Chart - MSSA bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)

30.2
24.5
203 20.7 216 22.9 I

BCUHB HYWEL DDA ANE URIN CWM TAF CARDIFF AND SWANSEA BAY
BEVAN MORGANNWG VALE

Benchmark Chart - E. coli bacteraemia rate per
100,000 of the population - April to September
2020 (Rolling)

55‘3 I I I I

ANEURIN CARDIFF AND UHB SWANSEA BAY
BEVAN VALE

CWM TAF
MORGANNWG

HYWEL DDA

Benchmark Chart - Klebsiella bacteraemia rate
per 100,000 of the population - April to
September 2020 (Rolling)

226
20.2 I

HYWEL DDA ANEURIN
BEVAN

BCUHB CARDIFF AND CWM TAF

VALE MORGANNWG

SWANSEA BAY

Benchmark Chart - P aeruginosa bacteraemia
rate per 100,000 of the population - April to
September 2020 (Rolling)

6.4 6.6
6 5.4 5.6 2]
4
m I I I

ANEURIN BEVAN CWM TAF SWANSEA BAY HYWEL DDA CARDIFF AND BCUHB
MORGANNWG VALE

W

R T

September 2020 11



Q G IG Bwrdd lechyd Prifysgol

('/.. > Betsi Cadwaladr
b' N HS University Health Board

Cyfarfod a dyddiad: Quality, Safety & Experience (QSE) Committee
Meeting and date: 34 November 2020

Cyhoeddus neu Breifat: Public
Public or Private:

Teitl yr Adroddiad Hospital Acquired Infection — COVID-19 Review

Report Title:

Cyfarwyddwr Cyfrifol: Prof Arpan Guha, Acting Executive Medical Director

Responsible Director:

Awdur yr Adroddiad Lynne Grundy, Associate Director of Research & Innovation
Report Author: Melanie Maxwell, Senior Associate Medical Director/ Improvement

Cymru Clinical Lead

Craffu blaenorol: Covid Delivery Group

Prior Scrutiny:

Atodiadau Appendix 1 HAI Covid-19 Review Terms of Reference
Appendices: Appendix 2 PHW Screenshots

Appendix 3 Supporting Documents

Argymhelliad / Recommendation:

The Committee is asked to receive the paper.

Please tick as appropriate

Ar gyfer Ar gyfer Ar gyfer Er

penderfyniad Trafodaeth | B~ | sicrwydd gwybodaeth | &
Icymeradwyaeth For For For

For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

This Healthcare Acquired Infection (HAI) review was requested by the Board to understand how
hospital acquired COVID-19 infections have arisen across hospital sites and been managed.

The objectives of the review are to identify the factors that contributed to healthcare acquired COVID-19
infections with a view to inform appropriate mitigating actions and lessons learnt. Specifically:

Why there was a delay in recognising the volume of HAIs within the Health Board.
What actions were in place to mitigate HAls for both patients and staff

Whether those actions were implemented effectively

Whether there is any evidence of patient harm as a result of HAIs

What lessons learnt were identified from post infection reviews and previous outbreak
investigations; whether these were communicated and implemented

6. Recommendations arising from findings of this review that will inform future practice to
safeguard patients, public and staff.

ok wN=




There have been many contributors to this review, all of whom were generous and helpful with their
time, experience and knowledge. What has been clear throughout this exercise is the commitment
and desire to give the very best they can by all involved.

Cefndir / Background:

COVID-19 has presented a global challenge, and health care across the world has had to learn and
adapt very quickly to this previously unknown SARS-CoV-2 virus. Research has been ongoing and
evidence and knowledge has developed rapidly, leading to frequent changes of guidance.

Determining Healthcare Acquired Infections

Outbreak criteria: Two or more test-confirmed or clinically suspected cases of COVID-19 among
individuals (for example patients, health care workers, other hospital staff and regular visitors, for
example volunteers and chaplains) associated with a specific setting (for example bay, ward or
shared space), where at least one case (if a patient) has been identified as having the onset of
iliness after 8 days of admission to hospital.!

A standard definition for ‘healthcare onset’ COVID-19, has been agreed across the 4-Nations, which
has enabled rates of nosocomial transmission to be identified and tracked weekly.i
e Community-onset —First positive specimen up to 2 days after admission to a healthcare
setting.
o Hospital-onset, indeterminate hospital-associated COVID infection: COVID-19 positive
sample taken between 2 days and 7 days after admission;
e Hospital-onset, probable hospital-associated COVID infection: COVID-19 positive sample
taken 8 days and 14 days after admission;
e Hospital-onset, definite hospital-acquired COVID infection: COVID-19 positive sample taken
15 days or more after admission.

This standard definition was communicated on 12t June 2020 via email from the Infection,
Prevention and Control (IPC) team to the four Operational Control Centres (OCC) in place at that
time. The definition was also contained within the Principles Framework, June 2020i.

The definition has been retrospectively applied by Public Health Wales (PHW) to analyse hospital
and community onset cases in hospital settings since the start of the pandemic. This is included
within the electronic dashboard and first published by PHW at the beginning of July.V Fig 1is a
screenshot from the PHW dashboard showing numbers of probable and definite HAls identified over
time for BCU, Fig 2 shows the weekly percentage of probable and definite hospital onset confirmed
cases by HB and Fig 3 breaks those down to acute hospitals in BCUHB to 16 August 2020.

(See Appendix 2 for further graphs demonstrating the incidence of HAls across BCU.)

NB: Caution should be used as testing protocols have changed frequently over the pandemic period
in terms of indications for testing, which will inevitably have impacted on the data and subsequent
analysis at that time.




Fig 1:

Weekly number of probable and definite hospital onset confirmed cases by HB
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Weekly percentage of probable and definite hospital onset confirmed cases by HB
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Weekly number of probable and definite hospital onset confirmed cases by hospital
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We are aware that during the pandemic a number of HAI outbreaks have occurred across our acute
and community hospital sites.

The first recorded HAI was in the week ending 29" March 2020, when 4 patients (2 probable; 2
definite) were identified in Ysbyty Glan Clwyd (YGC) and 1 probable in Ysbyty Gwynedd (YG).
Between the week ending 29" March 2020 and 30" August 2020 there have been 587 HAls ( 352
definite;236 probable) identified for admissions within the Health Board; 103 in community inpatient
beds and 484 in acute sites.v




Fig 3 indicates dates of clusters in HAIs for each acute site. Table 1 shows total HAIs per acute site
and community between the week ending 29" March 2020 and 30" August 2020.

Table 1: Total HAIs per acute site and community between the week ending 29" March 2020 and

30t August 2020.

Site Definite | Probable | Total
WMH 128 81 209
YGC 102 101 203

YG 40 32 72

Other BCU sites 81 22 103
Total 351 236 587

Some of the outbreaks were identified at the time with a rapid review Make it Safe report being
completed for the outbreak. Most of these clusters were prior to the agreed definition to identify
Covid19 HAls.

The Quality Assurance Corporate Team has identified a number of rapid review Make it Safe
Reports identified below:

Ysbyty Glan Clwyd
¢ Renal Dialysis Unit 18/4/2020 review date 21/4/2020 16 patients, 9 staff, 3 spouses affected
e Ward 14 21/5/2020, review 17/6/20, reports 14 staff and possibly up to 53 patients affected

Community and Mental Health
e Mold District Nurses 15/4/2020, review 15/5/2020, 6 staff affected
o Ablett Unit 17/4/2020, review 2/7/2020, 8 staff affected
e Eryri Hospital 28/4/2020, review 30/04/2020, 14 staff affected
o Alltwen 28/4/2020 review 30/04/2020, 7 staff affected
e Bryn Beryl Hospital 28/4/2020, review 1/5/2020, 2 patients, 20 staff affected

Wrexham Maelor Hospital
e Commenced 22/07/20 Morris ward, Evington ward, SAU/Glyndwr ward, Onnen ward,
Branwen ward
e Deeside 22/7/2020 — not yet completed and submitted
NB: These outbreaks need to be 15 days without a new case before closure (WHO guidelines)

Fig 4 shows the rapid reviews undertaken in relation to identified HAls




HAls by date identifiable: Mar - August 2020 WITH RECOGNISED OUTBREAKS BY SITE
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Asesiad / Assessment & Analysis

In order to address the terms of reference (see Appendix 1) the following actions were undertaken:

e Virtual interviews with 21 senior members of the hospital management teams (HMTs),
Infection Prevention and Control Teams (IPC), clinicians and relevant corporate teams, lasting
between 40 — 90 minutes

e Meetings with ward and site teams, to which 12 staff contributed

¢ Examination of available policies, procedures

e Examination of supporting documentation made available by interviewees (appendix iii)

e Examination of available data sources — ICNET, BCU COVID Dashboard, PHW COVID
Dashboard, BCU internal tableau

The focus of interviews was based on the objectives of the review. Notes were taken and validated
with interviewees and then responses themed using the SHELL framework."" Findings are set out in
Fig 5.




Fig 5: Interview Themes

Software — procedures, policies, rules

¢ No Standard Operating Processes(SOPs)
for COVID wards

e Poor cohorting, absence of associated
policies

e Health & Safety/risk assessments not
visible

e Lack of policies agreed with clinicians,
policies out of date, not fit for purpose

e Frequent changed to Personal Protective
Equipment (PPE) requirements

¢ Planning data not available to local teams

¢ Not enough information on staff testing

e Poor compliance with incident reporting
process for staff testing positive

e Bed spacing guidance changed

e Testing protocols changed frequently —
difficult to keep pace with changes

Hardware — equipment, technology

e Data systems — lots of data held in
different places, does not drive
generation of information

e |T infrastructure not good for
communication

e No flag/early warning system in
place

e PPE equipment not always used
correctly

o Patient Administration Systems
reliant on timely input of patient
movement and discharge — not
always updated.




Environment — physical, organisational,
political, economic

Not enough cubicles to enable isolation of
possible cases in WMH

Frequent patient and staff movements,
particularly out of hours and at weekends
(WMH)

Social distancing not possible in some
environments but often no masks worn
Social distancing not adhered to

Difficulty discharging medically fit
patients, unable to follow COVID
guidelines for discharge

Lots of clutter in corridors, poor signage —
increasing pubic footfall

Liveware - individual and others,
leadership, communications,
knowledge, attitudes, culture, norms,
teamwork
e Hospital Management Team (HMT)
meetings paused in WMH
e Key personnel left
e Patient flow over-rode safety
e Clinician concerns not escalated
¢ Incident reports not completed in
timely way
¢ Staff movements, sometimes mid
shift, between wards
e Incorrect information in media
e At onset of pandemic local
management team very responsive
and empowered, this reduced over
time
e Protocols changing frequently,
difficult to keep up with changes
e PPE messages inconsistent
¢ No increase in IPC resource
e Limited learning from previous/
other COVID outbreaks
e Planned care pressures to manage
backlogs
e Complacency in non COVID areas
and as restrictions started to lift
e Slow response to outbreaks
¢ Media attention perceived to drive
change rather than staff safety
e Perceived gap between HMT and
Board

In summary key factors believed to have contributed to HAIs are:
Significant patient movement between wards and bays (WMH) with no BCUHB Infection

Prevention and Control (IPC) policies and protocols in place particular in relation to cohorting

and patient and staff movements. Local practice in YG and YGC was for no non-clinical
patient movement. It is reported that this was not possible in Wrexham Maelor Hospital
(WMH) due to increasing activity and front door pressures, and lack of isolation cubicles.




¢ Significant volume of guidance that changed frequently. It was challenging to ensure effective
communication and hard to keep up with the changes

e Too much data in lots of different places, not enough analysis/information, with a number of
people interviewed stating we were data rich and information poor

e Capacity and flow pressures when essential services started to resume in WMH, reacting to
increasing numbers rather than proactively managing the risk

e Sense of possible complacency, for example not social distancing in non patient areas, when
restrictions started to ease. Inconsistent behaviours when staff to patient and staff to staff,
e.g. following IPC guidelines when caring for patients and then close staff to staff contact in
non-patient facing settings.

Assessment
1 Why there was a delay in recognising the volume of HAIs within the Health Board?

It was reported during interviews that managers and staff were aware of the potential risk of HAls
early in the pandemic. However, the focus of data reporting was on numbers of patients testing
positive with no data available to identify hospital and community onset. Daily sit rep reporting
remains focussed on numbers of inpatients testing positive and do not report HAls. At the end of
June PHW made available the first comparison of hospital and community onset HAls before
publication in early July.

COVID-19 data are available from multiple sources, which may also have subtle differences in the
parameters they use to generate reports. Many people spoken to think that data are not translated
into information/intelligence, and are not used to project forward, rather are used to look back.

There are no COVID-19 trigger systems currently within the data systems used, for example to flag
changes in numbers, possible outbreaks. Patient data quality and accuracy is reliant on timely input
into the system, which does not always happen. This can potentially lead to mistrust of data.

ICNET is the IPC team’s data source. Date of admission and discharge and previous hospital stays
sits in ICNET, and the IPC team look at this to determine if any infection is healthcare associated.
Following the PHW report, the team report that they now identify which COVID-19 positive tests are
HAls. They report that there is no specific SOP for ICNET use; the results that come through are
those agreed by the Infection Prevention Teams across Wales. How each site in BCU uses ICNET
may vary but each IPC team member can access ICNET as routine practice. None of the site HMT
teams can access ICNET and their local IPC teams report information to them. There are currently
no outbreak triggers built into ICNET for COVID-19.

There is evidence that actions were put in place to address concerns locally at WMH from 6t July when
daily meetings commenced. A site wide incident report (Datix) was completed on 27 July, as of 26
August 2020 a rapid review had not been submitted.




In summary, a standard definition for healthcare onset Covid-19 was not in place at the start of the
pandemic. Monitoring HAls was not a defined role within the IPC team but part of all roles, and
surveillance systems were not in place to identify HAls until there was a cluster. The reporting
systems were not sighted on HAIs and so they were not the focus of attention.

2 What actions were in place to mitigate HAls for both patients and staff?

Many of the general actions taken to reduce the transmission of COVID-19 also mitigate the risk of

HAls for both patients and staff. These include:

e Promotion of positive behaviours such as hand washing, social distancing, wearing appropriate
PPE, not car sharing. It was noted by one staff member that the enforcement of these behaviours
was stricter in supermarkets than on hospital sites at the start of the pandemic. Communications
were sent to staff about the importance of PPE, however it was reported that guidance was

changing at pace and it was hard to keep up with the changes and ensure the right message was

communicated at the right time. There was a perception that staff may have been confused with
the changes, and due to high anxiety particularly at the start of the pandemic, may have chosen
to use greater PPE than was in guidance at that time. For example, there is evidence of
concerns initially with regard to guidance specifying no requirements to wear masks when
clinically staff thought they should be worn.

e Reducing footfall in hospital sites was implemented early in the pandemic, with, for example,
visitor restrictions, staff working from home if not required on site, introducing one way systems.

e Daily Briefings and FAQs promoting the latest advice and guidance

e Public Health Wales colleagues collating and rapidly disseminating changes, for example PPE
requirements.

e Local plans in place identifying red and green areas on sites, with pathways from the front door. All
sites had a plan to direct patients along an appropriate COVID-19/non COVID-19 pathway from the
front door of the hospital, by identifying red and green routes and areas, and as positive COVID-19
patient numbers increased additional areas were identified.

e Testing and self-isolating policies. Whilst self-isolating policies were in place from the start; testing
policies have been driven by access to tests and have changed repeatedly for both staff and
patients. Universal screening of admissions has now been implemented, from 24t July in WMH
and possibly earlier at other sites. Many reported they thought this should have been
implemented earlier.

e Training in IPC measures are provided to staff, including the correct use of PPE (including a face
fit test if wearing a filtering face piece (FFP3), respirator, and the correct technique for putting on
and removing (donning/doffing) safely, with additional training in high risk areas.

¢ Increased bed spacing has only recently been introduced; again, the guidance is changing and the
loss of beds within the sites and community has added to the burden on admitting services.

e Decluttering to reduce touch points.

e Strongly advising wearing of masks on HB premises in public areas within the sites has recently
been introduced; this is not always enforced. Some staff spoken to thought there was a delay in
mask wearing and suggested we should be mandating the wearing of masks rather than strongly
advising.
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¢ Reducing movement of staff and patients (cohorting policy/ nurse staffing policy). In WMH it is
reported that bed/patient movement has been normal practice for some time in an attempt to
manage the front door pressures and patient flow. Whilst this was acknowledged as something that
needed to be avoided during the pandemic, as non COVID pressures increased it is reported that
more and more patient moves were undertaken, often out of hours, to cope with bed pressures
when essential services started to recommence. Clinicians report raising concerns with the HMT
about the movement of patients in May. However, they believe the pressure of maintaining flow
through the hospital was prioritised over the risks associated with possible hospital transmission.
There was also some concern about the cohorting guidance being advocated which led to tensions
between the IPC team and clinical staff. For example, the IPC team report they were advising the
cohorting of exposed patients with similar dates of exposure. The clinical teams were reporting
incidents of patients who had tested positive to COVID-19 being placed next to patients who had
tested negative.

e Dashboard providing COVID-19 related data to monitor COVID positive patients and staff, along
with staff testing. However, this did not specifically monitor HAIs

e Monitoring of IPC practices and ensuring the resources are available to implement good practice.

e Standard reporting procedures, for example using incident reporting (Datix) to report staff testing
positive and other COVID related incidents.

Many of these actions were implemented at the beginning of the pandemic, with others introduced at
different stages. Whilst the information is available from different sources there does not seem to be a
single point definitive timeline during the pandemic, so this would require further work to interrogate
information sources if required.

Rapid review Make it Safe reports were written for earlier clusters in YGC, community and mental
health sites. Although at this time HAI data were not available, there was a recognition of
environmental, PPE and ICT factors contributing to transmission. During these clusters, it is reported
that non-clinical patient movement was stopped, and wards were closed to admissions until the
outbreak had been managed. It was reported that this was able to be done due to the availability of
beds and isolation cubicles and the reduced non-COVID demand at that time. Make it Safe Reports
were required to be submitted to the corporate team, and site teams report that they shared lessons
with each other at secondary care meetings. There does not appear to be a systematic
organisational approach to sharing lessons learnt.

It has also been suggested during discussion that as restrictions started to lift, staff may have
become complacent, thinking the pandemic was over. Examples of staff maintaining IPC precautions
on the ward, but not outside the ward areas was given, along with socialising at break times and car
sharing. There was also a view that possibly staff working in non COVID areas may have become
complacent.

3 Whether those actions were implemented effectively
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Communications were sent out regularly in Daily Briefings and via HECC and OCCs. However, staff
reported lots of messaging which was reliant on electronic communications with frequently changing
guidance contributing to confusion. There was also a perceived delay in decision-making at times
reported, due to the process. COVID-19 pages on the intranet were also introduced to keep
information in one place. The cascade of information was cited as daily local briefings and safety
huddles. Some staff reported these to be effective ways of receiving information, whilst others did
not.

A key factor cited by many of the people spoken to was lack of isolation cubicles in WMH (29) and of
those cubicles many not having suitable en-suite toilet and handwashing facilities. This is compared to
120+ side rooms in YGC and 30-40 side rooms in YG. Staff also reported the availability of additional
ward space was a factor that helped these sites to deal with their outbreaks. This made mitigation a
particular challenge in WMH.

A further key factor regarding patient movement for non-clinical reasons was also cited by WMH staff
spoken to. This was reported to cease when a recent executive directive was made. A BCUHB Patient
Transfer Procedure (July 2018, for review 2019) has now been adopted and implemented in WMH.

Ensuring appropriate staff behaviours such as social distancing, wearing appropriate PPE and
handwashing was also key and teams at all sites report walk about and spot audits, with
reconfirmation of guidance to staff in an attempt to ensure adherence, however the impact and
effectiveness of these interventions is not clear.

Timely reporting of incidents does not seem to have been carried out in all cases. There are reports
of delays in reporting staff positive COVID-19 tests, and delays in reporting incidents and completing
and submitting rapid reviews.

Universal screening of inpatient admissions has now been implemented and all supported this action
and believe it is an effective intervention. All sites report a level of management at the front door now to
remind people, both staff and visitors, entering the sites about appropriate behaviour such as hand
sanitising, wearing masks and social distancing. Some thought this this was a little slow in coming, and
that we should be investing more in this front door presence. Currently it is reliant on volunteers and
bank staff.

4 Whether there is any evidence of patient harm as a result of HAIs

Any nosocomial infection can be classed as harm (even if it leads to negligible actual harm, it is still
in itself a potentially avoidable adverse outcome for the patient that has affected their health).

The absolute number of patients who have died from COVID-19 where the infection was healthcare
acquired is unknown. In some cases, COVID-19 will have been a contributory factor. An audit is
underway in Wrexham to quantify this for the current outbreak and 37 records are being reviewed.
PHW does not publish HAI deaths data. Using the PHW definitions on our own internal dataset
noting there are two assumptions:
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e Patients discharged from one site and admitted into another within 12 hours are transfers
within the same spell
e Patients have the same local patient identification number on transfer between sites

190 deaths were identified during this time period (and 619 HAls as internally more transfers are
identified). Office of National Statistics (ONS) death certification data was available for 179 deaths.
Of these 121 (58 probable/63 definite) have a diagnosis of COVID-19 or suspected COVID-19
included on their death certificates (Note ONS data is approximately 2 weeks delayed due to the
time taken to register a death) — 67.5%. There are 21 patients where the death certificate
information was not yet available, of these 8 patients (2 probable/6 definite) had an enhanced
COVID-19 surveillance form completed indicating they were a direct COVID-19 death. Therefore,
129 deaths from this cohort have been identified as COVID-19 related to date.

A number of complaints and concerns (16) which are COVID-19 related have been received relating
to WMH, between 21 July 2020 and 20 August 2020. The on the spot, formal and Member of
Senedd/Member of Parliament concerns include being placed in a COVID-19 area when tested
negative, concerns about poor PPE practice, and concerns about possibly contracting COVID-19
whilst in hospital.

Eighteen datix reports have been identified specifically relating to the WMH outbreak, dating from 15
July to 23 August. These record COVID-19 and outbreak specific incidents.

For the bereaved there is the Coroners inquests to come that will cause some psychological trauma
- unquantifiable.

5 What lessons learnt were identified from post infection reviews and previous outbreak
investigations, whether these were communicated and implemented

Staff spoken to were able to describe how their Make it Safe reports were disseminated locally.
There is evidence that incident reporting, reviews and investigations of outbreaks was not a timely as
it could have been, and there remains outstanding reports and actions.

Communication through safety huddles was cited as the main way of disseminating learning as
people realised that reliance of electronic communications was not effective or timely. People were
able to describe dissemination predominantly through their local teams. No systematic organisational
process was found during this review for identifying and sharing lessons learned.

Post Infection Reviews (PIRs) were implemented in WMH from 15 July. PIR slides were
subsequently presented at Outbreak meetings in WMH, generally giving a context to the
transmission. At the time of doing this review, it is reported that an analysis of all PIRs with lessons
learnt is being produced.

Since the PHW report, YG and YGC now do a post infection report (PIR) for Healthcare associated
COVID 19. The PIR tool is completed with the clinical team, and a monthly meeting is held during
which PIRs are scrutinised and discussed. The scrutiny meeting is chaired by the Medical Director
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with the antimicrobial pharmacist, head of nursing as well as IPC Team present with the clinical
team.

A number of people cited lack of adequate IPC team resource, with the teams being under
resourced to cover all sites, as well as train and manage other aspects of the outbreak, and
monitoring ICNET. It was reported that there are vacancies in the team at WMH and YGC.

Some thought that more importance and focus should have been put into training such as donning
and doffing. Some staff in WMH reported no training, and it was reported that a clinician began to
offer training to staff, however it fell outside the guidance at that time which caused some tensions
locally. Other sites also reported that not all staff were trained.




6 Recommendations arising from findings of the review to inform future practice to safeguard patients, public and staff, using

SHELL format

§OFTWARE — procedures, policies, rules

Recommendation

Responsibility

Enabler

1. Full understanding of Health Board expectations around
the prevention and management of HAIs with clear in
date policies that are refreshed and amended in a timely
way to reflect situation.

Executive team
Infection Prevention & Control
Team

2. Clear co-produced protocols in place to support safe
patient and staff movements across the sites. Protocols
have rationale that is understood by all and developed
with clinical input. These are robustly implemented, with
clear escalation routes and are monitored closely.

Executive team
Infection Prevention & Control
Team

Relevant Quality & Safety Group(s)

3. Staff need to follow the complaints and incident process
to ensure with timely reporting and rapid reviews to
inform any immediate actions and learning.

Wards
Divisions
HMTs and area teams

Corporate Patient Safety &
Experience Department

HARDWARE - equipment and technology

Recommendation

Responsibility

Enabler

4. To set up a dedicated data intelligence unit to provide
formalised analytical support to any future event:
o Providing a single source of all data related to
that event

Gold Command

Informatics

Workforce and Organisational
Development (WOD

Finance

Public Health Wales
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o Ensuring data is captured, analysed and
shared with all relevant parties in a
meaningful way

o Providing information to monitor outcomes
such as HAls

o Responsive to the needs of the health
community- locally/pan Wales

o Clarity about the responsibility and ownership

Infection Prevention & Control
Team
Information Governance

of data
5. Take action to improve data quality either providing a Wards Informatics
digital solution or administrative resource. In this case, | Divisions
accurate timely (within 1 hour) input of patient admission | HMTs and area teams
and discharge data to support identification of HAIs.
ENVIRONMENT - physical, organisational, political, economic
6. Consider the estates infrastructure particularly in WMH | HMT/Estates Estates,

to increase capacity to isolate; explore innovative
solutions to the current ward lay out.

Infection Prevention & Control
Team

7. Ensure key teams are adequately resourced (IPCT)

Corporate Nursing

WOD
Finance

LIVEWARE - individual and others, leadership, communications, attitude, culture, norms

8. Implement a systematic organisational approach and
process to identifying and sharing learning

Clinical Executive Directors

Workforce and Organisational
Development (WOD)

15



Office of the Medical Director
(OMD)
Corporate Nursing

9. Develop a cultural norm that encourages questioning
and challenge from ward to Board. Identifying
improvements and rapid sharing across organisation
should be the norm

Executive team
Infection Prevention & Control
Team

Workforce and Organisational
Development (WOD)

Office of the Medical Director
(OMD)

Corporate Nursing

10. Training Plan in place for all staff groups and areas to
ensure appropriate training is accessed by all

Clinical Executive Directors

Workforce and Organisational
Development (WOD)

11.System to enable theming of rapid reviews at corporate
level to quickly identify and communicate emerging
themes, share learning

Corporate Patient Safety &
Experience Department

Relevant Quality & Safety Group(s)

Corporate Communications

12.Ensure escalation routes and triggers are clear to all,
with full engagement and compliance with reporting
requirements and escalation of concerns in a timely
way

Wards
Divisions
HMTs and area teams

Relevant Quality & Safety Group(s)

Corporate Communications

13. Clear document management system and version
control to enable investigation of any major
incident/pandemic, with live timelines maintained to
show changes

Infection Prevention & Control
Team

Information Governance

14. Simple concise ways of messaging that can assure that
information is reaching the right people at the right
time. This is particularly important when changes are

Corporate Communications

16
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fast moving. One example suggested was screened
messages throughout sites that were clear, impactful
and understood by all

15. Single information pool able to be accessed rapidly Corporate Communications
when needed.

16.In depth clinically led investigation takes place for the Wrexham HMT Clinicians
WMH outbreak which has specific site related issues
related to communication.
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i https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control/epidemiological-definitions-
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Appendix 1:

Betsi Cadwaladr University Health Board
HAI REVIEW: Covid 19

TERMS OF REFERENCE

| 1. Constitution

1.1 The HAI review was requested by the Board to understand how hospital acquired
COVID-19 infections have arisen across hospital sites and what action is required to
mitigate this.

| 2. Investigation Team

2.1 The membership of the HAI Review shall comprise:

TITLE
Lead investigators:

Melanie Maxwell - Senior Associate Medical Director/ Imp Cymru. Clinical
Lead

Lynne Grundy- Associate Director of R&l.

(Arpan Guha - Deputy Executive Medical Director)

investigators: Melissa Baker/ Steve Goodman /Nurse support

3. Time frame

3.1 Data collection to be completed by 15" August

3.2 Report draft to be completed by 24t August.

3.3  Factual accuracy check by 28" August



3.4 Report complete by 4" September

| 4 Objectives of Review

The objectives of the review are to identify the factors that contributed to healthcare
acquired COVID infections with a view to inform appropriate mitigating actions and
lessons learnt. Specifically, it will identify:

4.1  Why there was a delay in recognising the volume of HAls within the Health Board.

4.2  What actions were in place to mitigate HAls for both patients and staff

4.3  Whether those actions were implemented effectively

4.4  Whether there is any evidence of patient harm as a result of HAls

4.5 What lessons learnt were identified from post infection reviews and previous
outbreak investigations, whether these were communicated and implemented

4.6 Recommendations arising from findings of the review to inform future practice to
safeguard patients, public and staff.

| 5. Remit

The HAI Review will establish:

5.1  how HAIs among patients and staff in both acute and community setting are
believed to have occurred and over what timeline

5.2  the process for monitoring and reporting Covid19 HAls from the start of the
pandemic, including the timeliness and transparency of any information and the extent of its
sharing

5.3 actions taken to prevent HAls from start of pandemic including the monitoring and
effectiveness of those processes and the extent to which those actions were coordinated
and owned

5.4  whether the actions taken were sufficient and if not why (including any clarity of role,
capability and capacity considerations

5.5 the extent to which and the process used for post infection reviews including
consideration of whether it was healthcare acquired and how the results were reported and
to whom

5.6 the process of the post infection reviews as a learning tool and implementation of
actions arising

5.7 the information/data available to the HB and the process for analysing and reporting
on that data to inform potential outbreaks or clusters



6. Accountability, Responsibility and Authority

6.1  The lead reviewer/investigator is accountable to the Executive Team and will ensure
appropriate escalation arrangements are in place to alert the Director of Nursing of
any urgent/critical matters that may compromise patient care and affect the operation
and/or reputation of the Health Board.

6.2 The lead reviewer will keep the Chair of QSE Committee informed of progress and
emerging recommendations.

6.3 the final (and any interim) report and recommendations will be presented to the QSE
Committee and the Board

7. Reporting

The lead investigator shall:

7.1  Provide a progress report by 14" August to Director of Nursing/ Chair of QSE
Committee. Deliver a final review document with recommendations by 4t September

7 2  Ensure appropriate escalation arrangements are in place to alert the Director of
Nursing of any urgent/critical matters that may compromise patient care and affect the
operation and/or reputation of the Health Board.

Dr Melanie Maxwell

29/07/2020
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Appendix 3
Supporting Documents

WREXHAM MAELOR HOSPITAL Contingency Plan in the event of COVID-19 (for
up to 10 patients) 6.3.2020

Make it Safe YGC 21 April 2020

Make it Safe YGC 17t June 2020

WMH Covid summary to date lessons learnt (undated)
Datix Ref INC232422

Email communications between WMH consultants and HMT/executives May — July
2020

Incident and complaint reporting during COVID-19 outbreak Version 3.0 14 May
2020
NU19 Patient Transfer Procedure (July 2018)

A Principles Framework to assist the NHS in Wales to return urgent and planned
services in hospital settings during COVID-19 NHS Wales June 2020

Covid-19 guidance for bed-spacing in healthcare settings 26 June 2020
Bed spacing survey June 2020
Email dated 1/8/20 summary of WMH datix reports 21-26 July (9 datix)

Timeline Wrexham outbreak from 6t July 3 August 2020

Standard Operating Procedure for the Management of single cases,
clusters/outbreaks of COVID-19 v6 August 2020

Board Workshop Learning Outcomes and Actions from COVID-19 Post Infection
Reviews Nosocomial Coronavirus Paper August 2020

Brief update on BCU tableau Covid Dashboards August 2020

Communications email and attachments August 2020
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prevention-and-control/epidemiological-definitions-of-outbreaks-and-clusters-in-
particular-settings

NHSEI CNO Letter (Ref No 001559) 19 May 2020 Interim data collection — hospital-
onset COVID-19.

A Principles Framework to assist the NHS in Wales to return urgent and planned
services in hospital settings during COVID-19. Welsh Government. 02" June 2020

https://rytu6srvtabl001.cymru.nhs.uk/views/COVID-
19hospitaladmissionindicators/Onsetdashboard-
HB?iframeSizedToWindow=true&%3Aembed=y&%3AshowAppBanner=false&%3Adi
splay count=no&%3AshowVizHome=no
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Cyfarfod a dyddiad: Quality, Safety & Experience Committee

Meeting and date: 34 November 2020

Cyhoeddus neu Breifat: Public

Public or Private:

Teitl yr Adroddiad COVID-19 Delivery Group - Proposed workstreams
Report Title:

Cyfarwyddwr Cyfrifol: Debra Hickman- Acting Executive Director of Nursing
Responsible Director:

Awdur yr Adroddiad Graham Alexander — Outbreak Support

Report Author:

Craffu blaenorol: COVID-19 Delivery Group

Prior Scrutiny:

Atodiadau 1. High level agreed work programme

Appendices:

Argymhelliad / Recommendation:

The Committee is asked to note the report.

Please tick as appropriate

Ar gyfer Ar gyfer Ar gyfer Er
penderfyniad Trafodaeth | X | sicrwydd X | gwybodaeth
Icymeradwyaeth For For For

For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

This report is intended to demonstrate how we are seeking to share lessons learnt and distil best
practice to reduce /minimise further avoidable nosocomial (hospital associated) infection.
Furthermore to assist the COVID Unit in general preparedness for the 2"9 wave of the pandemic.

Cefndir / Background:

The Health Board has sustained to date two significant hospital associated outbreaks (Wrexham &
Central Hospitals ) which have required Outbreak Control Teams (OCT’s) with specific governance
arrangements underpinning these. As a consequence of these outbreaks (Central hospitals is still
ongoing) the COVID Delivery Group under the Chairmanship of the Acting Executive Nurse Director
has been formed to achieve the following:

- Effectively embed systems and processes developed as a result of learning to reduce/minimise
further avoidable nosocomial (hospital associated) infection.

- Lead the review of literature and intelligence together with linking with relevant
organisations/stakeholders to share learning and best practice, ensuring the dynamic review
and improvement of systems is in place.

- The review and operational implementation of local outbreak control plans to ensure it meets
the safety requirements of our service and ensure Health Board wide dissemination.




Asesiad / Assessment & Analysis

Strategy Implications

This work is designed to ensure that we adopt evidence based practice in managing such outbreaks
and that all actions are propionate and responsive to any findings of learning/evidence from COVID
outbreaks. This will then ensure consistency with our IPC strategies.

Options considered

The COVID Delivery Group considered a number of approaches to deliver their remit but then
agreed to adopt a focused work programme approach based on 6 themes as follows with a
designated Executive Lead and Project Director:

-Governance of policies (outbreak related) : Professor Arpan Guha, Dr Melanie Maxwell
-Incident Reporting: Sue Green, Peter Bohan

-Quality & Safety: Debra Hickman, Amanda Miskell

-Data Quality & Reporting: Dr Chris Stockport, Richard Walker

-Communications (outbreak approach): Sue Green, Katie Sargent

-Environmental: Mark Wilkinson, Rod Taylor

Attached at appendix 1 is some additional detail of the overarching work programme with further
current discussions taking place with the respective Project Directors on clear deliverables and
completion dates. The Assistant Director — COVID Coordination Unit is also now part of the Delivery
Group to ensure synchronisation with the new work taking place on preparedness for the 2" wave of
the pandemic.

Financial Implications
The COVID Delivery Group would refer to the Executive or any other COVID Forum should this
work programme generate any capital or revenue investment decisions.

Risk Analysis
This work programme is designed to reduce clinical risk for the HB as per information set out in the
background section.

Legal and Compliance
N/A

Impact Assessment
Any new policies or procedures recommended within particular work streams will require the
mandatory impact assessments which would form part of the individual work programmes.
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Summary of Completed Actions - Wrexham Outbreak.

A;::n Action Theme Action Title (Original Log) Action Description
. Patient Transfer .
1 Quality and Safety Urgent RCA on the movement of the Glyndwr patient.
8 Quality and Safety Swabbing and clarifying nose/throat or throat based on assay in use by lab or lighthouse.
€ wards.
There are beds that are not socially distanced. We need to socially distance beds, which will reduce the capacity. Therefore, we need to find additonal capacity.
10 Quality and Safety To be reviewed by the HMTs.
Can we re walk this so we are confident? A review of this work lead by hospital management team. GH needs an updated risk assessment on this
1 - The impact of cancelling electives if this is not under control. What will this be?
1 Quality and Safety 2 - The impact if we have to treat and transfer for ED.
Access and egress is limited and we need to be locking the site down as much as possible. Staff side input also. Gel and masks for staff not just public. Confident they are meeting the pathway that had been set out at the
beginning of the outbreak. No more entrances open that we should not have open.
. . To be reviewed by the HMTs. Reference action 10 above.
12 Quality and Safety Caieier Eleys A review of this work lead by hospital management team. GH needs an updated risk assessment on this.
Staff who have been tested positive in last 6 weeks to be re-tested. R Masters to confirm to Occupational Health if re-test required.
27 Quality and Safety Re-Testing of Staff To ensure that staff/managers are aware of the re-test process for those tested positive in last 6 weeks.
R Masters to confirm what staff test/process is to be carried out.
32 Quality and Safety PIRs Report on PIRs the Lessons learned
29 Quality and Safety Cleaning Standards GL Requested - Facilities to confirm that the required cleaning staffing/resource is in place to meet the National Standards of Cleaning across all areas of the hospital.
50 Quality and Safety Ward Openings Site to share the documentation on the decision making surround the reopening of a Ward.
To undertake an RCA on staff movements from Covid - Covid and Non Covid - Covid.
. We need to understand what actions are in place to prevent this happening.
54 Quality and Safety RESlenSuiiiiones We need to understand if they have been moved at the start of their shift.
We need to give assurance on the detail.
55 Quality and Safet RCA Decisoon Process Who made what decision to move patients and the risk base? What level is this decision being made? We need this clear in the RCA.
Y Y Actions to mitigate over the weekend, RCA and immediate lessons we can support you with. We need assurance on this before a full RCA update on 17/08.
Merging of two wards, . . .
58 Quality and Safety Barentmararants To get get written assurance form the consultants that they are comfortable with patient movement.
This will give us a surge ward — PANTOMINE WARD.
and assurance
. Would like to see the analysis coming out of these, to ensure we are learning lessons on site and HB.
61 Quality and Safety FIRS&IRERS RCAs | would like to see these themes coming out of here. Preferably on the same day as the PIRs.
68 Quality and Safet Staff Posiitve on from ENT To bring back the actions already taken with the staff positive from ENT, dates and times of all the shifts.
Yy Y (Part of Sitrep Agenda Item) [should the staff member have been tested previously? Have they worked elsewhere other than BCU?
. Ward Reopening . . .
73 Quality and Safety Summary of decision to reopen ENT and Mosrris to be shared with OCT
(On agenda)
74 Quality and Safety [ Communications (On agenda) |Reiterate hand hygiene with internal communications and consider messaging re ward movements.
" Bed Spacing . . N
63 Quality and Safety Where we are and the risk assessment associated. Identify the wards where we have moved beds. Update on 17/08.

Quality and Safety

On Agenda Monda!

Urgent review of the LOS data and undertake a RCA on this.




Communications briefing for all the staff, to re inforce the messages and that these messages are BCU policy.
Individual patient letters agreed on the call yesterday, with PHW template. AL — the final version went to print 28/07/20. Need to send AL a copy of the final version. To get this out on site with immediate effect.

Policies and
3 Procedures Communications - ) . ) .
The need for visible daily updates for the affected site. For all staff to access and include outbreak specifics.
5 T’OI'CI? and Have asked for the mortality review. ToR from TM by the end of the week to bring back to this group.
rocedures We need granular detail regarding the deaths to be collated and shared accordingly.
7 Policies and Staff & Encouraging staff to use BCU testing kits, not other processes. We need to establish daily communication with PHW on the daily data. We are linking in with ESR.
Procedures Testing Kits
9 Policies and Engaging in communication with WAST. DH will pick up with MW to feedback to the action log.
Procedures
Policies and
13 Procedures Maximising home working for more on site, ensuring all admin staff are home working and not on site if they are not needed to be. The message is to work remotely if you can.
15 Policies and Communication
Procedures Meetings To set up daily communication meetings.
16 Policies and Evmgtop Sz M Wain to confirm if any staff have previously tested positive on Evington. Assurance also required that staff positives have been added to datix.
Procedures Testing
L . " N Craine highlighted that IPC had recently set out guidance on cohorting of positive patients in same bay as negative symptomatic patients on the same ward and this had been discussed with Public Health Wales.
Policies and Cohorting Positive N N i . hanld ht e et N . N
20 Procedures Patients Cohort wards for exposed patients required as soon as p Advice be ght from & Facilities colleagues to ensure appropriate cleaning safely in place.
A Ledgerton/D Bhattacharjee to develop Standard Operating Procedure.
21 Policies and Communication T Mahambrey/D Bhattacharjee to convene group today to produce document that gives clear direction and to carry out execution of communication, this should be carried out at speed.
Procedures G Harris requires confirmation, by end of play today, that communication has been issued. Assurance also required that Medical colleagues are comfortable with this.
22 Policies and Sk Ol A Ledgerton/D Bhattacharjee to develop Standard Operating Procedure, reference action 20.
Procedures Procedure
23 Policies and D Hickman to discuss wearing of masks across wards with S Stanaway and will pick up with wards across Site — need to actively encourage and to reinforce with team.
Procedures Very visible presence required on site to support until embedded.
17 Policies and Volunteer Staff L Osgood to have discussion re Volunteer staff.
Procedures
25 Policies and R Masters is to discuss how to address gap/ border issues with G Harris later today and will also discuss the Countess of Chester.
Procedures Need to escalate the information to the countess.
a7 Policies and SOP for patient cohorting We need to approve and become a HB pollt_:y with _syppomve na}tlonal gu_ldance. This is a multifaceted piece of work.
Procedures As a Health Board we never suggest cohorting positive cases with negative cases.
We need to agree the way forward to whole hospital testing. How are we going to do this and the impact of this?
Whole YMW Sl =L We need a strategy on a way forward on implementing screening across the workforce in the Maelor. We need to be explicit about what we are doing and not doing.
Policies and Testing Meeting (On Agenda)
42 Procedures Clear Plan and timetable to come back 07/08/20 regarding staff testing.
Workforce .
N Need to prevent the HUB being over whelmed.
Timeline & Plan
There needs to be coordination here and a meeting pulled together by the HB. Clear communication on what we are doing and why we are doing it.
Tn create on what staff nead tn dn linn testing_Clarificatinn an the rinht t fallow
47 Policies and TTP of Staff When staff test positive the local contact tracing team will contact and advise. We need to know if this happening in the hospital regarding other staff colleagues.
Procedures This is being followed up with OH and the TTP team for clarification.
48 Policies and Eleri Davies to send link and we can look to incorporate this into our process.
Procedures




Policies and

To set up a meeting to discuss what rules for staff movements are in place, who made these rules and why.

49 Procedures StaffMovement Rules We need to know the number of moves we are doing, rational and risks that led to the decision.
43 Policies and We need an agreed definition on what is an Outbreak case, active case and recovery case.
Procedures We need to be transparent on the way we are reporting. Explicit on how we are changing this and why. Dates to be included.
Policies and . . S ) . .
76 Procedures Staff Testing Advice OCT on the consequences of staff retests done within 42 days. Flow chart developed and being consulted on with CTU and Booking Centres.
77 l;or:;z':;u?:: Staff Testing Tushar Mahambrey to coordinate a working group to meet with PHW/TTP to agree potential staff exclusion criteria or clear actions for staff who have previously tested positive
71 Policies and SEi MevEmEns (ElEny Development of Management of Outbreak Staff Flows SOP.
Procedures Group)
To look at the feasibility of this single bay and the cubicle on Erddig, just outside bay 7. AH to pick up with the nursing team on site. Adam/Andrew.
4 Environmental Estates and Additional Capacity |The plan is to open the additional capacity by ASAP.
Negative Pressure R Taylor to contact colleagues in Liverpool Hospital, who have created negative pressure rooms. To be guided by Authorised Engineer who is working with many Health boards.
24 Environmental R
ooms
45 Environmental Environmental Guidance Go back on the environmental guidance to review the bed spaces.
53 Environmental Isolation Facilities Update regarding the options to enhance isolation facilities. Need a date from RT to bring and present to this group.
We need a daily update on staff, where they were and what actions were taken. To include Occupational Health.
6 Data and Reporting| Staff Format - Communications
. Health & Safety RIDOR reporting - need to have the reports completed ASAP
14 |PataandReporting| o 0 Agenda & SITREP)
9 To report RIDDOR we will need Datix and 72 hour reviews; happy to report when have information understand being worked on.
18 Data and Reporting IRIS A Miskell to provide update from IRIS.
M Wain to provide situation report for Community and Acute, going forward; confirmation required of:
19 Data and Reportin Community & Acute 1 - What wards are closed and where beds have been removed due to social distancing.
P 9 Reporting 2 - How many deaths are being related to/the number of COVID positive patients exposed and died; numbers in Critical Care to be included.
. Case definition for . ) . .
26 Data and Reporting q M Wain/C McKerr/A Ledgerton to discuss case definition for patients and staff.
patients and staff
28 Data and Reporting At the request of GL. Weekly outbreak data to be presented to the outbreak control team.
. Staff/Patient . . . ) . "
30 Data and Reporting e How many staff and patients have moved in the shift? Rational of this. Presentation on 04.08.20.
31 Data and Reporting Review of Datix Consistent review of the data on Datix to be reported.
33 Data and Reporting Tem';\)lllg\t:rf:;riztlent We need a standard template drafting in order to record patient movements form PHW.
34 Data and Reporting Review Review of the information shared by Dr Gillian Richardson
35 Data and Reporting _We need granular detail regarding the deaths to be collated and shared.




36 |Data and Reporting Timeline We need a timeline of events and interventions from the initial outbreak.
38 Data and Reporting The need to establish how the deaths are being reported by PHW and the HB
39 Data and Reporting Commur;c:’t;or:zgon 22ty Deaths in relation to this outbreak will be reported through the HB. YMW deaths we report as YMW deaths as to HB deaths. Moving from BCU to more local deaths, owned by the HB.
40 Data and Reporting Staff Communications The need for visible daily updates for the affected site. For all staff to access and include outbreak specifics.
Helpful to over lay the timeline data with this.
41 Data and Reporting Epidemiology and the mapping data.
To arrange a meeting with Eleri Davies, Andrea L, Amanda M, Behrooz, Maureen W, Steve GR, Sam Newitt, Robin Howe, Peter Bohan
44 Data and Reporting Monitoring Form The monitoring form the GR has shared with us, how are we to implement thiis? This wil need support from the control centre.
46 Data and Reporting Staff Testing Groups We need to break down the data into staff groups and the areas the staff are associated with. We can then see activity related to the outbreak, or the hospital in general.
51 Data and Reporting Site to amend the narrative column in the SITREP presentation, to be more precise in the description.
Individual patient letters agreed on the call yesterday, with PHW template. AL — the final version went to print 28/07/20. Need to send AL a copy of the final version. To get this out on site with immediate effect.
. — The need for visible daily updates for the affected site. For all staff to access and include outbreak specifics.
. Site Communications
52 Data and Reporting
LINK TO ACTION 3 - Provide us with assurance of letters that had been sent out and who they have been sent to.
To ensure all patients that have been impacted have been informed.
SOP of how we are informing patients. If any questions to raise for the patient and family.
56 Data and Reporting Mortuary Daily Reporting To link SS's new process to our list, on which are HCAI infections and which are not. To get a definitive list and include in the daily SITREP.
57 Data and Reporting WG would appreciate receiving a report on the completion of the surveillance form and measures being taken to improve compliance.
59 Data and Reporting SITREP Front Sheet GH would Il{(e to see ? front shget, §|nce thg outbreak, these are the numbers, HCAI, Community etc.
That consolidated actions ar still being monitored etc.
We need to be clear on patients passing away as part of the outbreak,with HCAI . Validation of the data to be done to ensure that what we publish is correct.
Correlation of locally held patient lists (RW reported source) with Line List to establish one definitive data source.
Ensure that Line List is source for reporting of outbreak related deaths.
60 Dat: d Reporti Publishing of Deaths
ata and Reporting To gather every Covid-19 test since 6th July, number of tests on staff and patients to date, and the numbers of positive cases generated. GA and RWalker will assist. Reference area too. Diffrenciate A&E tests also as part of
the analysis. To be available for Wednesday CommunicationsA Miskell
How many test, total positive tests and to separate staff and patients. Cumulative total of cases to be included. Will include definitive data supplied for us to do this. Comms
. Line List . . . . .
62 Data and Reporting (On Agenda) AM & SS to take control of the Line List, for a HB approach not just site. To gather trends and analysis.
64 Data and Reporting Death Reporting Follow up with Mold Clinician to confirm death Covid related, including completion of surveillance form, and inclusion on Line List.




66 Data and Reporting Positive Patient Reporting Correlation of locally held patient lists (RW reported source) with Line List to establish one definitive data source.
67 Data and Reporting| Death Reporting (On Agenda) |Ensure that Line List is source for reporting of outbreak related deaths.
. Cumulative Figures To gather every Covid-19 test since 6th July, number of tests on staff and patients to date, and the numbers of positive cases generated. GA and RWalker will assist. Reference area too. Diffrenciate A&E tests also as part of
69 Data and Reporting N . I
(On Agenda) the analysis. To be available for Wednesday Communications.
70 Data and Reporting Comms(g:rzlgz:\;;l\lumber How many test, total positive tests and to separate staff and patients. Cumulative total of cases to be included. Will include definitive data supplied for us to do this.
72 Data and Reporting Line List Reporting GA to link in with AM/CM to add readmissions with multiple positive tests to Line List, confirming reporting.
75 Data and Reporting Actions Summary Summary of completed action to GH for update to the Delivery Group.
78 Data and Reporting Staff Testing YWM consultant meeting - creating a set of FAQ to respond to some of their queries
79 Data and Reportin Postive Case Reporting (Delivery |IPC to confirm definition of when reported positive patients are deemed to be negative, if they are still in HB fsacilities; i.e how long do they need to be nagtive after last positive test to be no longer reported as outbreak related
P 9 Group) patients.
82 Data and Reporting Communications Outcome report to be shared with Care homes
83 Data and Reporting| Delivery Group (On Agenda) |Terms of Reference for Delivery Group to be shared with OCT
86
85
Open - Transfer to . " Early warning trigger mechanism that should be built into the data management (i.e. an automated notification function which activates when one of the case definitions criteria is met), to be incorported into the new Recovery

80 . Trigger Tool (Delivery Group) "

Delivery Group Reporting process.

Open - Transfer to | Staff Movements (On Agenda for

81 Delivery Group YGC and Delivery Group) YG abd YGC Staff Movements summary
84 Open_ - Transfer to Debrief Process (Delivery Debrief Session/Process to be picked up by the Delivery Group; to include PHW colleagues.

Delivery Group Group)
85 Open_ - Transfer to Mortallty. Review Process Mortality Review Process to be completed.

Delivery Group (Delivery Group)
87
88 Policies and Governance of Policies Update existing IPC policies that are out of date; links to wider work on governance of policies

Processes
89 Policies and Communication Share and implement HCAI / IPC policies across BCU
Processes
90 P:r"oi::;nsd Incident reporting Reinforce the use of incident reporting to support early identfication of staff HCAl/outbreak
Policies and . . . - .

91 Completion of PIRs/ MiS The reports are not produced in a timely way in line with policy. Enable the requirement to do this (so we can share learning)

Processes




92 Data and Reporting Data intelligence cell Dedicated intelligence unit with anlytical support ; this links to a wider piece of work within Informatics
93 Data and Reporting Data Quality ( triggers) Determine additional resources to support timely data input - enabling triggers
94 Quality & Safety IPCT resource Business case to increase capacity within the IPCTeam to support pandemic
95 Quality & Safety Organisational learning Agree and implement a framework to systematically learn across sites and depatments; this is not just related to outbreaks
96 Quality & Safety Training Needs Analysis Review IPC training to enbsure fit for purpose and delivered to appropraite groups - links to agency workers adan training assurance. This was specifically donning and doffing as an example- some staff untrained.
97 Quality & Safety Local Investigation Clinically led review of communications during the Wrexham Outbreak focussing on communication
Policies and . . . y . . . - . .
98 Document Management System [There is no single data source to identify when guidance was updated/ staff were told/actions were taken to sup[port investigations that requre time lines.

Processes




Executive
Sponsor
Project
Director

Theme

AG

SG

PB

DH cs

AM RW

SG

KS

Mw

RT

Governance of Policies (Outbreak
Related)

Incident Reporting

Quality and Safety Data Quality and Reporting

Communications (Outbreak
Approach)

Environmental

Standardised set of Policies and
Procedures to be established to support
the management of an outbreaks. To
include the new SOPS/Policies adopted
at Wrexham, below. - Off the shelf
minimum approach - similar to major
incident doc in on call info? What do we
include?

All new SOPs and Policies that were
developed as part of Wrexham
outbreak to be rolled out across HB
as initial step. Patient transfers, staff
movements, screening compliance and
changes to dept policies, reopening of
ward checklist, patient cohorting, TTP

Review of current incident reporting
methodology, update as needed,
outcome being 'up to date’ full set.
Split between BAU and Outbreak?
(Datix system to be used, reinforce.
How does RIDDOR fit in? Do we need
to include for clarity, do we need
separate system? Guidance refresh
and reinforce message.)

Assure that 'up to date' incident
reporting policies are
embbede/reinforced across whole
HB. Assuranace that all key staff have
visibility, part of annual mandatory
training.

Agreed Policy update pi
what, when? Timescales and
agreement/change process. Specifically
IPC policies to be assessed as
minimum.

, who

Production of a SOP that defines
both BAU and outbreak for
data/reporting battle rhythmn,
including escalation structure. Need
to include use of key info, Trigger Tool,
etc. Do we need separate management
infrastructure to manage outbreaks,
OCT approach?

Assurance process that all policies
are embedded across the HB,
evidence the roll out. Process to agree
variations to standard if required?
Formal sign up and accountability
framework.

H&S - Checks for alternative
occupations of workers, and assurances
of adequate workplace precautions -
?SOP for temp staffing, including
volunteers.

Mortality Reviews?

WAST specific communications?
Home Working?

PPE usage SOP?

Clear for reporting,
escalation and review and
managing lessons learned. Need to
include timescales. Escalation process
separate to outline triggers
consideration of outbreak or Sl being
declared.

Communication with other ajoining NHS organisations?

HOPE toolkit?
Case definitions?

PIR reports to be standardised
with proforma approach? Clear
guidance as to what (as a
minimum) generates need for one?

Single data source, with all
policies, including updates.

Standard regular Audit Reporting - BAU reporting, clear plus
PPE, Hand Hygiene, Screening of ~ additional requirements if
all Admissions, Staff Movement outbreak is declared. BAU
and Patient Transfers. Do some of reporting to be monitored
these audit results need to part of
BAU reporting and some outbreak
only?

Cleaning audit information? Does it Trigger Reporting finalised, roll
form part of BAU, link into the out across HB. To include Exec
management of all HAls plus visibility of reporting, specific
additional protocols for outbreaks? management responsibility
(Operational) including agreed
escalaltion process, and embedding
into the existing HB governance

PSRN

Separate/additional reporting to
be put in place once outbreak
H&S - Embed and assure donning |declared eg positive case
and doffing guidancef/training for all
staff requiring Level 1 and Level 2
PPE. Include checks for

temporary workers

frequency of BAU reporting etc.

Review of key departmental
resource, or roles and
responsibilities. Need to
standardise departmental
Irole/responsibilities, eg IPC.
Apparent that IPC pick up most of
key actions/decisions. What is role
and responsibility of H&S and site
management teams? Does it
change in outbreak, do IPC get
primacy for specific

received by which internal group?

monitoring, screening compliance or

H&S - Consider standard
investigation protocol for staff cases
- data sources, data
requirement/quality,
membership/responsibilities,
timescales, documentation,
escalation, criteria for close-out.
Pooling and sharing of relevant data
(IPT, Workforce, Governance, H&S)
- consider mechanism and resource
requirement

Swabbing? Case Definitions?

De cluttering/oocial distancing on w: IRIS, where does it fit?

Impact assessment - elective cance Weekly Audit data?

LOS data - Wrexham specific? Granular death reporting?
Timelines of outbreak?
Epidemiology reporting and input?
Sitrep format?
WG Survelliance Form?
Line List reporting?

Standard policy

Facilities -

to cover outbreaks and Sl's?
Specific issue of comms to Medical
staff raised, needs to be visible part
of policy, including direct feedback at
exisiting forums.

Communication to all staff of key
changes and updates and their
individual responsibility.

Do we do roadshow, learning type
sessions? Alternative
communications methods.

Review of current side
rooms and negative
pressure facilities.

Guidance to review bed
spaces - assurance that
consistent across HB.




Outbreak Related Work Program Summary - Delivery Group

Executive
AG SG DH CS SG MwW
Sponsor
Proj
roject MM PB AM RW KS RT
Director
Governance of Policies . . . Data Quality and Communications (Outbreak .
Theme Incident Reporting Quality and Safety . y ( Environmental
(Outbreak Related) Reporting Approach)
Standardised set of Policies and Review of current incident reporting |PIR reports to be standardised |Single data source, with all Standard communications policy |Isolation Facilities - Review
Procedures to be established to methodology, BAU and outbreak with proforma approach. policies, including updates. to cover outbreaks and SlI's e.g. of current side rooms and
1 support the management of an distinction needed? Medical Staffing forums. negative pressure facilities.
outbreaks.
All new SOPs and Policies that were |Assure that 'up to date’ incident Standard regular Audit BAU reporting, clear plus Communication to all staff of key |Guidance to review bed
developed as part of Wrexham reporting policies are Reporting - PPE, Hand Hygiene, |additional requirements if changes and updates and their spaces - assurance that
2 outbreak to be rolled out across HB |embbede/reinforced across whole |[Screening of all Admissions, outbreak is declared. individual responsibility. consistent across HB.
as initial step. HB. Staff Movement and Patient
Transfers.
Agreed Policy update process, Clear responsibility for reporting, Cleaning audit information. Trigger Reporting finalised, roll |Communications to external NHS
3 ensuring always up to date. escalation and review and out across HB. bodies
managing lessons learned.
Production of a SOP that defines Embed and assure donning and |Separate/additional reporting to
both BAU and the additional doffing guidance/training. be put in place once outbreak
4 requirements relating to an outbreak, declared.
data/reporting battle rhythmn,
including escalation structure.
Assurance process that all policies Review of key departmental
5 are embedded across the HB, resource, or roles and

evidence the roll out.

responsibilities.

Specific Policies/Procedures and
SOPs identified, part of 1&2?

Consider standard investigation
protocol for staff positive cases.

; - Temp staffing
- Mortality Reviews
- PPE usage
- Home working policy
Tosbe t')';‘_"”"ed above: To be included in above:
- Swa lng. o i - Case Definitions
- De cluttering/soocial distancing | _ IRIS. where does it fit?
on wards ) - Weekly Audit data
, - Impact assessment - elective

cancellation, Treat and Transfer
ED

- LOS review of data - Wrexham
specific

- Granular death reporting
- Epidemiology reporting/input
- WG Survelliance Form
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Report Title:

Cyfarwyddwr Cyfrifol: Debra Hickman, Acting Executive Director of Nursing and Midwifery
Responsible Director:

Awdur yr Adroddiad Matthew Joyes, Acting Associate Director of Quality Assurance and
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Kath Clarke, Head of Patient Safety
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Craffu blaenorol: Review by the responsible Directors and Executive Director
Prior Scrutiny:

Atodiadau 1. Q2 report

Appendices: 2. Incident Process Review Update

3. Action plan update

Argymhelliad / Recommendation:

The Committee is asked to:

1. Note the report.

2. Note the focus on improving learning, reducing incidents resulting in avoidable harm and the
evolving improvement of assurance in this area recognising significant work remains.

3. Receive this report and provide feedback on its evolving content and layout.

Ar gyfer Ar gyfer Ar gyfer v | Er
penderfyniad Trafodaeth sicrwydd gwybodaeth
Icymeradwyaeth For For For

For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

The Quality, Safety and Experience Committee is the delegated Health Board committee with
responsibility for seeking assurance on patient safety. This report provides the committee with
information and analysis on significant patient safety issues arising during the quarter under review,
alongside longer-term trend data, and information on the safety improvements underway.

Cefndir / Background:

This new format report is designed to offer improved information and analysis in relation to patient
safety, in order to improve the assurance received by the committee. The period under review is
primarily July 2020 to September 2020 (inclusive); however, longer-term data for the previous 27
months (allowing month on month comparison) has been included in the graphs to provide a better
longitudinal view and to enable the use of statistical process control (SPC) charts.

Asesiad /| Assessment & Analysis

Assessment and analysis is included within the report including a breakdown of incidents by
division/site, details of the most common type of reported serious incidents and a high-level
summary of identified learning.
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INTRODUCTION

1.1

1.2

1.3

1.4

Patient safety is focused on the prevention of harm to patients by improving the way
in which care is delivered so that errors are prevented, learning occurs from the
errors that do occur and a culture of safety is fostered that involves health care
professionals, partner organisations, patients and their carers/families.

This report provides the Quality, Safety and Experience Committee with information
and analysis on significant patient safety issues arising during the quarter under
review, alongside longer-term trend data, and information on the safety
improvements underway. The aim is to provide the committee with assurance on the
Health Board’s work to improve patient safety.

Statistical process control (SPC) charts or run charts are used were appropriate to
show data in a meaningful way, differentiating between variation that is expected
(common cause) and unusual (special cause). The NHS Improvement SPC Tool has
been used to provide consistency throughout the report. This tool uses the following
rules to highlight possible issues:

¢ A data point falling outside a process limit (upper or lower) indicates
something unexpected has happened as 99% of data should fall within the
process limits — the process limits are indicted by dotted grey lines.

e Two out of three data points falling near a process limit (upper or lower)
represents a possible change that should not result from natural variation in
the system — the process limits are indicted by dotted grey lines.

e A run of seven or more values above or below the average (mean) line
represents a shift that should not result from natural variation in the system —
this is indicated by coloured dots.

e A run of seven or more values showing continuous increase or decrease is a
trend — this is indicated by coloured dots.

e Atarget (if applicable) is indicated by a red dotted line.

For ease of reading the charts, variation icons describe the type of variation being
exhibited and assurance icons describe whether the system is achieving its target (if
applicable).

Variation Assurance
? BN
®®| @ 2
Common Special cause Variation Variation ariation
cause of of improving indicates indicates

erning inconsistently | consistently

significant
change

hitting (P)assing
passing and the target short of the
falling short target
of the target
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1.5 There are two sections of this report that may include incidents that affect employees

and members of the public, as well as patients; these are serious incidents and
liability claims. As the Patient Safety and Experience Department manage these
matters, they are included in this report to provide an overall view of these areas;

however, relevant information is also included in the Occupational Health and Safety
Report.

PATIENT SAFETY INCIDENTS

2.1

2.2

2.3

Patient safety incidents are any unintended or unexpected incidents, which could
have, or did, lead to harm for one or more patients receiving healthcare. Incidents are

reported on Datix, the integrated risk and safety management system used by the
Health Board.

The graph below demonstrates the number of patient safety incidents reported during
Quarter 2. In total, 6,817 patient safety incidents were reported in this period. The
number of incidents reported has shown an increase for this Quarter. As hospital
activity begins to return to a more usual level following the COVID -19 pandemic, the
reporting of patient safety incidents have now started to increase. In addition, the
reporting of COVID-19 patient related incidents account for 349 incidents compared
to 549 last quarter — these range from the inappropriate transfer or discharge of
patients to a number of COVID-19 cluster outbreaks.

Patient Safety Incidents-BCUHB starting 01/01/19
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Investigation toolkits to support an all Wales Approach to COVID-19 reviews of staff
who have contracted the virus, and for patients with nosocomial infection, are in
development. The work is led by Welsh Risk Pool and the Head of Patient
Experience (HoPE) network. The use of the toolkits is expected to be supported by
Welsh Government. We are currently waiting for the investigation toolkit to be
approved however the tool kits are available to use if services wish.
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24

The Patient Safety and Experience Department is undertaking a comprehensive
review of the incident process (including serious incidents) and this is being
conducted in co-production with divisions and other stakeholders. This work was
delayed until the beginning of August 2020 because of the COVID-19 pandemic. To
enable engagement with Divisions a questionnaire was developed and sent to
Directors of Nursing, Governance Leads and key stakeholders. The questionnaires
were analysed and the results are feeding into the ongoing review. An organisation-
wide patient safety culture survey is also underway using an accredited international
tool. An update paper is included in appendix 2.

WELSH GOVERNMENT REPORTABLE SERIOUS INCIDENTS

3.1

3.2

3.3

A serious incident is defined as an incident (not exclusively a patient safety incident)
that occurred in relation to NHS funded services and care resulting in:

e the unexpected or avoidable death of one or more patients, staff, visitors or
members of the public;

¢ permanent harm to one or more patients, staff, visitors or members of the public
or where the outcome requires life-saving intervention or major surgical/medical
intervention or will shorten life expectancy (this includes incidents graded under
the NPSA definition of severe harm);

e a scenario that prevents or threatens to prevent an organisation’s ability to
continue to deliver health care services, for example, actual or potential loss or
damage to property, reputation or the environment;

e a person suffering from abuse;

e adverse media coverage or public concern for the organisation or the wider NHS;

e the core set of ‘Never Events’ as updated on an annual basis

Welsh Government provide a list of serious incidents that require formal notification if
reported. This list is not exhaustive and notification of any incident resulting in serious
harm must always be considered as Welsh Government Reportable.

During the Covid-19 outbreak, Welsh Government reduced their list of reportable
serious incidents, including healthcare acquired pressure ulcers (avoidable) and falls
with harm, consequently resulting in a sharp decrease in the number reported during
Quarter 1 (see graph below). Reporting has now returned to the previous (pre-Covid-
19) process as of August 2020 and a clear increase in reporting can be seen, (see
Graph below). This decrease is in line with other Health Boards during the Covid-19
first wave with information shared via the HOPE Network to support this assertion.
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3.4 The bi-monthly Serious Incident Report provides a regular update of newly reported

incidents to the Committee. The most common categories of reported serious
incidents (SI) for the quarter include:

Self harm in primary care, or not during 24-hour care (n=12). Of the 12
reported,11 have been reported under Mental Health Community Services, making
them the highest reporter of Sl to Welsh Government. Of these 12 incidents, eight are
recorded as ‘Unexpected death whilst under the care of a health professional (n=8).
All eight of these have been reported by the Mental Health and Learning Disability
Division (community teams), who are required to report all unexpected deaths of
patients open to services, regardless of whether the death was contributed to by
healthcare services (as per the national Serious Incident Framework).

Patient falls resulting in severe harm or death (n=12). During the time period,
falls with harm have been recorded by unit as follows: Ysbyty Penrhos Stanley (2),
Wrexham Maelor Hospital (2), Eryri Hospital (2), Ysbyty Gwynedd (3), Ysbyty Tywyn
Memorial Hospital (1), Ysbyty Glan Clwyd Hospital (1), Learning Disability
Community Services (1)

Avoidable grade 3/4 pressure ulcers, unstageable or deep tissue injury (n=6). Of
the 6 incidents reported during Q2, three of these were related to extended stay or
episode of care.
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It is important to note, serious incident reporting was noticeably reduced during the
quarter as a result of the COVID-19 pandemic reporting changes and activity
changes.

3.5 Atthe end of Quarter 2, 73 serious incidents remain open with Welsh Government of
which 24 are overdue (down from 31 in the last report). Of these, the predominance
of overdue incidents relate to Central Area (6), Corporate (5) and East Area (6). All
divisions have seen and continue to see a reduction in overdue incidents. A small
number of incidents are overdue by twelve months (6) and these relate to matters
subject to police investigation. A number (6) are overdue by 6-12 months and a
slightly larger number (7) are overdue by 3-6 months. There has been significant
reduction over the last 12 months.

4. PATIENT SAFETY STRATEGY

4.1 A Patient Safety Strategy for BCUHB is in development. A proposal was submitted
to the Quality and Safety Group outlining how engagement with key stakeholders,
patients and staff can be done under the current COVID-19 restrictions. A patient
safety culture questionnaire was piloted within the Heddfan Unit during August 2020
and was launched BCUHB-wide in September. The results will inform the strategy.
In addition, interviews with key stake-holders are also taking place. The plan is to
develop the new strategy over quarter 3 and seek approval during quarter 4 ahead
of a launch in April 2021.

5. NEVER EVENTS

5.1 Never Events are defined as Serious Incidents that are wholly preventable because
guidance or safety recommendations are available at a national level and should
have been implemented by all healthcare providers. The Welsh Government issues a
list of serious incidents that are deemed to be Never Events. Each Never Event type
has the potential to cause serious patient harm or death. However, serious harm or
death does not need to have happened as a result of a specific incident for that
incident to be categorised as a Never Event. Never Events require full investigation
under the Serious Incident Framework.

5.2 During Quarter 2, two Never Events were reported as follows
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Division Ward/Team Type of Description Harm

Event
Ysbyty Glan ITU Retained CT scan of lower Negligible
Clwyd foreign object | abdomen revealed

post-operation | wire in Inferior Vena
Cava. Subsequent
Chest X-Ray
showed this
extending back into
thorax.

Wrexham Eye Clinic Wrong site Procedure carried Major
Maelor surgery out on incorrect eye
Hospital

In total, four Never Events have been reported so far in 2020 — three fall into the
“‘wrong site surgery” bracket and the lack of or failure to use a LocSSIPs is a theme.
The approach to LocSSIPs and NatSSIPs is to be redesigned as part of the priorities
for the Patient Safety Team with work commencing in January 2021, at the latest. In
addition, the Secondary Care Medical Director has been tasked with leading
improvement work in this area. The remaining relate to “retained foreign object post
operation” and “wrong route administration of medication”.

Last year, a never event was reported by Ysbyty Glan Clwyd when a patient’s gall
bladder was removed in error. A comprehensive investigation was undertaken and
an action plan developed based on the findings. The action plan update can be seen
in appendix 3 — it is important to note evidence has not been tested for this action
plan and this will be progressed depending upon the findings of the external review.
Only two actions remain to be completed:

e Consider facilitating a human factors review of the incident for further
learning and building of relationships. Recruitment is underway of clinical
staff into a human factors faculty.

e Vascular network to ensure theatre teams, on all sites, are made aware
of the vascular support that is available and how to access. YGC has
completed this action but awaiting confirmation from YG and WMH.

In addition, an external independent expert has been commissioned to review the
incident, the investigation and its findings. A report is expected later this year.

INQUESTS

6.1

6.2

During September 2020 inquest hearings have been recommenced following
restrictions placed because of the COVID-19 pandemic. The North East and Central
Wales Senior Coroner is currently only listing ‘Read only’ inquests — those that
require no witnesses and where evidence may be read under Rule 23. It is unlikely
that any inquests with witnesses summonsed will be heard until 2021.

The Health Board has received notification that the Coroner has opened 65 new
inquests during Q2 involving the Health Board. Although a review of inquest data
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6.3

6.4

6.5

6.6

6.7

from Datix appears to show a drop in inquests opened across the Health Board,
since March 2020 there has been a more rigorous review of inquests logged, and
duplication avoided. Prior to this there was frequent duplication of cases logged
between Secondary Care and Mental Health, as well as across Areas. The MHLD
Division continue to operate their own inquest coordination activity.

29 inquests were concluded during Q2:

- Of these 28 were heard under Rule 23 with the North Wales Coroner

- One inquest was heard by the South Manchester Coroner in Stockport. The
BCUHB witnesses all gave evidence via video link, with the Health Board legal
representative present in court. This was the first time that BCU witnesses had
given evidence in these circumstances. There were a number of learning points
associated with this inquest, and these were reviewed during a debrief session
following the inquest (see 6.5).

Inquest conclusions:

Unfortunately due to some IT changes and restricted working arrangements within
the Coroner’s Office at present, the inquest conclusions for this period have not yet
been forwarded to the Health Board.

Inquest learning

Learning from inquests is fed directly back to services, and where appropriate into
organisation-wide leads or groups. Key learning points taken from the inquest
debrief session listed in 6.3 were

- Priority of Inquests when booking rooms for virtual inquests

- Appropriate technology being available in the rooms to enable correct level of
communication with inquest court

- Development of a check-list to be used for all statements associated with falls
in particular to ensure comprehensive level of information gathered at outset.

The Patient Safety and Experience Department’s planned comprehensive review of
the inquest process, to be conducted in co-production with divisions and other
stakeholders, is due to be completed by December 2020. A stakeholder
questionnaire has been developed and is due to be issued to staff members across
the organisation during October 2020. The BCU Inquest team is involved in the All
Wales Inquest process review, but unfortunately, the meeting planned for
September 2020 had to be postponed at short notice due to the impacts of rising
Covid-19 levels in communities across South Wales.

The Inquest Board Round continues to be held virtually via Skype, held in
collaboration with representatives from clinical, managerial and governance teams.
The meeting purpose is to track progress and escalate any issues or delays in order
to support an efficient process and enable effective communication of
responses/timescales to the Coroner. Overall feedback on this process is positive
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however implementation across different localities has been inconsistent. The
process has been to hold separate Inquest Board Rounds for each locality, but
these will merge to form a BCUHB Combined Inquest Board Round, with timed slots
for different services. This is on track to be in place by December 2020 and will
improve the overall coordination of inquests.

7. LITIGATION

7.1

7.2

During Quarter 2, 54 claims or potential claims were received against the Health
Board. Of these, 45 related to clinical negligence and 9 related to personal injury.

We have now seen an increase in claims generally during Q2. When looking back
at Q1 and comparing, Q1 was the start of the Covid-19 pandemic and it was
anticipated that we would see a further rise in claims as business begins to return to
a new normal. This increase is therefore as expected.

Clinical Negligence-BCUHB starting 01/01/19
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7.3
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During Q2, 53 claims were closed. Of these, 33 related to clinical negligence and 20
related to personal injury. The total costs for these closed claims amounted to
£12,102,096.95 before reimbursement from the Welsh Risk Pool. The most
significant claims related to:

Delay in diagnosis and treatment of subarachnoid haemorrhage. Failure to
consider subarachnoid haemorrhage and investigations to exclude this in
accordance with the Royal College of Emergency Medicine Guidelines 2009.
Claimant should have undergone a CT scan (£2,720,716.26)

Learning:

Case presented at Mortality and Morbidity meeting August 2013. Doctor

reflected on the case with personal supervisor and also presented the case at
the M&M meeting.

Ensured RCEM and NICE guidance available on ED website for consultation by
junior doctors.

Compared with 2013 and 2014, the threshold to refer for CT scan for patients
who present with “headache” to the Emergency Department is far lower today.
There are now second CT scanners at the main acute hospital sites, and
general radiographers are now trained to undertake CT head scans as part of
their routine training.

Failure to undertake screening tests in GP Out of Hours following attendance
with a foot injury of an undiagnosed diabetic. Patient subsequently lost to follow
up by Ophthalmology and both claims merged (£1,031,334.30).

Learning:

Medical Advisor for West to include case in newsletter to ensure all clinicians
aware that in rare circumstances to think of contributing factors to the
presenting complaint such as diabetes in infected wounds.
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lif.

iv.

Papers relating to eye health care presented to Boards throughout Wales
outlining proposals for the future model to ensure improved eye care for
patients

Eye Care Measure an All Wales initiative introduced

Nerve damage sustained during left nephrectomy in September 2009 leading to
paraplegia. There were delays calling for medical opinion and in recognising the
claimant’s hypovolemia. (£3,226,061.93).

Learning:

Individual management plans now developed for practitioners where issues
have been identified. Nursing staff accompany a member of Acute Intervention
Team (AIT) and objectives set. Scenario based training is in place developed by
the AIT. All staff in high risk areas, i.e. critical care/acute cardiac units, have an
advanced life support (ALS) or immediate life support (ILS) qualification.

The Health Board developed the RRAILs (rapid response to the acutely ill)
guidance and the acute intervention team are now in place 24/7 on all acute
sites.

Failure to diagnose and treat an infection in the mother resulting in the baby's
death. Issues with conducting fetal biometry noted. Majority were carried out to
acceptable standard, but an opportunity was over looked and it transpired that
there should have been a concern regarding the growth on that date. Issues
also observed regarding use of the CTG trace stickers.

Learning:

Implementation of the Perinatal Institute GAP Training Programme in 2017
detailing the management of symphysial fundal height (SFH) measurements.
Annual e-learning package including this area for all midwifery and medical
staff.

In 2019, the Health Board implemented the Fetal Surveillance Standards in
accordance with national recommendations. All staff must undergo six hours
face to face training in CTG assessment and fetal monitoring.

Incident shared with Obstetric Ultrasound lead to ensure learning across the
board.

Failure to diagnose and treat a condition called hyperekplexia (also known as
startle syndrome) between the years of 1992 and 2007. During this time, the
claimant had previously been diagnosed and treated for epilepsy and cerebral
palsy (£873,746).

Learning:

This matter goes back nearly 30 years and there have been advances in the
diagnosis of hyperekplexia since then.
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7.4

7.5

Hyperekplexia will be considered as one possible reason when an infant has
seizures. A family history is an important part of the diagnosis because of the
usual genetic linkage. The major features of this condition have been shared
since the claim with clinical staff.

vi. Delay in proceeding to emergency caesarean section. Claimant suffered

bradycardia leading to a brain injury. There were significant failures to recognise
and act upon evidence of fetal distress on at least three occasions, in spite of
evidence of pathological CTG traces pre-delivery (£5,751,238.91).

Learning:

Introduction of a daily multidisciplinary review of all cases within the previous 24
hours on labour ward.

Introduction of the "Fresh Eyes" approach in the interpretation of the EFM
whereby a senior review is undertaken every hour in established labour.

Introduction and full implementation of the RCOG/RCM e-Learning for
Healthcare EFM package for all relevant staff within maternity services and the
ongoing annual competency requirement as stipulated by WG.

Introduction of the Antenatal and Intrapartum CTG assessment stickers and use
of prompt cards to aid timely intervention if CTG becomes abnormal.

The following themes have been identified during Quarter 2 for 2020/21 for clinical
negligence:

1. Implementation of care
2. Diagnosis — Including delay in diagnosis
3. Treatment or procedure

As expected the largest number of open claims relate to Surgery, Specialist
Medicine and Women and Maternal Care. This is not an unusual profile of
specialities within the NHS.

The following themes have been identified during Q2 for personal injury:

A rise in the numbers of claims relating to the following:

1. Abuse/violence to staff
2. Slipsltrips

Other categories remain steady and we continue to see claims being brought for the
breaches of Data Protection.

All settled claims require completion of a Learning from Events Report. This records
the findings of investigation and any actions taken and is jointly developed by the
claims manager and relevant clinical lead. This report must be submitted to the
Welsh Risk Pool in order to reclaim costs.
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7.6

7.7

The Welsh Risk Pool (WRP) arrangements require that individual NHS bodies meet
the first £25,000 of any claim or loss. Thereafter the NHS bodies can submit a
reimbursement request to the WRP for consideration and approval. The WRP
administers the risk pooling arrangements and meets the cost of financial losses
over £25,000. All Health Boards and Trusts across Wales have been advised by the
Welsh Risk Pool that the annual revenue allocation from the Welsh Government is
not sufficient to meet the value of forecast in year expenditure and that it is likely
additional contributions will be required. BCUHB’s share of the increase will be
17.07% and the current forecast predicts an additional cost of £2.56m in addition to
the contribution already made, creating a significant impact on the overall financial
position. The Finance Division are aware and it will be included as a potential risk
until things are finalised later on in the year. National discussions are underway,
however this figure succinctly reflects the increasing costs arising from liability
claims across the NHS and within the Health Board.

When an investigation of a complaint or incident determines that there is, or may
be, a qualifying liability, the Health Board must make an offer of redress to the
patient.

Redress can include financial compensation up to the £25,000 limit allowed under
the Regulations; providing a full explanation; a written apology; and providing a
report on the action which has been, or will be taken to prevent similar cases
arising.

PTR Redress Payments - 2015 - 2020
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7.8

The Regulations state that where a person is seeking Redress, the findings of the
investigation must be provided within 12 months of first receipt of the concern.

During Q2 2020-21, 14 Redress cases were concluded as follows:

o offers of financial compensation as redress were accepted totalling £99,500

e 2 written apologies

e 4 proceeded to become a clinical negligence claim (including one case where
the Health Board’s investigation had concluded there was no qualifying liability;
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7.9

7.10

7.11

one where an offer had been made but rejected, one had been advised to
pursue a claim due to likely value exceeding the PTR limit, and the other was
removed from redress before an offer was made.

Only 30 of these were concluded within 12 months of being received by the Health
Board. However, four cases were offered the maximum allowed under Redress
which is reflective of the complexity of the investigation required, and which in turn
can cause delays in the process, for example when external independent opinions
are required.

Redress offers accepted during this quarter were about the following issues:

Following an incident being reported about antenatal care, the investigation
concluded but for the failure to arrange an induction of labour, baby would not have
been stillborn.

Breakdown in communication between clinicians and poor documentation of
planned management for patient’s pregnancy.

Elective caesarean section proceeded to massive obstetric haemorrhage.

As a result of a chemotherapy medication error, the patient became acutely unwell
and required hospital admission.

Sensitive personal information had not been sent to the patient’s correct address.

Failure in communication pre-operatively in relation to treatment options resulted in
patient receiving the incorrect surgical procedure.

Surgery to remove bowel cancer was not performed to an acceptable standard.

Failures in nursing care with regards to nutrition assessment, weight monitoring and
risk of falls assessments.

Delay in applying splint to fractured limb.

Failure to identify fracture and commence appropriate treatment.

To ensure that learning and improvements are actioned at the earliest possible
stage, the Welsh Risk Pool requires the Health Board to submit a Learning from
Events Report (LFER) within 60 working days of a qualifying liability being
determined within a complaint or incident investigation — this process includes the
actions that the Health Board have put in place. The LFER will be considered by the
WRP Committee who will approve reimbursement to the Health Board for the costs
entailed in each redress case, once satisfied with the evidence of learning provided.

The Patient Safety and Experience Department is planning a comprehensive review

of the claims and redress process and this will be conducted in co-production with
divisions and other stakeholders including Legal and Risk Services from the NHS
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Wales Shared Services Partnership. Due to COVID-19, this work is now planned to

commence in 2021.

8 SAFETY ALERTS

8.1

The Health Board currently has six active alerts and is currently non-complaint

against four alerts.

Reference Issue Date | Deadline Status Narrative
Date
PSNO34/September 29/09/2016 | 28/09/2017 | Overdue | Work to be led by
2016 Supporting the the Secondary Care
introduction of the Medical Director in
National Safety relation to the use
Standards for of NatSSIPS and
Invasive Procedures LocSSIPS. This is
detailed further
above and in the Sl
Report.
PSA010 /April 2020 10/04/2020 | 10/04/2020 | Overdue | Patient Safety Team
Interruption of high cascaded alert and
flow nasal oxygen are actively chasing
during transfer evidence of
compliance. East
and West Acute
sites currently
outstanding.
PSN051/28 February | 12/08/2020 | 28/08/2020 | Overdue | Patient Safety Team
2020 Depleted cascaded alert and
batteries in are actively chasing
intraosseous evidence of
injectors compliance.
PSN0O54-Aug2020 28/08/2020 | 12/11/2020 | In Patient Safety Team
Risk of death from progress | cascaded alert and
unintended are actively chasing
administration of evidence of
sodium nitrite compliance.
PSNO53 /February 05/11/2020 | 10/11/2020 | In An evidence review
2020 Risk of harm to progress | panelis arranged
babies and children for 09 November
from coin/button 2020.
batteries in hearing
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aids and other
hearing devices.

PSNO30/April 2016 - - Not WG Update Sept
The safe storage of Compliant | 2020: The original
medicines: Notice is being
Cupboards revised and a final

version is currently
being considered
for issue soon.

8.2 The Patient Safety and Experience Department are carrying out a comprehensive
review of the safety alerts process and this will be conducted in co-production with
divisions and other stakeholders. This work has now commenced with a new
process flowchart being developed and cascaded to the safety solutions leads for
review and comments. Interim measures being put in place for December 2020 with
a full review and improvement plan in place for March 2021.

8.3  To support this review, an internal audit is also underway to identify issues with the
current process and inform future improvements.

9 ONCE FOR WALES CONCERNS MANAGEMENT SYSTEM (OFWCMS)

9.1 There is currently no national project plan or key milestones with dates from the
RLDatix Team and WRP which is impacting on the ability of the organisation to
develop an implementation plan for BCUHB. The risk is shared by Health Boards
across Wales and has been raised in the HoOPE Network.

9.2 There are representatives on the national work streams which have recently
recommenced following the initial COVID-19 challenges.

9.3 The Patient Safety and Experience Department has established a system group,
which is led by the Department’s Lead Manager for Transformation and
Improvement.

10 CONCLUSION AND RECOMMENDATIONS

10.1 This report provides the Quality, Safety and Experience Committee with information
and analysis on significant patient safety issues arising during the quarter under
review, alongside longer-term trend data, and information on the safety
improvements underway. The aim is to provide the committee with assurance on
the Health Board’s work to improve patient safety.

10.2 The QSE Committee is asked to note the report.
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10.3 The QSE Committee is asked to note the focus on improving learning, reducing
incidents resulting in avoidable harm and the evolving improvement of assurance in
this area recognising significant work remains.

10.4 The QSE Committee is asked to receive this report and provide feedback on its
evolving content and layout.
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APPENDIX 2

Incident Process Review Update
October 14t 2020
Dr Kath Clarke, Head of Patient Safety

Purpose of the review:

The current incident process was designed in 2014 and over the intervening years,
changes have been made to various parts of the process. For example, a Rapid Review
process was introduced which was then replaced by a Make it Safe process in March
2020. Templates have changed to accommodate these changes and the current serious
incident report template is no longer fit for purpose. This has meant that reports do not
look professional and are no longer of a similar standard as staff attempt to make the best
of what they have.

In addition, meeting the Welsh Government’s performance target of closing all serious
incidents within 60 days is only achieved in approximately 47% of cases.

Concerns also exist regarding assurance of learning across the organisation.

Reviewing the process to rectify the issues already identified whilst taking into account any
barriers to timely closure became a key priority for the Patient Safety and experience
Department.

Staff engagement:

The incident process review was set to commence in March 2020. Due to onset of the
COVID-19 pandemic the planned engagement sessions with staff, via workshops, had to
be cancelled. The review was delayed until the Health Board was able to return to a more
normal working pattern.

The review recommenced early August 2020. Engagement with staff was completed via a
questionnaire which was sent to Directors of Nursing, governance leads and key
stakeholders with a request to share widely across their teams. Collective responses were
submitted from governance teams with some additional individual responses from ward
sisters and consultants. Analysis of the returned questionnaires was completed mid-
September and the findings from this have been used to inform a redesign of the current
process.

Findings:
In brief, the findings are outlined below:

o Staff liked the “Make it Safe” process but want clarity about the detail required
within the documentation.

e Staff supported the introduction of a redress panel where breach of duty and
qualifying liability would be determined by those with the relevant clinical and legal
expertise.
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o Staff identified that sharing lessons learned required improvement
o Staff, without exception, stated that speaking with patients and/or families at the
time of an incident rests with the clinical teams.

It was noted, however, that no one suggested changing the current process and focused
on keeping what worked rather than radically changing or improvements.

Review:

To date, two workshops have been held. The purpose of which was to map the process,
consider barriers to timely closure of incidents and to improve assurance at Health Board
level. The findings from the questionnaire were also considered.

A high level draft incident process has been agreed and the detail is currently being
developed. The review is currently on target to be completed by the end of the year for
launch in early January 2021.

Further information will be shared with the Committee as the plans developed — however,
the early thinking is as follows:

¢ Introduction of a daily, corporate-led oversight and decision making panel for
potential serious incidents;

o Make it Safe Reviews to be focused on two parts: immediate make it safe actions
and 72 hour actions from the service with new forms being built into Datix;

e Corporate commissioning of serious incident reviews;

e Introduction of a corporate-led serious incident approval panel;

e Tracking of serious incident actions through Datix;

¢ Introduction of a separate redress panel — removing the decision on qualifying
liability out of the investigation and learning process;

e Development of a central list of investigators underpinned by a skills passport
consisting of key investigation skills beyond root cause analysis;

e New templates and documentation underpinned by a wider range of methodologies;

e Early adoption of the duty of candour — involvement of patients and relatives in the
investigation process;

e Professionalising the role of investigating officer, removing the role of chair and
review meeting, allowing a greater range of methodologies to be used appropriate
to the circumstances and introducing a new senior reviewer role to support
investigating officers;

e Development of a lessons learned library including written, audio and video formats
for sharing of learning.
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APPENDIX 3

Scrutiny Emma Hosking, Hospital Medical Director National Risk and Safety Management
Drives Fundamentals of Care.
Action Plan Lead(s) | Roger Haslett, Clinical Director, Surgery NMC Code of Conduct

Angela Jones, Theatre Manager
Mared Owen, Consultant Pathologist
Helen Hughes, Head of Quality and Governance, Radiology

Strategic theme / Making it safe, better, sound, work, happen.

Priority Addressed

Updated 12/10/20

PROBLEM: Referral of another consultant was outside of normal process

Findings Actions Leads By RAG | Comments/update

The surgery was indicated Clarification is required for specific RH 5/06/20 The process for referral should
within the context of the BCUHB guidance to assist with such follow the standard process as for

patient’s life, i.e. the patient’s | referrals as a ‘favour to a colleague’ any other referral i.e. via the GP.
inability to manage her baby
and ongoing pain, the
decision to expedite was
reasonable. Although the

referral was outside of normal

process, it was not an All Consultant email to be sent out with | EJH 15/07/20

unreasonable response from | ¢|aification of the correct process.
the Urologist.
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PROBLEM: No documentation in the patient’s notes from speciality s

urgeons who attended

RAG | Comments/updates

Findings Action Leads By
There is no documentation in | Surgical Clinical Director to discuss with RH 16/06/20
the records from either the surgeons involved the necessity to

vascular or the general complete adequate operative notes.

surgeon nor is there a record

of tﬂe discussions that took CIFnicaI Ieads_/vascular cIin!cg] director to | RM/KE/SS | 16/06/20
place. Surgeons who join raise pr.ofessmnal responsibility of _

operations must write their necessity tg _complete adequate operatlve

findings/actions in the notes notes at Clinical Governance Meeting

contemporaneously. Prompt on debrief document to be added | AJ 30/07/20

Debrief document updated — to be
circulated and in use by November
15t 2020

PROBLEM: No incident reported on datix regarding the complications of surgery and activation of the massive haemorrhage

protocol.
Findings Actions Leads By RAG | Comments/update
Unexpected blood loss or Surgical Clinical Director to discuss with RH 16/06/20
perioperative complications surgeons involved their responsibility for
not always reported on datix. | reporting of incidents on datix
Th rti ften default
© reporing ONen TS I Clinical Leads/ Vascular Clinical Director | RM/KE/SS | 16/06/20

to theatre staff and not the
operating surgeon or
anaesthetist.

to raise professional responsibility for
reporting of incidents at Clinical
Governance Meeting
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Prompt on debrief to discuss any AJ 30/07/20 Debrief document updated — to be
unexpected events and the need to report circulated and in use by November
on datix for investigation and learning. 15t 2020. Lessons learnt formally
shared from Datix Incidents at
safety brief and governance
meetings.
PROBLEM: Discrepancy between surgeons about patient’s anatomy
Findings Actions Leads By RAG | Comments/update
General surgeon’s queries Clinical Director to contact the Executive | RH May 2020 RH has contacted MJ and is
were not listened to and patient safety team to consider arranging awaiting a reply.
recollection of events of those | a human factors external agency to
present differed in their focus. | facilitate a review of the scenario for
learning and building of relationships.
Once agreed, meeting to be facilitated RH TBC RH contacted MJ. Human factors
with those involved. faculty being recruited.
PROBLEM: Post-operative debrief not undertaken to a satisfactory standard.
Findings Actions Leads By RAG | Comments/update
Despite the perioperative Debrief document to be reviewed to AJ 30/07/20 Debrief document updated — to be
complications, these were not | include discussion and reporting of any circulated and in use by November
documented on the debrief. It | unexpected events and the need for 1512020.
was agreed that the speciality medical staff to write in the
document was not fit for medical notes.
purpose. Theatre staff, anaesthetists and surgeons | AJJAF/RH | 30/07/20 Awareness raised with all Theatre

to undergo education of the debrief
process.
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staff and is ongoing with new
starters, and refresh training on
Audit days. Datix training took
place on 16/6/20 & 06/08/20 for
Theatre staff.




Quality audit of the debrief process to be | AJ
undertaken and feedback given on any
improvements required.

30/09/20

PROBLEM: Suspicion about

the nature of the specimen not followed through

Monthly Audits take place — any
Lessons Learnt are shared and
Rapid Reviews take place if
needed

Findings

Actions Leads

By

Pathology registrar examining
a now formalin fixed and
distorted specimen thought it
looked ‘odd’. Escalated to
consultant pathologist but in
the context of the clinical
information received no
further enquiry made and
continued as routine
specimen.

Review of the process within MO
histopathology when there are concerns
as to the nature of a specimen, to include

documentation of actions taken

30/07/20

RAG

Comments/update

Discussed in pathology and the
specimen would be appropriately
escalated and staff notes as to the
outcome of further comments
added within the body of the
pathology report.

PROBLEM: No incident reported by pathology when it was identified that the specimen was not a kidney.

Findings

Actions Leads

By

Once the specimen was
examined in pathology and
identified substantially
consisting of gallbladder,
cystic duct and a large lymph
node, this was reported to the
Consultant. However, no
incident was reported that the
specimen did not match the

Pathologists to be informed of the MO
requirement to report as an incident any
specimen that does not match what is

stated on the label.

30/07/20
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RAG | Comments/update

Discussed in pathology. In the
incidence where the handled
specimen is a resection of a
visceral organ and a different
organ is received than that which
is stated on the request form then
this will be DATIX'd.




label of the specimen
received.

PROBLEM: No incident reported by radiology when it was noted that the kidney was still in situ.

Findings

Actions

Leads

By

Clinical indication on the
request stated recent right
nephrectomy. The findings
identified the right kidney
remained in situ and although
discussed with Consultant
surgeon, was not reported as
an incident.

Radiologists to be informed of the
requirement to report as an incident any
findings that do not match the clinical
indication.

HH

30/07/20

PROBLEM: Actions required

within 24 hours of discharge from ITU not undertaken.

RAG | Comments/update

Incident discussed in Radiology
meetings

Findings

Actions

Leads

By

On discharge of the patient
from ICU to the Ward, actions
required within 24 hours of
ICU discharge included liver
function tests as it was noted
that the ALT (837) and
bilirubin (43) were raised.
This action was never
undertaken and liver function
not rechecked prior to
discharge home.

Doctors to be reminded at next clinical
governance meeting of the necessity to
complete actions requested by ITU
discharging consultant.

RM/KE/SS

16/06/20
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PROBLEM: Due to complexity of the operation, there should have bee

n a Consultant review prior to discharge.

Findings

Actions

Leads

By RAG | Comments/update

Consultant had reviewed the
patient on 25/11/2019 but not
again prior to discharge. It is
documented that pain control
was still an issue at discharge
on 28/11/2019 but there was
open access to the ward if
required.

Clinical Director to discus with Consultant | RH

the need for appropriate review of post
operative patients prior to discharge.

16/06/20

PROBLEM: No firm plan across BCUHB to deal with unexpected intraoperative vascular bleeding.

Findings

Actions

Leads

By RAG

When vascular assistance
was required this was
supported by a Consultant
who was preparing for his
own emergency case.
Expertise for these

Vascular network to ensure theatre

teams, on all sites, are made aware of the
vascular support that is available and how

to access.

SS/JG

31/07/20
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Comments/update

YGC aware of vascular support on
site but need confirmation from YG
and WMH. Raised with vascular
network manager




incidences in a timely manner
across BCUHB is very
difficult particularly where
there is no vascular service

on site.
Action Plan completed By: Action Plan Leads and Titles:
Roger Haslett, Clinical Director Roger Haslett, Clinical Director, Surgery RH

Tracey Radcliffe, Governance Lead Nurse Angela Jones, Theatre Manager AJ

Kingsley Ekwueme, Clinical Lead Urology KE

Richard Morgan, Clinical Lead Surgery, RM

Soroush Sohrabi, Clinical Director Vascular Surgery SS

Mared Owen, Consultant Pathologist MO

Helen Hughes Ekwueme, Head of Quality and Governance, Radiology HH

Kate Clark, Secondary Care medical Director KC
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Cyhoeddus neu Breifat: Public
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Teitl yr Adroddiad Serious Incident Report — August and September 2020

Report Title:

Cyfarwyddwr Cyfrifol: Debra Hickman, Acting Executive Director of Nursing and Midwifery
Responsible Director:
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Argymhelliad / Recommendation:

The Quality, Safety and Experience Committee is asked to receive this report for assurance.
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For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

This report provides the Quality, Safety and Experience Committee with information and analysis on
serious incidents and Never Events occurring in the last two months although 14 months of trend
data is included to allow for period on period comparison in the last year. Longer-term thematic
analysis is included in the quarterly Patient Safety Report.

Cefndir / Background:

A serious incident is defined as an incident (not exclusively a patient safety incident) that occurred in
relation to NHS funded services and care resulting in: the unexpected or avoidable death of one or
more patients, staff, visitors or members of the public, another serious occurrence from a specified
list or one of the specified Never Events.

Asesiad / Assessment & Analysis

Assessment and analysis is included within the report including a breakdown of incidents by
division/site, details of the most common type of reported serious incidents and a high-level
summary of identified learning.
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INTRODUCTION

1.1

1.2

1.3

1.4

A serious incident is defined as an incident (not exclusively a patient safety incident)
that occurred in relation to NHS funded services and care resulting in:

e the unexpected or avoidable death of one or more patients, staff, visitors or
members of the public;

e permanent harm to one or more patients, staff, visitors or members of the public or
where the outcome requires life-saving intervention or major surgical/medical
intervention or will shorten life expectancy (this includes incidents graded under the
NPSA definition of severe harm);

e ascenario that prevents or threatens to prevent an organisation’s ability to continue
to deliver health care services, for example, actual or potential loss or damage to
property, reputation or the environment;

e a person suffering from abuse;

e adverse media coverage or public concern for the organisation or the wider NHS;

e the core set of ‘Never Events’ as updated on an annual basis.

From Monday 23 March 2020 to 13 August 2020, as part of interim COVID-19
contingency measures, only the following incidents were formally reporting to the
Welsh Government under the serious incident framework (following a temporary
revision to PTR requirements advised by the Deputy Chief Medical Officer):

e Never Events

e Maternal deaths

¢ Neonatal deaths

e In-patient suicides

e Mental health homicides

e Unexpected deaths where the death is related to healthcare service
delivery/failures

e Human Tissue Authority incidents

e IR(ME)R reportable radiation incidents

e Other incidents of severe avoidable harm caused by healthcare service
delivery/failures

Never Events are defined as Serious Incidents that are wholly preventable because
guidance or safety recommendations are available at a national level and should have
been implemented by all healthcare providers. The Welsh Government issues a list of
serious incidents that are deemed to be Never Events. Each Never Event type has the
potential to cause serious patient harm or death. However, serious harm or death does
not need to have happened as a result of a specific incident for that incident to be
categorised as a Never Event. Never Events require full investigation under the
Serious Incident Framework.

Since April 2010, all serious incident notifications have been reported electronically to
the Improving Patient Safety Team Mailbox at the Welsh Government. This should be
done within 24 hours of the incident. Welsh Government respond within 24 hours and
set-out a grade of the incident:
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1.5

1.6

1.7

e Grade 0 - Concerns currently and commonly referred to as a ‘no surprise’ and/or
where it is initially unclear whether a serious incident has occurred will be graded
0. Unless further information is received, Welsh Government will automatically
close the incident after 3 days and no further correspondence with them is
required.

e Grade 1 - It is expected that a comprehensive investigation will need to be
completed by the Health Board organisation within 2 calendar months. In order to
close this incident Welsh Government require confirmation that an appropriate
investigation has been undertaken, has been reported to an appropriate
committee, an action plan developed and where relevant has identified any actions
for wider learning and dissemination. A closure/update report form is completed
and submitted for this purpose.

e Grade 2 - This will follow a similar process to the above. A comprehensive
investigation is required, and in some cases the incident may be referred for
independent external review by Health Inspectorate Wales (HIW) or another
regulatory body. Grade 2 incidents will be subject to ongoing monitoring by Welsh
Government and final agreement through its Patient Safety Committee that the
incident has been investigated appropriately and thoroughly before closure.
Examples of such incidents could include mental health homicides, maternal
deaths, clusters of similar incidents and never events.

In September 2020, the NHS Wales Delivery Unit took on the responsibility for
oversight of serious incidents on behalf of Welsh Government in anticipation of the
NHS Wales Executive being formed. The Corporate Patient Safety and Experience
Department has met with the NHS Wales Delivery Unit and will continue its strong
working relationship with them.

This report provides the Quality, Safety and Experience Committee with information
and analysis on serious incidents and Never Events occurring in the last month and a
half (since the Committee’s last meeting) although 14 months of trend data is included
to allow for period on period comparison in the last year. Longer-term thematic analysis
is included in the Patient Safety Report.

Statistical process control (SPC) charts or run charts are used where appropriate to
show data in a meaningful way, differentiating between variation that is expected
(common cause) and unusual (special cause). The NHS Improvement SPC Tool has
been used to provide consistency throughout the report. This tool uses the following
rules to highlight possible issues:

e A data point falling outside a process limit (upper or lower) indicates something
unexpected has happened as 99% of data should fall within the process limits
— the process limits are indicted by dotted grey lines.

e Two out of three data points falling near a process limit (upper or lower)
represents a possible change that should not result from natural variation in the
system — the process limits are indicted by dotted grey lines.

e A run of seven or more values above or below the average (mean) line
represents a shift that should not result from natural variation in the system —
this is indicated by coloured dots.
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e A run of seven or more values showing continuous increase or decrease is a
trend — this is indicated by coloured dots.

e Atarget (if applicable) is indicated by a red dotted line.

1.8 For ease of reading the charts, variation icons describe the type of variation being
exhibited and assurance icons describe whether the system is capable of achieving its
target (if applicable).

Variation Assurance
OO L | S
el (%
Common Special Special cause Variation Variation Variation
cause — cause of of improving indicates indicates indicates
no concerning nature or inconsistently | consistently | consistently
significant nature or lower hitting (P)assing (F)alling
change higher pressure due passing and the target short of the
pressure due | to (H)igher or falling short target
to (H)igher or (LyYower of the target
(Lyower values
values

2. OVERALL SERIOUS INCIDENTS

2.1

sensitive issue notifications were submitted.

During the time period under review, 68 serious incidents were reported and 11
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2.2 At the time of writing, 73 serious incidents remain open with Welsh Government of
which 24 are overdue (down from 36 in the last report). Of these, the predominance of
overdue incidents relate to Central Area (6), Corporate (5) and East Area (6). All
divisions have seen and continue to see a reduction in overdue incidents. A small
number of incidents are overdue by twelve months (6) and these relate to matters
subject to police investigation. A number (6) are overdue by 6-12 months and a slightly
larger number (7) are overdue by 3-6 months. There has been significant reduction
over the last 12 months.

Page 5 of 8



2.3 Overall closure rate within timeframe for the year is around 48%, which has dropped

from previously high levels of compliance (remaining behind the national target of
75%).

| 3.

SPECIFIC SERIOUS INCIDENTS

3.1

The following serious incidents reported during the reporting period are being
specifically highlighted for the attention of the Committee:

Mental Health and Learning Disability Division

e Patient on 1:1 observations attempted self-injury by tying earphones around their
neck.

e Death by suicide of a patient open to CMHT.

e 11 unexpected deaths of patients open to community services including
substance misuse services (cause unknown).

No immediate themes or hot spots have been identified from these 11 unexpected
deaths. Investigations or mortality reviews are ongoing — a number are already
confirmed as natural causes. It is important to note, in-line with the national Serious
Incident Policy, all unexpected mental health deaths are reported as a serious incident
within 24 hours of being made aware of the death regardless of circumstances.

Secondary Care Division

e COVID-19 outbreak at YGC.
e 18 avoidable pressure ulcers.
e 6 falls resulting in severe harm.

Whilst an increasing number of falls and HAPUs are noted, due to the impact of COVID-19
on reporting and activity, it is difficult to draw any immediate conclusions at this time. It has
been identified that YGC had not been submitting S| Notification Forms as required.
Following rapid investigation, it was identified that since April 2019, 17 notifications were not
submitted and of these 4 All-Wales Review Tools were not competed or uploaded to the
Datix system. A full investigation is underway led by the Associate Director of Quality
Assurance who has held discussions with Welsh Government, Healthcare Inspectorate
Wales and the NHS Wales Delivery Unit to provide assurance. The report will be completed
by early November 2020. Immediate strengthening of pressure ulcer scrutiny on the site has
taken place.

Area Divisions

7 avoidable pressure ulcers across community and community hospital services.

No immediate themes or hot spots have been identified from these 7 incidents;
investigations remain underway.

4.

NEVER EVENTS

41

During the reporting period, one Never Event was reported:
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4.2

4.3

e YGC - Occurred in ICU where insertion of a mid-line has inadvertently led to a
wire being retained. This was only recognised later that day following a CT scan.
This particular midline insertion pack contains a second wire, one of the wires is
already inside the line itself. It is unclear from the instructions why this is in the
pack. In this incident the clinician has not read the instructions, assumed seeing
the second wire (the only one visible without close inspection), the technique for
insertion was the same as for lines they had previously used, and used a standard
approach. The wire has since been removed by interventional radiology and the
patient has not come to any long term harm beyond discomfort from the additional
procedure. The clinician who performed the midline procedure and ICU consultant
informed the patient of the incident, explained what had happened and
apologised. The incident has been reported to Welsh Government as a Serious
Incident/Never Event and the Medicines and Healthcare Products Regulatory
Agency (MHRA) as a Yellow Card safety incident given the unclear nature of the
packaging.

All internal investigations into Never Events are complete. An external expert review
into a Never Event in urology remains underway and we await the final report; the
incident therefore remains open. The independent expert undertaking this review
requested and was provided additional information in October 2020 to help finalise
their report.

In total, four Never Events have been reported so far in 2020/21 (compared to six in
the full year of 2019/20).

LEARNING FROM S| REVIEWS

5.1

5.2

5.3

The serious incident process was amended in response to Welsh Government
changes to PTR and the current COVID 19 pandemic. The rapid review was replaced
with a “Make it Safe” process. A “Make it Safe Review” must be completed by the
service within 72 hours for all severe and catastrophic incidents and submitted to the
Corporate Patient Safety and Experience Department who will make a decision on
whether the incident can be closed or whether a full serious incident review is needed.
The decision will be communicated to the service within 24 hours. If the incident can
be closed the Corporate Patient Safety and Experience Department will complete the
Welsh Government closure form. This process has been continued post the return to
normal reporting.

A number of recurring issues have been identified in relation to surgical incidents and
Never Events as outlined above. The failure to have or use a LocSSIPs is a theme.
The Quality and Safety Group prior to its transition into the new Patient Safety and
Quality Group has requested a detailed assurance plan from the Secondary Care
Division to address these concerns. This was expected in October 2020 but due to
changes in key personnel has been delayed; the issue has been escalated to the
Secondary Care Medical Director.

In response to the increasing number of falls and HAPUSs, the Acting Executive Director
of Nursing and Midwifery has re-commenced the strategic falls and HAPU groups.
Additionally, the Associate Director of Quality Assurance has requested progress
updates on the work and outcomes of both quality improvement collaborative projects.
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54

5.5

Since the start of the financial year, seven Never Events have been closed within the
Health Board with the following key learning/themes identified:

e Lack of Local Safety Standards for Invasive Procedures (LocSSIP);
¢ Failure to follow correct procedure or check;
e Gaps in the availability of effective human factors training.

As mentioned above, an improvement plan is awaited regarding the first two points.
Work has also been underway in Secondary Care to improve PICC line safety and
there are plans to take this forward regarding mid line safety. A working group is also
now underway to take forward human factors training and two cohorts of clinical staff
have recently been trained.

The Corporate Patient Safety and Experience Department is undertaking a
comprehensive review of the incident process and this is being conducted in co-
production with divisions and other stakeholders. This work was due to commence in
March 2020 but due to the COVID 19 pandemic was put on hold. A revised plan has
now been developed and a new process is planned for launch on 01 January 2021.
This will allow time for engagement (July/August 2020), development
(September/October 2020), and implementation including training and system
changes (November/December 2020).

5 CONCLUSION AND RECOMMENDATIONS
5.3 This report provides the Quality, Safety and Experience Committee with information
and analysis on serious incidents and Never Events occurring in the last two months
although longer term trend data is included to allow for period on period comparison in
the last year. Thematic analysis is included in the quarterly Patient Safety Report.
5.4 The QSE Committee is asked to receive the report for assurance.
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Sefyllfa / Situation:

The Quality, Safety and Experience Committee is the delegated Health Board committee with
responsibility for seeking assurance on patient and carer experience. This report provides the
committee with information and analysis on significant patient and carer experience issues arising
during the quarter under review, alongside longer-term trend data, and information on the
improvements underway.

Cefndir / Background:

This new format report is designed to offer improved information and analysis in relation to patient and
carer experience, in order to improve the assurance received by the committee. The period under
review is primarily July 2020 to September 2020 (inclusive); however, longer-term data for the previous
27 months (allowing period on period comparison over two years) has been included in the graphs to
provide a better longitudinal view and to enable the use of statistical process control (SPC) charts.

Asesiad / Assessment & Analysis

Assessment and analysis is included within the report including a breakdown of complaints, details of
the most common type of reported patient and carer experience feedback and a high-level summary
of identified learning.
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INTRODUCTION

1.1

1.2

1.3

1.4

1.5

Patient and carer experience is what receiving care feels like for the patient, their family
and carers. It is a key element of quality, alongside providing safe care and clinically
effective care.

This report provides the Quality, Safety and Experience Committee with information
and analysis on significant patient and carer experience issue arsing during the quarter
under review, alongside longer-term trend data, and information on the improvements
underway. The aim is to provide the committee with assurance on the Health Board’s
work to improve patient experience.

The Health Board has responsibilities for improving patient and experience under the
following key statutory responsibilities and policy frameworks;

o NHS Delivery Framework 2019/2020 (NHS Wales, April 2019);

o Listening and Learning from Feedback — A Framework for Assuring Service
User Experience (Welsh Government, 2015);

o Healthcare Standards for Wales (Welsh Government, 2015)

o Wellbeing of Future Generations (Wales) Act 2014;

o Social Services and Wellbeing (Wales) Act 2014;

o Parliamentary Review of Health & Social Care in Wales (Welsh Assembly,
2018)

The Health Board is committed to engaging with the public and to listen and learn as
part of the process of driving continuous improvement in everything we do. The current
Strategy 2019-2022 sets out a number of initiatives designed to provide the Board with
a holistic view of how our services are experienced by those who use them. Feedback
in all its forms is critical to the design of our many and varied services, and indeed how
our staff deliver them. Only by understanding how people experience our services can
we further develop and improve what we do. The Patient Safety and Patient and Carer
Experience Strategies 2021-2024 will replace the above in April 2021, in line with the
Health and Social Care Quality and Engagement Wales Act published in June 2020,
to support continuous quality improvement.

Statistical process control (SPC) charts or run charts are used where appropriate to
show data in a meaningful way, differentiating between variation that is expected
(common cause) and unusual (special cause). The NHS Improvement SPC Tool has
been used to provide consistency throughout the report. This tool uses the following
rules to highlight possible issues:

e A data point falling outside a process limit (upper or lower) indicates something
unexpected has happened as 99% of data should fall within the process limits
— the process limits are indicted by dotted grey lines.

e Two out of three data points falling near a process limit (upper or lower)
represents a possible change that should not result from natural variation in the
system — the process limits are indicted by dotted grey lines.
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e A run of seven or more values above or below the average (mean) line
represents a shift that should not result from natural variation in the system —
this is indicated by coloured dots.

e A run of seven or more values showing continuous increase or decrease is a
trend — this is indicated by coloured dots.

e Atarget (if applicable) is indicated by a red dotted line.

1.6 For ease of reading the charts, variation icons describe the type of variation being

exhibited and assurance icons describe whether the system is achieving its target (if
applicable).

Variation Assurance

2

COMPLAINTS |

2.1

2.2

2.3

24

The Health Board (BCUHB) recognises that patient and carer experience and
feedback via comments and complaints can be a valuable source of information in
maintaining and improving standards of care. It is a key indicator of quality, the aim is
to learn from these and use them positively to improve patient and carer safety and the
quality of care delivered.

The Patient and Carer Experience Team aims to provide an effective process that
ensures the voice of the patient, carer and member of the public is heard. Following
the listening exercises completed earlier in 2020, it is clear the current process is in
need of improvement and work is underway to make changes as detailed later in the
report. Ongoing evaluation of the changes being made will be undertaken by gaining
direct feedback from people involved in the process (such as through surveys and
stories). Through timely review, consideration and action of performance against
standards for management of complaints and concerns, an increased awareness and
understanding can highlight areas for attention and to improve. This report reflects our
approach and why listening and learning makes such a difference.

Complaint handling in NHS Wales is governed nationally by a set of rules: The National
Health Service (Concerns, Complaints and Redress Arrangements) (Wales)
Regulations 2011. These regulations known as ‘Putting Things Right’ (PTR), set out
arrangements by which each Welsh health organisation manages their complaints
process.

Complaints are currently reported as ‘on the spots’ (OTS) or those managed through
PTR (previously known as formal complaints). Complaints raised at the point of service
delivery, and resolved satisfactorily within an agreed timeframe are referred to as OTS/
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‘Early Resolution’. These complaints are dealt with outside of the PTR process for
complaints, providing they can be resolved within 2 working days of receipt.

2.5 The type of complaint and subsequent approach for management is determined at the
point in which they are received into the Health Board (facilitated through the triage or
review process). The Patient and Carer Experience Team (Complaints), in accordance
with PTR regulations and Health Board policy and procedure, acknowledges the
complaint.

2.6 The Patient Safety and Experience Department is at the time of this report, undertaking
a comprehensive review of the complaints process. This review has been conducted
in co-production with other stakeholders, including Community Health Council (CHC)
and Public Services Ombudsman for Wales (PSOW). This work commenced in
February 2020 and the ongoing work will include a review of the redress process. Due
to the COVID-19 pandemic, this work was paused in March and has recently re-
commenced.

2.7 An independent expert review of the BCUHB complaint-handling proposal was
commissioned following review of the complaints process. The new policy, procedures
and guidance is currently in the process of proceeding through the approval process.
The proposed procedural approach for complaints is included with this report
(Appendix 1).

2.8 Quarter 2 2020/2021 saw a continued upward trend in the number of complaints
received. In total, 419 complaints (managed under PTR) were received for the period:

Formal Complaints-BCUHB starting 01/07/18
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2.9 A further 746 OTS/Early Resolution cases were received for the same period, 89 of
which were unresolved and transferred to be managed under PTR. This followed a
significant drop in Quarter 1, which was associated with the initial wave of the COVID-
19 pandemic. The increase shows the number of complaints managed under PTR

Page 5 of 70



returning to previous levels, whilst the OTS/Early Resolution rise is slower to reach
pre-COVID numbers

On the Spot/Early Resolutions-BCUHB starting 01/07/18
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| 3. COMPLAINTS PERFORMANCE

3.1 During Quarter 2 2020/2021, an average 96% of complaints were acknowledged within

2 working days (against a target of 95%). Further work is required to ensure all
complaints are acknowledged within the 2-day timescales.

Complaint performance-acknowledged-BCUHB starting 01/07/18
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3.2 The graph below demonstrates that on average, 71% of complaints closed within 30
working days against an all Wales target of 75%. Some improvement in the response
rate is noted, however, further work is required to facilitate further improvement. The

proposed new complaints process will reinforce the process and timescales required
to meet performance standards for the management of complaints.
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3.3

3.4

3.5

Complaint performance-responded (Managed under PTR - Formal & Informal}-BCUHB starting 01/07/18
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At the time of writing, 15t October 2020, 240 complaints were open of which 101
complaints were overdue 30 days (42%). Reasons for delay in achieving the 30-day
target include awaiting consent, investigation more complex or involved than originally
anticipated, delays in receipt of information requested.

51 of the overdue complaints related to Secondary Care (21 West, 11 Central, and 19
East). Other divisions with a number of overdue complaints includes Central Area (23),
East Area (8), Women’s, and Maternity (9).

The impact from delays in receiving consent (in order to comply with GDPR) prior to
commencing an investigation has previously been identified as a contributory factor for
performance being below target. This has been explored as part of the complaints
process review and updated guidance will indicate investigations should commence
immediately with the absence of consent only delaying any sharing of information.

OMBUDSMAN

41

4.2

4.3

4.4

The Public Services Ombudsman of Wales (PSOW) has legal powers to look into
complaints about public services and independent care providers in Wales.

During the quarter under review, 32 Ombudsman enquiries were received (compared
to 25 in the prior comparable period).

The annual Ombudsman letter is enclosed at Appendix 2. A response letter is in
development.

Quarterly meetings are now re-commencing with the Ombudsman local liaison officer.
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4.5

4.6

4.7

Ombudsman Enquiries -BCUHB starting 01/07/18
35
30
E ———————————————————————————— -
20
15
0
I-
._J = = = . = = = i = = = = = = — . = = == = e,
i au & i i & (=1 (=] = (] L ] Qo )
- = - — - = - s - ™ o o ™ ™
= = 2 B = 3 o = : [ > 1 o
: & Z 5 - 5 K 3 2 2 - g 3 2
e | | 21T - (mbudsman Enguines - = Procets kmils - L3
# Spacial causs - Concern & Special carsa - improvesmant = == Targel

The Ombudsman’s office contacted the Health Board during August 2020 stating that
following the COVID-19 pandemic their office was reverting to their usual way of
working and that they would no longer be making contact with relevant bodies before
starting an investigation, issuing a draft decision or a final report. The decision was
taken on the basis that the pandemic appeared to be easing across the majority of
Wales.

In June 2020, the Ombudsman notified the Health Board that they were now able to
fully investigate new complaints. By the end of June 2020, the backlog of investigation
start letters (9) had been received.

During the quarter under review the Health Board have received notification that a
further 10 new complaints are being investigated by the Ombudsman. There are no
immediate themes or hot spots identified although from initial review although it is of
note a number relate to possible COVID-19 issues such as discharge arrangements.

COMMUNITY HEALTH COUNCIL |

5.1

5.2

5.3

As is the case with regulators, North Wales Community Health Council (NWCHC)
suspended their review programme and routine inspections during the COVID-19
pandemic.

Actions following site visits earlier in the year continue to be progressed to completion,
with two areas for action outstanding due to staff changes.

During Quarter 2 2020/2021, 19 enquiries were received through the dedicated email

address. Key themes from the enquiries received, relate to communication and access
to services, particularly Dentistry.
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PATIENT FEEDBACK

6.1

6.2

Patient and carer feedback supports the health board to understand the feelings and
views of patients, carers and service users, and provides a learning platform for service
improvements. To ensure all areas are compliant with capturing 20% experience
feedback, which is in compliance with the Patient and Carer Experience Strategy 2019-
2020, the Patient and Carer Experience Team continue to support all services ensuring
every opportunity is taken to capture feedback from a minimum 1 in 5 patients and
carers. All areas must ensure a minimum of 20% return rate in their patient and carer
feedback in order to assist with promoting positive change. The aim is to improve
quarter on quarter and year on year feedback rates.

The View Point System contract ended in March 2020. In the interim period, the Patient
and Carer Experience Team have continued to gather feedback through various
means, including paper questionnaires, comments cards, increased media visibility,
and a bilingual PALS phone line and inbox. We are also in the final stages of adding
a fully accessible questionnaire to the intranet. There has been a recent announcement
that a provider for a ‘Once for Wales real-time feedback system’ has been agreed.
BCUHB continue to have discussions with Welsh Risk Pool prior to launch. Although,
due to Covid-19, the ability to disseminate and return the feedback has been
challenging, procedures are in place to engage with Wards and Departments to re-
establish relationships.

6.3 All feedback, both positive and negative is valued. Perhaps as importantly as the

feedback itself, is what happens after and how this is followed up and shared with
services. The value of feedback is unquestionable, in that it can guide, and drive
service delivery improvement, and conversely boost staff morale. However, whilst
undeniably, the need for service user feedback remains paramount, the ongoing
COVID-19 restrictions remain challenging to this being carried out. The Health Board
has had to think creatively, an example of this being the launch of virtual Care2Share
throughout all areas of BCUHB from mid-October. This process will involve services
gaining written consent from service users to allow contact by a member of the Patient
and Carer Experience Team following discharge or attendance at clinics etc. This will
allow the Health Board to gather feedback, comments, patient and carer stories, which
we believe will provide a rich source of information, which in turn will be fed back to
service leads, to highlight both good practice, and service delivery problems.

6.4 One such example of positive feedback is the ‘Friday Feel-good Comment of the Week’

which is selected by the Patient and Carer Experience Team. A newly launched
certificate is presented to the individual/department, and then publicised on the Health
Board’s social media pages. The ability to utilise patient and carer feedback to increase
staff motivation, well-being and job satisfaction is an extremely important consideration
for BCUHB.

An example of a Feel Good Friday received in Quarter 2:

‘This is a long overdue thank you to everyone at Ysbyty Gwynedd for the outstanding
care that my mother received-she could not have had better care. Welsh speaking
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made her feel especially at ease. We continue to live through extraordinarily difficult
times. Please know that your skills, your care and all the little kindnesses matter more
than words can express. Thank you all.’

6.5 There are always areas in care, where improvements can be made, in relation to
patient and carer feedback during the quarter under review, the following comments

has been received:

No of Positive & Negative Sub-Themes

Positive
Basic Nursing Care - Positive
Quality of Care - Positive
Staff Attitude and Approach - Positive
Assisting Service Users - Positive
Coordination of Care — Positive
Understanding and Involvement in Care - Positive
FALS Information (FAQ) - Positive
Communication - Positive
Third Party Signposting - Positive
Communicating Sensory Loss - Positive
Megative
Communication - Negative
General Facilities - Negative
Assisting Service Users - Negative
Basic Nursing Care - Negative
Infection Control - Negative
Coordination of Care — Negative
Wayfinding - Negative
Staff Attitude and Approach - Negative
Communicating Sensory Loss - Megative
Nutrition - Negative
Total

BCUHB Central BCUHB East BCUHB West Total
56 31 13 100
a3 15 1 59

3 1 3 14
2 3 9
3 3 7]
4 4

1 1 2
1 1 2
1 1 2
1 1

1 1

1 26 27
12 12

3 3

2 2

2 2

2 2

2 2

1 1
1 1

1 1

1

57 57 13 127

6.6 The Patient Advice and Liaison Service (PALS) across BCUHB actively listen, learn
and act on feedback from patient, carers, visitors and staff. A variety of methods are
used by PALS officers to listen, support and help, including early resolutions via
arbitration, liaison and ‘you said we did.” All themes, trends, and learning are shared
to the hospital/area management teams via weekly reports, and local Quality and
Safety Groups. Moving forward the Patient and Carer Experience Leads will be
seeking assurance via a more formal tool that actions have been taken to improve the
service issues raised, a possible tool being the Datix system.

6.7

PALS feedback has been collected within the last quarter, and passed on to the

relevant services so that changes can be made.
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Mo of Positive & Negative Sub-Themes

[ 7. PATIENT STORIES |

7.1

7.2

Stories told by individuals from their own perspective in a health care setting can
provide an opportunity to understand their lived experience of the care received. This
is a powerful method of collecting patient and carer feedback and can identify
opportunities for service improvement. The improvement work underway so strengthen
patient and carer stories is progressing well, with voice recorders being purchased,
and a member of the PALS team receiving extensive training to record, and edit such
audio material. This will be cascaded to the rest of the team. There are also ongoing
discussions with a local production company, with training being requisitioned to
capture video stories, and the equipment we will require to do so.

The Patient and Carer Experience Team are also co-working with other teams from an
All Wales Perspective to refine and improve how patient stories are managed.

| 8. PATIENT & CARERS EXPERIENCE BEREAVEMENT AND LIAISON SUPPORT |

8.1

During the continuing COVID-19 pandemic the volume of families that Bereavement
Officers will be supporting will increase. To support this service, the Patient and Carer
Experience Team, in partnership with the existing services, developed a ‘bereavement
and liaison support service,’ its aim being to listen, offer advice and support, liaise with
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Positive 20 ar 18 95
Assisting Service Users - Positive & 20 18 =
Communication - Positive 3 4 F 14
Understanding and Involvement in Care - Positive - 5 9
PALS Information |FAQY - Positive 4 2 2 B
Coordination of Care — Positive 5 i 6
Third Party Signposting - Positive 1 1 3 5
Basic Nursing Care - Positive 1 2 3
Quality of Care - Positive 1 1 2
Wayfinding - Positive 1 1
Infection Control - Positive 1 1
Staff Attitude and Approach - Positive i |
Parking - Positive 1 1
Megative 171 im0 111 452
Communication - Negative 57 61 57 175
Coordination of Care = Negative 4 26 11 71
Waiting Times - Negative 20 9 14 43
Understanding and Involvement in Care - Negative 9 5 B 42
Assisting Service Users - Negative 7 18 2 27
Infection Control - Negative 8 17 1 26
Quality of Care - Negative 4 [ 11 21
General Facilities - Negative i 12 3 18
Basic Nursing Care - Negative 6 6 2 14
Staff Attitude and Approach - Negative . 7 9
Communicating Sensory Loss - Negative 2 1 3
Parking - Negative 1 1
Nutrition - Negative i |
Third Party Signposting - Negative 1
2 2 4 B8

{blank) 2 2 4 8
Total 193 200 153 L55



8.2

8.3

8.4

8.5

8.6

8.7

8.8

8.9

staff and when appropriate contact other organisations to facilitate additional
assistance.

Links have been established within BCUHB along with a mapping document, outlining
the roles and responsibilities for Pathology, Bereavement Team, Chaplaincy and
volunteers. This will form an extensive support pathway for bereaved families.

Referral forms have been developed for the Chaplaincy and volunteer services within
the Health Board and are now in place.

Partnerships are continuing to form with third sector agencies such as local carer
organisations and bereavement support charities; the partnerships formed will enable
us to signpost effectively to the relevant agency to provide additional continued support
for our service users.

A ‘Here to Help With Your Bereavement’ booklet has been revised to include
information surrounding COVID-19 and is now available to read online and is
accessible in British Sign Language. Thanks to funding through Awyr Las, hard copy
bookets are also available.

Following a successful funding application to Awyr Las, the Patient and Carer
Experience Team are currently scoping reflective gardens across all three acute sites.
There are plans to link in with local community groups to provide art work, and
environmental ideas. Exact development and launch dates are being considered at the
present time, taking into account the evolving pandemic.

The Head of Patient and Carer Experience is now co-chair of the North Wales
Bereavement Quality Group; this will enhance the cohesion of the services which we
as a whole offer the bereaved.

It is vital that training and support is offered to those who are supporting the bereaved.
Training has been sourced, the chosen provider being the Samaritans. This
organisation will provide virtual training (recognising travel restrictions and social
distancing requirements), with the first session planned for the end of October 2020.

The role of the new extended bereavement service is continuing to develop, and evolve
in conjunction with service needs, including an increased on line presence. During the
second quarter, there were 426 page views, demonstrating the power of virtual
assistance.

LETTERS TO LOVED ONES

9.1

During the COVID-19, visitors to hospitals have been restricted; Letters to Loved Ones
has been developed to maintain communication between loved ones and patients.
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9.2

9.3

A message can be sent via email or passed over the phone that message will then be
delivered to the patient on the wards. This remains a popular service, with the
restrictions on visiting remaining in place in various forms. Over the last quarter there
have been 576 page views.

Letters to Loved Ones received over Q2 2020/2021:

e Centre 49
e East90
e West 39

The following feedback was received:

‘Many thanks for your reply. Especially in these times, this is a terrific service and very
much appreciated.’

10. CARERS STRATEGY

10.1 The leadership of carer experience and involvement now sits with the Patient Safety

and Experience Department, with alignment to the Regional Partnership Board and its
operational carer groups. The Patient and Carer Experience Team fully recognise the
challenges that carers can face, these being exacerbated by COVID-19. In response,
the Carers element of the new Patient and Carer Experience Stragey is being
developed, along with an action plan. The new Strategy is planned for launch in April
2021.

10.2 The improvement work for Carers continues at pace, with extensive links being forged

between the existing carers agencies, and the Patient and Carer Experience Leads;
membership being gained on many carers groups, including both statutory agencies
and specialist services such as dementia care.

10.3 The next phase of our Carers action plan is to implement Patient and Carer Experience

Champions pan BCUHB. This is currently at the planning stage, with a resource centre
being constructed on SharePoint which the champions will be given access to. This
will include a repository of contacts, a guide to the role of PALS, dealing with concerns,
carers groups and support, amongst others. The subsequent stage will be liaison with
heads of service, to explain the proposal, then finally the recruitment of champions and
their training. Being mindful of the COVID-19 pandemic, launch is planned for quarter
four 2020/21.

11.

CO-PRODUCTION

12.1 The Patient and Carer Experience Team are in the process of facilitating, and

supporting the co-production of a service user led group for Dermatology Services in
the West. This is truly exciting work, with the terms of reference being set by the
services users themselves, to guide what they hope to “get out of it”. It is anticipated
that this group will become self-governing, and lend steer to quality improvements. The
team are also in discussions with other specialities including adolescent mental health
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to facilitate and guide further co-production work. Strengthening patient and carer
involvement, through co-design and co-production, will be a key part of the updated
Patient and Carer Experience Strategy mention above.

| 12.

WORKING WITH MENTAL HEALTH SERVICES |

13.1

The last two months, have seen the development of renewed partnerships between
the corporate team and Mental Health and Learning Disability Services. The Patient
and Carer Experience Team now have regular monthly meetings with CANIAD, where
work streams are shared, and co-working encouraged. An invitation has also been
offered and accepted for the Patient and Carer Engagement Lead to sit on the Mental
Health and Learning Disability Division Quality, Safety and Experience Committee and
CANIAD are now represented on the Health Board-wide Patient and Carer Experience
Group. This strengthened joint working, whilst at an early stage, will improve the
coordination of activity.

13.

ACCESSIBLE HEALTHCARE

13.1

The Patient and Carer Experience Team are currently awaiting returns form the annual
Accessible Health Care Audit, which has been distributed to all areas. At the moment
the return is low, with reminders being sent out. The next phase of the action plan for
this work stream is to carry out spot check audits in randomised areas, to ascertain if
the accessible health care folders are being made available and utilised when needed.
This will ne done by December 2020. There is a specific need for this, as there have
been a number of complaints from sensory impaired service users, who have noted
that staff were unaware of how to support. This will link into the role of the Patient
Experience and Carer Champions, to safeguard against a recurrence of this.

13.2 The latest six monthly report is included at Appendix 3.

14.

VASCULAR NETWORK

141

Within the Q2-2019/2020 the Patient Safety and Experience Department have in
collaboration with the vascular service improvement network, undertaken a focussed
review of patient and carer feedback post the reconfiguration and centralisation
services at Ysbty Glan Clwyd.

14.2 The analysis of service user feedback built on a retrospective review of service user

feedback for the period 2018/2019 derived from complaints, incidents, real time
feedback, care2shares and patient and carer comments, to include within Q2-
2019/2020 real time review of feedback from vascular outpatients within YG and YGC
and inpatients at YGC (Ward 3).

14.3 The review of feedback was derived from a specifically designed variant on the

standard real/near time patient and carers experience instrument (PREMS
questionnaire). Which included three additional items relating to patient and carers
usual place of residents — identified via the first three digits of their postcode, and items
relating to feedback on length of time waiting for treatment and perceptions of the
distance travelled.
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14.4 Key insights/learning from the survey include;

Overall participants recorded a very high level of overall satisfaction of 9.09/10, and
this was consistent across both DGHs.

Responses to items 2, 4 & 6 (below) indicated that 100% of participants who
responded to these items reported that these characteristics were either Always or
Usually a feature of their care;

» Q2. Do you feel you were listened to?

» Q4. Did you get assistance when needed?

» Q6. Did staff take the time to understand what matters to you as a
person and take account of this when planning and delivering care?

Responses to item 1 — Did staff introduce themselves to you? Suggested that this
may be a slightly stronger feature of the experience of care in YGC compared to
YG, but nonetheless is a strong feature of care within Both DGHs.

Responses to Item 3 — Do you feel you were given all the information you needed?
Suggested that this is a slightly stronger feature of the experience of care in YG
compared to YGC, but nonetheless is a strong feature of care within Both DGHs.

Response to item 5 — Were you involved as much as you wanted to be in your
Care? Suggested that at YGC this was featured less strongly in the participant’s
experience of care than at YG.

Responses to item 7 - Could you speak in Welsh to staff, if you wanted to? Whilst
this is much more likely to be a feature of patient and carer experience in the West,
care has to be exercised in interpreting this data, as responses to this item tend to
be an indirect measure of the usage of the Welsh Language in the West and Centre
operating regions respectively.

Responses to items 8 — How long did you have to wait? Indicate that the waiting a
‘short time’ for treatment is more strongly experienced feature of the service in YG
compared with YGC. However, there are only n=5 out of n=48 responses to this
item where waiting either ‘longer than needed’ or ‘a long time’ was reported as a
feature of the care received.

Responses to item 9 — Do you feel that the distance you have to travel for treatment
is? Indicate that for the vast majority of participants travelling ‘about the right’
distance for treatment is reported as a key feature of the care received. The
responses to this item may suggest this is a slightly less strongly reported feature
of care by patients and carers from YG compared with YGC.

The findings reported at 14.4 above, coupled with the secondary analysis of patient
and carers experience data for the financial year 2019/2020 enable the following
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tentative conclusions to be made in relation to patient and carers feedback following
the reconfiguration of vascular services:

Whilst a recent report by the North Wales Community Health Council (NWCHC) (April
2020) cited numerous examples of care being less favourably received by patients and
carers post reconfiguration and centralisation of services at YGC, across all the
PREMs measures within this survey, there are generally no difference in the quality of
care experienced at YGC compared to YG. Moreover, across all PREMS measures
care was experienced in very favourable and positive light.

Whilst this survey provides a real-time snapshot of one point in the care pathway, within
the context of providing care during the COVID-19 pandemic, the care reported by our
patients and carers was of a very high quality and different to the picture provide by the
NWCHC report, which was retrospective and within the context of the whole pathway.
The differences in method are important and make direct comparisons problematic.
Notwithstanding these caveats the data from the survey paints a picture of a service
where our staff are committed to ‘going the extra mile’ to provide a service experience
which is universally reported in a positive light across all of the NHS Wales PREMS
measures.

Thematic analysis from item 711. What was good about your experience? (see below)
coupled with retrospective analysis from complaints and incidents for the period
2018/2019 tend to reinforce this argument and indicate that patients and carers are far
more likely to report their experiences in a positive compare to a negative light.

Positive Themes Frequency Negative
Themes Frequency
Staff Attitude & 10
Approach Delay 4
Involvement/Infor 5
mation Environment 1
Quality of Care 5 Food & Nutrition 1
Access 3 Organisation of
Care 1
Organisation of 2
Care |
Otherwise +ve 1 i Otherwise +ve 1 ;
/ ...None Specified .8 i
Otherwise +ve 1
None Specified 8

These conclusions were reported to the Vascular Service Improvement Task and
Finish Group (of which the Community Health Council are part of) in line with agreed
project plan and the following recommendations agreed;

e To continue to survey and report on patient and carers experience of vascular
clinics and other service points (e.g. Ward 3 YGC).

e To undertake some retrospective review of patient and carer experience via
care2share, patient and carer stories, and NHS Inpatient Satisfaction

Page 16 of 70



Questionnaire etc., within vascular service points, in order to provide a better
picture of the how the ‘whole vascular pathway’ is experienced.

e Report the feedback to Vascular Improvement Network and Patient & Carer
Experience Group and relevant managers and staff, as the basis for quality/
organisational assurance, learning and service development.

e Continue to work in partnership with the Community Health Council to ensure
all patient and carer feedback is heard and acted upon — the CHC have
indicated they will repeat their listening exercise once the service improvements
are complete providing an externally facilitated source of information.

20. LEARNING FROM PATIENT & CARER EXPERIENCE

20.1

20.2

20.3

20.4

The Health Board’s Patient, Carer Service User Experience Improvement Strategy
2019-2022 reflects national framework commitments to harness patient and carer
experience information, for quality improvement work. This feedback also being
shared across the Health Board, via QSE Committees for assurance.

To help address this, the Listening and Learning Group was launched in October 2019
to facilitate the sharing of patient and carer experience information and improvement
with each division reporting into the group. This has since been renamed the Patient
and Carer Experience Group, with new terms of reference reflecting the revised
agenda.

Based on patient and carer experience methods of reporting, service areas were
requested to identify the emerging key themes that encompassed positive feedback
and also those areas that patients and carers felt needed improvement. The service
areas were asked to provide details of the changes proposed to enable that
improvement to be implemented. Due to the COVID-19 pandemic the ability to collect
the information became difficult with busy schedules and higher demand on services.

The latest Delivery Framework report is included at Appendix 4.

| 20

CONCLUSION AND RECOMMENDATIONS |

20.1

This report aims to provide the Quality, Safety and Experience Committee with
information and analysis regarding significant patient and carer experience issues
arising during the quarter under review, alongside information on the improvements
underway. The aim being to provide the committee with assurance on the Health
Board’s work to improve patient and carer experience.
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APPENDIX 1

Complaint Process Review Update
October 16t 2020
Carolyn Owen, Head of Patient and Carer Experience

Why we did the review

The aim of the BCUHB complaints process review is to produce a new complaints policy,
procedure, guidance and process for managing complaints. The scope of this process
begins at the first contact stage and is completed when there is evidence of resolution and
demonstrable learning and action.

Welsh Government (WG) performance reports, external and internal reviews have indicated
that BCUHB has scope to improve the complaints handling processes. This theme has been
the subject of a series of recent development events involving key stakeholders in dialogue
with the Patient Safety and Experience Department. The key focus being on identifying what
works well and what needs to be improved.

How we did it and who we spoke with

A complaints project structure was developed and followed involving key clinical leads.

The Patient and Carer Experience Team consulted widely on the exploration and
engagement for the complaint procedure. Exploration and engagement events involved,;
Community Health Council, Ombudsman, three regional event workshops.

External expertise has been commissioned under the broad terms of reference for the work
undertaken; development of innovative proposals for improvements to BCUHB existing
complaint handling model compliant with relevant Welsh legislation, delivering recognised
policy objectives and best practice concerning the receipt, investigation and response to
patient and carer complaints.

Benchmarking on an UK wide research landscape for NHS complaint handling has been
reviewed to ensure the ‘new’ BCUHB complaint procedure is fully consistent with best
practice and the Welsh complaints system in order to ensure that any proposals complied
and aligned with relevant regulations and guidance. They also reflect current UK wide
recognised best practice in the handling of public service complaints. This included a
benchmarking exercise with Northumberland Healthcare NHS Foundation Trust — a
recognised exceptional leading organisation for patient experience.

An engagement event was held with the Community Health Council (CHC) to find out what
matters most to patients, carers and families with the complaint process.

A series of facilitated events involving key stakeholders, including a day in dialogue with the
Patient Safety & Experience Department as a whole. The key focus for this day was to
identify what works and what needs to be improved.

The development events were structured around three key questions in a rapid improvement
event methodology:
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1. What is the ideal complaints process?
2. What would be seen as an ineffective process?
3. What needs to change?

In parallel with this process, a skills audit has recently been undertaken within the Patient
Safety and Experience Department, which provided all team members with an opportunity
to self-report their skills, knowledge and understanding against 14 domains of practice

What we found currently works well

PALS
Slight improvements in ‘holding letters’
Digital meeting recordings and note taking

What we found currently needs improvement

The development events and broader engagement responses to the current process
identified the following barriers to effective performance in complaint management:

e Defensive culture with a lack of transparency

e Complicated navigation complaints process

e Poor communication, lack of patient focus, feeling ‘ignored’, not listened to
e Lack of clear point of contact for communication

¢ Inconsistencies across all regions, different teams lead to different interpretations
e Robust investigation

e Poor quality reporting

e Inadequate final responses

¢ Failing to implement learning

e Improve outcome for patients

e Feedback and resolution for learning

e Expectations not met

e Poor staff attitudes in patients’ meetings

e Timely response time

o Response letters depersonalised and PTR is stark

e Action and improvement plans incomplete

e Strong relations with clinical staff

e Meaningful templates

¢ Reduce process steps

Proposals for the future

The following provides the framework for implementing a programme of reform to the
BCUHB’s complaint handling arrangements.

The following principles will be used which arose from the engagement activity:
e Fairness
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e Timely, effective, consistent
e Accountable
e Delivers continuous improvement

By definition, each work stream has a detailed plan and strategy to ensure the effective
implementation of proposals relevant to that particular area of activity. As outlined below,
the four work streams sitting within the overarching reform programme are as follows:

First contact

Early resolution
Investigative quality
Final responses

The framework will be achieved by changing aspects of the patient and carer journey
through the complaint process and by revisiting certain fundamentals (such as what actually
constitutes a complaint).

First Contact
“There is a difference between serious complaints, concerns and enquiries”
Keith Evans, ‘Using the Gift of Complaints’— June 2014

The term ‘First Contact’ is used in this paper to define the point at which a patient, carer, or
someone on their behalf, brings a matter requiring a response to the attention of a member
of staff or agent of the health board. It is at this critical moment that the potential for
escalation into a formalised complaint often occurs, principally because of the default
tendency for staff in the NHS to be led by the individual's articulation of the matter in
question, rather than a forensic focus on the actual issue(s) at hand. Put simply, not
everything is a complaint just because it is described or presented in those terms. PTR
defines a complaint as an ‘expression of dissatisfaction’, a situation in which the person in
question has clearly identified a matter about which they are specifically unhappy.

Time spent with a patient or carer addressing their concerns is time saved responding
to an investigation at a later point

In the context of the NHS complaints procedure, it is not uncommon for matters that are not
complaints (by any of the definitions above) to enter the process. Examples of this include:

e Questions about care and treatment

e Subjective personal opinions on policy or services

e Requests for information (personal or organisational)

e Suggestions for improvement to services

e Comments concerning service delivery and patient, carer experience

For example, this may occur as a consequence of a misunderstanding, or representation,
or by attributing the status of a complaint to the communication as a result of the language
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and tone used by the person in question. However, what matters are the content of the
representation and the desired outcome sought.

Not everything is a complaint because it is described or presented in that way. It is the
substance of a patient’s concerns that should inform decisions about how best to
respond to the matter raised.

This is an important point. Unless a representation made by a patient or carer clearly meets
the definition of a complaint, it should not enter the procedure and the ‘rules’ of the procedure
will not apply. The issue raised by the person in question still requires a response, however
the provision of this response sits outside the complaints process as part of the Board’s
‘business as usual’ activities (e.g. a doctor providing a concerned patient or carer with a
thorough explanation regarding their care and treatment). The following table illustrates this
concept:

Issue Raised Example Guidance
“l had an appointment e This is clearly a complaint as dissatisfaction
Complaint booked for 2pm on 14 is expressed

June and when | arrived your e It concerns a matter of fact (an

receptionist told me all appointment for the day and time in

surgery for that day had been question)

cancelled. | am very unhappy e An investigation of this issue is possible

about his as | am self- e (access to relevant evidence)

employed and lost a day’s e Dependant on the findings and conclusions

money as result” of the investigation, it will be possible to
either uphold or not uphold the
complaint

e The patient or carer is unclear about

Question “l wasn’t given an epidural. epidural policy and practice issues
INobody explained why it e The facts are absent
was refused. I've read e The patient or carer wants information
somewhere that | should e Once the information is provided, the
have been given a choice. Is patient or carer will be in a position to
this right?” decide whether or not to make a
complaint

¢ You cannot investigate a question!
Unlike a complaint, it does not assert a
position on a factual matter

“I think you should train = Here the patient or carer shares their
your staff properly. You personal view

Opinion should take a long hard * No facts are provided
ook in the mirror. | will = You cannot investigate an opinion.
never use your hospital
again!”

Effective triaging of general concerns will be done under the new framework. This will lead
to a reduced volume of complaints. This will mean that there will be a reduction in time and
resources devoted to complaints handling, and more to early problem solving or
investigative consideration. Patients will receive a better outcome. This supports the
opportunity for a speedy solution to what are invariably simple and readily resolvable
matters.
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The right solution at the right time will be a guiding principle in our engagement with
patients and carers

In instances where a patient or carer present with a list of questions about their care and
treatment, the relevant healthcare professionals with the aid and assistance of PALS should
facilitate the answers. This can take the form of face to face meetings, phone calls, emails
and written correspondence etc, which are all mainstream activities not exclusive to the
complaints process. In other words, the conversation with the patient or carer in whatever
form it takes is a core business activity and no different to booking an appointment,
undertaking surgery, or providing post- operative care. It is part of the day job, not a
complaint related activity.

Some patients or carers may have multiple questions and once addressed it is likely that a
far smaller group of matters remain that are clearly expressed as complaints. The new
framework will reduce the occurrence of letters containing twenty or more questions being
treated as complaints from the outset. This new approach result in scale and clarity, i.e.
smaller numbers of complaint are more manageable and require less specialist resources,
and absolute certainty about the matters being inquired into avoids investigative drift and
unfocused responses.

This approach will be similarly applied to other ‘non-complaint’ concerns such as responding
to subjective personal opinions, requests for information and suggestions for
improvement to services. A more robust approach to the filtering of general concerns at
‘First Contact’ ensures that the complaints procedure is only used for the purposes intended
with consequent benefits to both patients’/carers and the health board. It is important to note,
that this approach is not about ‘gating access’ to the complaints procedure, but rather
ensuring that general concerns are dealt with speedily as part of the core business of the
health board and that finite investigative resources are appropriately directed.

In summary, these improvements to the management of ‘First Contact’, will provide patients
and carers with a more immediate response to their representations. All general concerns
falling outside the scope of the complaints process, will benefit the performance of the
complaints procedure. This includes clarity of access to the process, increased investigative
capacity and reduced activity volumes. The improvements to ‘First Contact’ is seen as an
essential part of this complaints reform framework.

First Contact is a form of triage in which the substance of the general concern is
carefully considered and the person directed to the most appropriate person, place or
process for a response

Early Resolution

‘PALS Plus’, is a specific part of the complaints process to front facing staff who are
empowered to proactively use their skills and expertise to resolve matters that would
otherwise escalate into formal complaints, (i.e. a problem solving, mediation, conciliation
and conflict resolution). It will be a proactive approach to support verbal ‘concerns’, either in
person, or by telephone, to be resolve to the person’s satisfaction. This will be done no later
than the next working day on which the concern was notified. This is line with the PTR
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Regulations (2011), to encourage early resolution. This reduces the number of complaints
requiring investigative action.

‘PALS Plus’ is an enhanced model of patient and carer engagement in which locally sited
PALS functions have greater delegated responsibility in dealing with patient and
carers information requests and informal complaint handling. The kind of activities that will
fall within this enhanced profile include the following:

General Customer Service

Outreach & Patient, Carer Engagement

Patient and Carer Information, Advice, Guidance & Support
Responding to General Patient or Carer Concerns
Facilitating Answers to Patient or Carer Questions

Real Time Problem Solving

Coordinating Local Mediation & Conciliation

Enabling Local Early Resolution of Complaints

Signposting to the Complaints Hub

Promoting a Positive Local Complaints Culture

‘PALS Plus’ enhanced purpose and objectives clearly delineate the activities to be
undertaken by the complaints function, these include:

Complaints Process Information, Advice, Guidance & Support
Complaints Policy & Procedure Management

Complaint Handling Best Practice Training & Development
Triage of Patient Complaint Referrals

Receipt & Acknowledgement of Patient Complaints
Caseworker Engagement with Complainants
Commissioning & Management of Investigations
Management of Investigator & Experts Pool

Investigation Report Quality Assurance

Production of Draft Adjudication (Decision) Letters
Monitoring of Outcomes & Actions Implementation

PSOW Liaison

Performance Data, Reports etc

The two functions work collaboratively to ensure a seamless experience that is patient and
carer focussed.

Investigative Quality

The investigation report template (particularly for more complex complaints) in which
findings, conclusions and recommendations are drawn from a body of available evidence
will result in a stand-alone document concerned exclusively with matters of fact. This will
assist greatly in circumstances where a complainant subsequently pursues a legal claim
and the question of evidential proof becomes more nuanced (i.e. ‘narrative’ letters response
containing investigative material aligned with subjective opinion can be subject to dispute
where matters of interpretation and meaning are concerned). The following table provides
the example of an investigation report template:
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Section Description

[This should indicate the status of the document

Front Cover investigation report) and other relevant key information

List of sections complete with content numbering and

Contents Page
page numbers

‘A record of an investigation conducted under The
INHS Concerns, Complaints and Redress

Terms of Reference Arrangements Wales Regulations 2011 Sl 704
(W.108)’. This section should also address any specific
matters ‘out of scope’

Defined Complaints A list of the individual ‘heads of complaint’

Desired Outcomes The complainant’s expectations concerning an outcome

Investigative process, i.e. a list of the staff and other
relevant persons interviewed, and a list of relevant
evidence accessed (policies, procedures, best
practice guidance, data, records etc.)

Methodology

A record of the findings and conclusions relating to each
individual head of complaint in a numbered sequence.
This will include a clear judgment on whether the

Findings & Concluslons complaints are upheld or not.

The investigator's proposals for remedying any

Recommendations dentified failings

A chronological list of key events relevant to the

Annex 1 (Chronology) complaints investigated

A repository for any documents of value that

Annex 2 (Eviden . . ) . .
€ (Evidence) evidentially confirm a conclusion on a complaint

Training will be supported to develop a cohort of trained investigators who will represent a
significant commitment to addressing the challenge.

Final Responses

There are three stages in the management of a complaint; 1) receipt of the referral and the
defining of the complaint and desired outcomes, 2) the investigation, and 3) the response.

The third stage is the adjudication, and the concept of adjudication has relevance for the
following reasons. The investigator is an impartial and objective fact finder to determine
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whether a complaint is upheld or not on the basis of the evidence available. Once completed,
the investigation report is submitted to the ‘responsible officer’ who, as final decision maker,
performs the role of adjudicator. The separation of these roles reflects the need for the
avoidance of conflicts of interest. The role and responsibility for the adjudication (decision)
letters that clearly communicate investigative outcomes is with the site divisional Directors
of Nursing and Midwifery.

It is the adjudicator responsibility to communicate BCUHB final decision on the complaint
in the light of the investigator’s findings, conclusions and recommendations. This enables
the adjudicator to act as the final arbiter, thereby conveying ownership for the complaint
where any consequent action is concerned. The letter will be brief, focussed and concise
as the substantive content is contained in the investigation report. This removes the
extended narrative correspondence.

The letter will headline terms for the decision, any action to be taken, and the
complainant’s further rights. The complainant can be referred to the investigation report
where necessary for the detail concerning the judgement on their complaint. The letter will
detail apologies, convey empathy and acknowledge opinions. Letters can be personal and
appropriately conversational. ‘Soft’ detail will not appear in the investigation.

In line with the recommendations of the Evans Report, a standard adjudication template
will be developed that provides a consistent format. This document is complementary to
the ‘stand-alone’ investigation template, and together they represent the ‘Final Response’.

Next steps to implementation

Work streams will be developed to support the above framework, including the following
key changes:

e A fundamental shift in approach — to focus on resolution and restitution.

e The policy, procedures and processes will be one document.

e Atriage tool (First Contact) with associated guidance and advice will be developed.

e Improved involvement of patients and carers in setting the terms, followed by
improved proactive engagement.

e Development of a central list of investigators underpinned by training for relevant
staff using a skills passport — this will include an integrated training offer with
programmes provided by the new PSOW Complaints Standards Authority.

e Development and introduction of relevant tools and templates to support and
facilitate a robust investigation model using a range of methodologies.

e Introduction of the PALS Plus model.

e New quality assurance systems for investigation reports to adhere methodology
adherence and preparation of reports complaint with policy and process.

e Tracking of improvement actions through Datix.

e Removing the decision on qualifying liability out of the investigation and learning
process — new, separate redress panel.

e Alignment of MS/MP complaints within the same overall framework.

e Development of a lessons learned library including written, audio and video formats
for sharing learning.
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APPENDIX 2

pmbwdsmon

Ombudsman

ORABWDISAA0M GWASAMAE THALN CYHOEDDUS CydaRL
PUELIC SERVICES OREBLIDSAMARN FOR WA LES

Qur ref: NB Ask for: Communications
s 01656 641150

Communications
@ombudsman-wales_org.uk

Date: 7 September 2020

)

Mr Mark Polin OBE QPM
Chair of the Board
Betsi Cadwaladr University Health Board

By Email Only
mandy.williams7@wales.nhs.uk
Dear Mr Polin

Annual Letter 2019/20

| am pleased to provide you with my Annual letter (2019/20) for Betsi Cadwaladr
University Health Board.

| write this at an unprecedented time for public services in Wales and those that use
them. Most of the data contained in this comespondence relates to the period before
the rapid escalation in Covid-19 spread and before restriction on economic and
social activity had been introduced. However, | am only too aware of the impact the
pandemic continues to have on us all.

As you will note, Betsi Cadwaladr University Health Board has continued to receive
the highest number of complaints. However, the percentage of interventions was in
line with the average for Health Boards.

| was pleased to note that the Health Board has developed a programme of
improvement to manage complaints in real-time and that it has also developed a
programme aimed at improving the quality of its response lefters. In addition,
Health Board staff met with my Complaints Standards colleagues and expressed a
desire to receive complaint handling training at the earliest available opportunity.

The Health Board continues to work with my Improvement Officer and has engaged
in regular quarterly meetings. In addition, the Health Board has maintained regular
contact with the Improvement Officer during the Covid-19 pandemic, which facilitated
effective amendments to working arrangements during these testing times. The
Improvement Officer will continue to work with the Health Board to help identify
areas where we can provide support.
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| am delighted to report that during the past financial year, we had to intervene in
(uphold, settle or resolve early) a smaller proportion of complaints about public
bodies in Wales: 20% compared to 24% last year.

With regard to new complaints about public bodies, 1020 or 45% related to
NHS bodies — an increase of 1.3% compared to 2018/19.

Complaints about NHS bodies related predominantly to health (88%). However, as
in previous years, a significant proportion of these complaints related to complaint
handling (8%). We will continue to work with NHS bodies on reducing the number of
these complaints, including as part of our new Complaints Standards role.

Work has already started as part of our Complaints Standards role for Wales, so far
predominantly with Local Authorities. We have seen great benefits already from this
work, including the standardisation of complaints data recording. We look forward to
working more closely with you in the coming months to help embed the new

‘Once For Wales’ system and, for the first time in Wales, provide complaints
handling training fo Health Boards, free of charge.

Action for the Health Board to take:

+ Present my Annual Letter to the Board to assist Board Members in their
scrutiny of the Board's performance.

¢+ Continue to work to reduce the number of cases which require intervention by
my office.

«  Work with my Improvement Officer and my Complaints Standards colleagues
to improve complaint handling practices and standardise complaints data

recording.

¢ Inform me of the outcome of the Health Board's considerations and proposed
acfions on the above matters by 30 November.

This correspondence is copied to the Chief Executive of your Health Board and to your
Contact Officer. Finally, a copy of all Annual Letters will be published on my website.

Yours sincerely

A

Nick Bennett
Ombudsman

CC:  Simon Dean, Interim Chief Executive
Denise Williams, Contact Officer

Page 2 of 6

Page 27 of 70



Factsheeat

A. Complaints Received

. Complaints
Health Board COMPLAINES | received per
1000 people
Aneunn Bevan University Health Board 120 .24
Betsi Cadwaladr Liniversity Health Board 227 1.33
Cardiff and Vale University Health Board 100 .20
Cwm Taf Monganmwg University Health Board an 0.14
Hywee! Dida Liniversity Health Boand a2 0.24
Poweys Teaching Health Board 23 017
Swansea Bay University Health Board | .23
753 0.24
B. Complaints Received by Subject with percentage Share
B} . . Complaints
Betsi Cadwaladr University Health Board Received
Adult Social Senice - Services for vulnerable aduits (eg wath leaming 3 § 37
difficultes. or with mental health issues)
Complaint Handling- Heatth 29 12 TB%
Health - Appointments/admissionsidischarpes and transfer procedures T 2.08%
Health - Clinical treatment in hospital 28 e
Health - Clinical treatment outside hospital 24 106
Healkh - Continuing care 11 4 B5%
Health - De-Fegistrabon 1 0447
Heafth - Funding 2 0LBE%
Health - Medical records/standands of record-keeping 1 0447
Health - Medication> Prescripbion dispensing 1 0447
Health - Mon-medical senvices 5 2 0%
Health - Cther g 2BE%
Heafth - Patient ist ssues 3 1.325%
NHS Independent Provider - Care Homes 1 0447
Various Cither - PoonMo communication or failure to provide information i 0447
Various Cither - Rudeness/inconsiderate behaviour'sta attibude i 0447
C. Complaint Outcomes " denctes intervention))
Complaints Closed Ot of Premature | Other cases Early Discontnued Other Other Public | Grand
Jurisdiction dosed ater | Resolution! Reports- Reports | Interest | Total
initia woluntary Mok Upheld - | Report ®
consideration | sefflement’ Lipheld in 'fr'dei
Betsi Cadwalladr UHE ] 31 m a7 i 11 n M;A 27
Fercentage Share Z70 430 30 1036% (ET ED7% | 1100% | O40%
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D. Number of cases with PSOW intervention

Mo of Mo. of % OF

Interventions Cormplaints Closed | Interventions
Anewrn Bevan University Health Board 55 165 I3
Betsi Cadwaladr University Health Boand a7 7 M
Candiff and Vale University Health Boand 29 104 28%
Cwmn Taf Morgannwg University Health Board 4 ] 16%
Hyweel Cida Uiniversity Health Boand 24 B2 2%
Powrys Teaching Health Board 7 13 iy
Poweys Teaching Health Board - All Wales
Continuing Health Care cases 4 13 3%
Swansea Bay University Health Bosind Fil a2 1%
Former Health Boards
Aberiawe Bro Momanmneg University Health Board 28 36 T2%
O Taf Liniwersity Health Board g 21 435
Grand Total 242 TB2 M

Appendix

Explanatory Notes

Section A compares the number of complaints against the Health Board
which were received by my office during 201%20, and the number of complaints
per 1,000 residents (population).

Section B provides a breakdown of the number of complaints about the
Health Board which were received by my office during 2019/20 with the

percentage share.

Section C compares the complaint outcomes for the Health Board during 2019/20,
with the percentage share.

Section D provides the numbers and percentages of cases received by the PSOW
in which an intervention has occurred. This includes all upheld complaints, early
resolutions and voluntary settlements.

Feedback

We welcome your feedback on the enclosed information, including suggestions
for any information to be enclosed in future annual summaries. Any feedback or
quenes should be sent via email to communications@ombudsman-wales.org.uk
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APPENDIX 3

Accessible Communication and Information

NHS Organisation

Betsi Cadwaladr
University Health
Board

The All Wales Standard for Accessible Communication and Information for People with

Date of Report

Sept 2020

Report Prepared By

Peter Morris.

and 31 April.

Sensory Loss sets out the standards of service delivery that people with sensory loss
should expect when they access healthcare. These standards apply to all adults, young
people and children. The Accessible Information Standard requirements sit alongside
the ‘Standards’ as an enabler to implementing them.
Reporting Schedule: Progress against the organisation’s action plan for the current
operational year is to be reported bi-annually. This form is to be submitted on 31 October

Complete form to be returned to: hss.performance@gov.wales

Does the organisation have an action plan in place to implement the All Wales Standard for Accessible Communication &
Information for People with Sensory Loss?

Update on the Actions to Implement the All Wales Standards for Accessible Communication & Information for People with Sensory

Loss:

Needs Assessments

Key Actions Achieved April-Sept
2020

Risks to Delivery

Corrective Actions & By
When

All public & patient areas
should be assessed to
identify the needs of
people with sensory loss

As in previous reporting periods
continued development of the self-
evaluation tool, and Sensory Loss
Toolkit, including primary care
variant, which enables managers to
evaluate compliance with the
standards in relation to their service
points, which include a section
related to Environmental Signage and
wayfinding and is supported by
addition guidance.

During this period the BCUHB’s C19
pandemic response has resulted in
the suspension of the ward
accreditation programme and direct
visiting to most wards and clinical
areas has not been possible. Given
that the ward accreditation audit
instrument contains items specifically
relating to improved compliance with
AHCS and progression from bronze
to silver to gold standard of ward
accreditation requires consistent

Organisational Compliance with
AHCS achieved via the
Organisational Quality & Safety
Group and Patient & Carers
Experience Groups, thus
providing executive/board level
oversight.

Operationally a specific project
managed work stream and
action plan has been developed
within the Patient Safety &
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The self-evaluation tool is utilised as
an integral component of
organisational governance and
performance management in relation
to compliance the AHCS. A revised
action plan has been developed
which takes account of BCUHB’s C19
pandemic response plan and places
a greater focus on the use of web-
based materials, collaborative
communication technologies and the
Patient Advice Liaison & Support
Service (PALS) to support the needs
of our patients, service users and
staff.

BCUHB has utilised Patient Stories,
Care2Share discovery interviewing
and real time patient/service user
feedback system during this period
and within the constraints of the HB’s
C19 pandemic response. In addition
to the inclusion of the NHS Wales
standard PREMSs, the survey
instrument underpinning BCUHB’s
real time patient feedback system has
been redesigned to ensure that we
explicitly capture and segment the
views of service users with a sensory
loss.

improvement in relation to compliance
with AHCS — along with other
evidence of utilising feedback to
improve services. This has
understandably resulted in a lack of
focus on the evaluating and improving
compliance with the standards, which
our revised action plan addresses —
see op cit.

Continued roll out of patient feedback
questionnaire to managed practices,
which enable segmentation of
feedback sensory loss, as the basis
for service improvement, has been
negatively impacted by the C19
Pandemic response, however, this
has been identified as a priority and is
an integral component of the PALS
work stream moving forward into
Q3&Q4 2020/2021. However, it
needs to be recognised that given the
current level of sustained C19
transmission, then engagement with
key stakeholders is for the most part
likely to rely on remote, computer
mediate communication, such as MS-
Teams™, and a stronger focus on the
development of intra and internet
resources.

Experience Team with the aim
of ensuring increased
organisational awareness and
compliance with the standards.
The Deputy Head of Patient
Experience and Complaints is
the acting project manager and
key deliverables relating to this
domain for 2020/2021 include;

e Completion of BCUHB audit
of Compliance Levels using
baseline assessment and
action planning by end of Q3
2020/2021. (Each speciality
and/or service point(s) to
develop an action plan for
improvement).

e Continued development of
the capability to listen, learn
and act on service user
feedback in relation to
service users with sensory
loss.

Specifically during Q3
2020/2021; utilise PALS
Officers to undertake
care2share discovery
interviewing, patient stories
and continue the roll out and
utilisation of BCUHB’s
real/near time patient
feedback system which for
2020/2021 enables improves
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reporting by protected
characteristics at
ward/service point level.

e In collaboration with BCUHB

managers and staff, service
users and the COSS review
the content of the Toolkit to
ensure that it is
commensurate with the
standards, technological
developments and the needs
of our service users. (By Q4-
2020/2021)

e Continued Utilisation of

existing performance, quality
assurance and governance
arrangements to support (i)
improved utilisation of the
evaluation tool and resultant
action planning and (ii)
exception reporting to
relevant organisational
scrutiny groups where this is
not occurring. (Quarterly
performance reporting)

Needs Assessments

Key Actions Achieved April-Sept
2020

Risks to Delivery

Corrective Actions & By
When

All public information
produced by
organisation should be

The Sensory Loss Toolkit and
associated self-evaluation audit
instruments (see above) ensures that

Whilst BCUHB guidelines on the
written patient information (Ver 0.4
Sept 2020) provides clear

Operationally a specific, project
managed work stream and
action plan has been developed
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assessed for
accessibility prior to
publication.

the managers and staff are aware of
their responsibility to produce
information in accessible formats.
Policy ISUO2 — Written Information
Patients reinforces this responsibility
and provides best practice guidance.
Within Q2-2020 these guidelines
have been updated (Ver 0.4 — Sept
2020) to include specific guidelines in
relation to the responsibility of
departments/service points to provide
information in variable formats, to
ensure that the communication needs
of patients and service users with
sensory loss are met. Additionally,
within these guidelines the role of
corporate communications
department has been strengthened to
include support with provision of easy
read versions where required.

Specifically, the latest guidelines on
the production of written information

(i) formally re-establish a Readers
Panel for peer review of written
information and include
representatives from the Centre for
Sign Sight and Sound (COSSS) who
provide our accessible health care
support programme under the
auspices of a rolling SLA,

(ii) endorses the utilisation of EIDO
patient information leaflets which are
available in easy read and variable

organisational clarity in relation to
ensuring that all public information
produced by the organisation is
assessed for accessibility prior to
publication, and will over time
improve the accessibility, given the
range and diversity of existing patient
information it is likely to take a
number of reporting cycles for these
aims to be totally realised.

As in previous reporting periods
requests for change to templates for
appointment letters are under the
auspices of WIS project management
and whilst the Accessible Information
Standards reinforce the need to
ensure that public facing information
is available in accessible format, this
is very difficult to action at a local
level. However the migration to the
all Wales WPAS product, the
continued development of the
Telephone Preference System (TPS)
for making and amending
appointments, along with the
development of patient portal for
accessing communications, will over
the next reporting periods and into
2021/2022 enable improved access
to information and participation in
health services for people with
sensory loss.

within the Patient Safety &
Experience for ensuring
increased awareness and
compliance with the guidelines
inherent in ISUO2 (Ver 0.4, Sept
2020). The Deputy Head of
Patient Safety & Experience is
the project manager for this
work stream and key
deliverables relating to this
domain for 2020/2021 include;

Reestablishment of the
‘Readers Panel’ and review
of new requests for written
information for patients
according to criteria
contained within guidelines
including those relating to
accessibility by Q3
2020/2021

Cataloguing of existing
written information for
patients ensuring
compliance with guidelines
on accessibility, on-going
Q3-Q4 2020/2021.

Development of improved
guidelines for the production
of written information for
patients including the need
for accessibility, ensuring
clear link to the requirements
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font format provide a useful resource
in relation to the provision of
information in accessible format, for
standard procedures and diagnosis
and

(iif) will enable the organisationally
cataloguing of written information
leaflets and thus their associated
accessibility formats.

During this period, in line with other
HB in Wales BCUHB is migrating its
current internet site to MURA content
management system, which along
with the latest browser technology will
provide improved compliance with
Web Accessibility Guidelines (QCAG)
2.1 AA and include an ability to
change font side and support for a
variety accessibility add-ins such as
Adobe™ — Read Out Loud.

Patient Experience Team members
have been trained to set up and edit
internet pages using MURA, and in
relation to the requirements of the
standards. Which has within this
reporting period greatly enhance our
ability to ensure essential information
relating to Patient Safety &
Experience is available in formats
which improve compliance with
AHCS.

of the standards and existing
training materials by Oct
2020

Development of on-line
training materials relating to
the production of written
information for patients,
ensuring clear link to the
requirements of the
standards by Nov 2020
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Within this period, the migration from
Isoft’'s Patient Information System
(PIMS) to the all Wales WPAS project
was completed in the East and
Central operating regions and within
2020/2021 will be completed in the
West. This will provide increased
control over the accessibility of
appointment templates and provides
the ability to record communication
needs based on sensory loss as an
integral component of the patient

record.
Standards of Service Key Actions Achieved April-Sept Risks to Delivery Corrective Actions & By When
Delivery 2020
Health Prevention (Promotion Screening, SSW, Flu Vaccination, Bump Baby & Beyond). Priority areas include:
Raising staff awareness | As in previous reporting periods one | As in previous reporting periods This remains a risk moving
of the key frameworks for raising Sensory loss training is not forward into 2020/2021 and
awareness is the Sensory Loss mandatory within the NHS in Wales ideally requires an all Wales
Toolkit. The latest version of the and this does pose a significant risk control/solution such as
Sensory Loss Toolkit contains (i) in relation to increasing staff mandating the e-sensory loss
factsheets (1-4) relating to best awareness, especially given the module. In the meantime
practice for dealing with service users | pressure to complete other sensory loss training and
with sensory loss and (ii) endorses mandatory training. awareness will continue to be
the use of the NHS Wales e-sensory supported via (i) Sensory Loss
loss module. This is reinforced by the | Additionally Access to (enrolment on) | Toolkit, (ii) Treat me Fairly
baseline evaluation tool (see above). | e-learning modules which are not an | Equality Training, (iii) Intranet
The toolkit includes a community and | integral component of the ESR based materials and (iv) e-
primary care variants. learning suite, is for some staff sensory loss module
groups problematic due to lack of (Participation rates to be
access to computers during work reviewed throughout 2020/2021
hours and the need to search for and reporting on via Quality &
specific courses and add these Safety and Patient & Carers
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The New treat me fairly (equality
training) module includes a more
comprehensive reference to the
AHCS based on factsheets 1-4 from
Sensory loss toolkit. This programme
has been rolled out in face-to-face
format from Q3-2019/2020 onwards.
Instructions on how to access the e-
learning sensory loss module
included on updated web-page and
given at the end of face-to-face
equality training. Additionally latest
version of the Equality Impact
Assessment training contains specific
reference to the AHCS (factsheets 1-
4 Sensory Loss Toolkit)

The PALS work stream includes
within this reporting period a specific
focus on sensory loss awareness and
improving organisational compliance
with the standard.

enrolments to ESR at an individual
learner level.

The policy framework underpinning
national compliance with the
standards does not include specific
reference to performance targets
associated with training/staff
awareness.

Whilst BCUHB had planned and
argued strongly for changes to the
NHS Wales e-learning infrastructure
to enable the local (BCUHB level)
mandatory enrolment of the NHS
Sensory Loss Module on a 3 year
cycle as an alternative to ‘Treat me
Fairly’ refresher. The lack of an all
Wales Consensus has now caused
BCUHB to abandon this approach.
However, staff and managers are
encouraged to undertake the NHS
Wales e-sensory loss awareness
module as an additional enrolment.

Experience executive sub-
groups — Quarterly Q3 & Q4
2020/2021).

Redevelopment and migration to
MURA of the inter and intranet
sites in line with the sensory loss
project plan to include updated
guidance on searching for, and
adding NHS e-learning modules
to ESR, blended learning
materials relating to the
standards, interactive versions
of the Toolkit and on-line version
of the baseline evaluation — to
be completed by Nov 2020

Additionally section 3.2 of the
sensory loss Toolkit contains
similar guidance and provides
an additional control where
access to the e-learning module
is not possible request that;

“3.2 Have frontline staff
undertaken sensory loss e-
learning module AND/OR have
factsheets 1, 2, 2b, 3 & 4 been
(i) discussed during a
documented staff meeting, (ii)
been copied and distributed to
frontline staff and (iii) a signed
record exists that staff have
‘read understood and are able to
act in accordance with these
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guidelines.” (Baseline Evaluation
Tool, p.4) Evaluation to be
completed across the
organisation by Q3-2020/2021

Given the restrictions imposed
due to C19 response on face to
face teaching and in In the
absence of an ALL Wales
approach to continue the
utilisation of the e-sensory loss
module as a
recommended/optional (blue)
enrolment, in conjunction with
on-line version of the “Treat Me
Fairly’ module will include
reference to (i) responsibility of
BCUHB staff to book BSL
interpretation services and (i)
Fact Sheets 1-4 from the Toolkit.
Ongoing throughout
2020/2021

Continued monitoring of
compliance rates in relation to (i)
organisational compliance with
AHCS via self-evaluation tool
and (ii) operational monitoring of
mandatory equality training.
Compliance rates and sensory
loss awareness rates reported
quarterly to Quality & Safety and
Patient & Carers Experience
executive sub-groups, in Q3-
2020/2021 and Q4-2020/2021
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Develop the capacity and
capability to utilise digital patient
stories in order to raise staff
awareness and promote the
service development necessary
to improve compliance with the
standards. (Each regional
patient experience team to
curate a patient story relating
to an aspect of sensory loss
by Q4-2020/2021)

Ensuring all public
information is accessible
for people with sensory
loss

See ‘Needs Assessment’ above.

Continued funding for the Accessible
Health Care Scheme, completed SLA
with Centre for Sign Sight & Sound
for 2020/2021. Continued review
activity data from the accessible
health care scheme as the basis for
organisational assurance and
improving services.

See ‘Needs Assessment’ above.

Despite the efforts described above
in relation to ensuring that our
patients and service users with
sensory loss have access to
information, which enables them to
gain access to, and participate in
health services on the same basis as
other service users. Within this
reporting period BCUHB continues to
recognise the vulnerable nature of
these service users, especially during
periods of local restrictions due
national and organisational response
to the Public Health emergency
caused by the C19 pandemic.

Thus, the Accessible Health Care
Scheme continues to provide;

See ‘Needs Assessment’ above.

The critical nature of the
Accessible Health Care Scheme
and the SLA that supports this is
recognised by BCUHB as a key
control in ameliorating the
potential risk that patients and
service users with sensory loss
may experience in accessing
information and participating in
health services.

Therefore key deliverables for
2020/2021 and into 2021/2022
are;

e Report to Quality & Safety
and Patient & Carer
Experience Groups, on the
effectiveness and utilisation
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“the links Deaf and Hard of Hearing
patients with Health Professionals
like GPs, opticians, dentists and
hospital departments. It supports
Deaf and Hard of Hearing people to
make, check, change or cancel an
appointment, while also ensuring
their communication needs are
supported in the most appropriate
way during the appointment” (COSS,
Sept 2020).

of the service. Quarterly
Q3-2020/2021 and Q4-
2020/2021 by Deputy Head
of Pt Experience.

e Ensure that feedback from
service users is used to
develop the service, COSS
Operational Manager and
Deputy Head of Pt
Experience — Quarterly Q3-
2020/2021 and Q4-
2020/2021

e Secure continued funding for
2021/2022, by Q4-
2020/2021 — Asst Director
for Patient Safety &

Standards of Service
Delivery

Key Actions Achieved April-Sept
2020

Risks to Delivery

Corrective Actions & by When

Accessible appointment
systems

Within this reporting period, the
Wales Information Service (WIS), has
ensure that systems are enabled in
line with phase Il of the Accessible
Information Standard (AIS) to record
communication needs and include
these in e-referrals received by the
Health Board. (Such an approach
relies on fields relating to language,
disability and communication needs
being populated in a systematic and

The risks are similar to those of
previous reporting periods, namely
the utilisation of an IM&T
infrastructure, which relies on
communication needs related to
sensory loss being recorded within
primary care and then transferred via
electronic referral to secondary care.
At the time of writing BCUHB has still
to complete the migration of the West
operating area to the merged WPAS
platform (see above).

Given the op cited risks, then the
controls cited above in relation
to the development of specific
project management work-
streams, the development of
accessible patient information,
the continued development of
the PALS function, the
introduction of carers
champions, the development of
the inter and intranet along with
innovative frameworks for

Page 39 of 70




rigorous manner derived from
universal reference values).

Within this period continued
communication with patient and
service user groups, Centre for Sign
Sight and Sound, Primary Care
Governance Leads, and participation
at community engagement events,
amongst others; in order to increase
awareness amongst patients, carers,
service users, managers and staff of
the importance of recording and
responding to the communication
needs of people with sensory loss.

Within Q1-2020/2021; the Patient
Safety and Experience Team have as
an integral component of the ongoing
development of our Carer’s Strategy,
developed operationally the role of
‘Carers Champion’, which whilst
aimed at ensuring Carers rights, will
also in conjunction with the PALS
team provide added operational
support for carers and patients with
sensory loss.

As in previous periods, Posters
developed by the NHS Wales Centre
for Equality and Human Rights in
conjunction with the Snr Officers
group, to be forwarded to all
managed practices and to Cluster
Development Managers/Officers

Within 2020/2021 the current system
will remain characterised by a;

¢ Reliance on service users to
request that communication
needs relating to sensory loss are
communicated to health care
providers (primary, community &
secondary).

e Lack of standardised generic
reference values for recording
communication needs within
BCUHB where operating regions
are not utilising the WPAS
platform.

e Currently the appointment system
does not automatically create an
alert reminding HCPs to book BSL
interpreter, and this relies on local
knowledge of the service user’s
needs being passed on to the
service point. Although this risk is
partially ameliorated via the
AHCW scheme and the local
knowledge

These risks will remain relevant
throughout 2020/2021, please see
controls cited above and opposite.

harvesting patient and service
user feedback and the continued
funding and development of the
Accessible Health Care Scheme
are a key organisational
imperative for 2020/2021 and
into 2021/2022

Additionally the migration of the
West Operating Region on to the
WPAS platform by the end of
Q4-2020/2021 will provide under
the auspices of the WIS project
proved;

e increased flexibility over
appointment templates,

e enable the standardisation of
the coding and recording of
communication needs, and
the production of exception
reports eg clinic preparation
lists which flag in advance
the need to book a WITS
interpreter,

e and increased integration
with primary care information
system, NHS Wales Health
Portal(s) and other
supporting systems.
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within BCUHB to encourage service
users with sensory to request that
their communication needs are
recorded within primary care
information systems.

The use of type talk to facilitate
access to centralised booking
system. Working in conjunction with
COSS Accessible Health Care Team
(see above) booking staff are able to
facilitate improved access to the
appointment system for service users
with sensory loss. Additionally text
reminders are utilised for
appointments.

Continued funding for 2020/2021 by
BCUHB of the Accessible Health
Care Worker (AHCW) scheme to
facilitate access to and participation
in health care for service users with
sensory loss. Accessible Health Care
Scheme which in conjunction with the
Centre for Sign Sight & Sound
(COSS) and other voluntary
organisations provides support for
service users with sensory loss so
that they are able to access
information and services on the same
basis as other service users. This
has been an effective and innovative
and effective.
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Data for the period (October 2019 —
March 2020) provided by the COSS
indicates that the scheme supported
the following activity;

Month Activity
April 279
May 51
June 62
July 98
August 138
September 192
Total 820

Continued development of telephone
preference service and patient portal
to facilitate the dissemination of
appoint letters, make and amend
appoints etc., which will better enable
service users to utilise their own
access technologies to communicate
with the health board as the basis for
access to and progression within
health care services.

Appointment of additional 4.0 wte
extra project officers to support the
migration of the West operating
region to the WPAS platform.

Communication models

As in previous reporting periods
within Q1-Q3 2020/2021 the WITS
interpreter service continues to
provide front line face to face BSL

Within Q1-Q3 2020/2021 the
following key risks remain;

Staff Awareness in relation to the
responsibility of HCPs to book a

As above AHCW scheme
partially controls for this risk
and continued, recurrent
funding for this scheme moving
forward is imperative.
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interpretation and feedback on whole
is positive.

Digitally accessed interpretation
services can now be supported via
BCUHB internet based on Skype™
Technology, although these are not
yet mainstreamed. The project plan
for the development and piloting of
Insight™ digitally accessed
interpretation services within Q3-
2020/2021 has been developed

pending all Wales agreement. This is
likely to become an integral feature of

BCUHB’s WITS contract.

During Q1-Q2 2020/2021, BCUHB
staff and managers are constantly
reminded via, site Quality & Safety
Group Meetings, Governance &
Scrutiny Groups, via ward managers

and matrons meetings, via e-mail, via

posters, via the PALS service, and
via Treat Me Fairly Equalities
Training, of their have again been
sent specific responsibility to book
interpretation services where
required. This message is reinforced
via Factsheets 1-4 from the Sensory
Loss Toolkit and additional intranet
and internet based information.

WITS interpreter as required; this risk

is sometimes compounded where
communication needs are unknown
to the HCP/Service Point (see note
above).

Feedback from Service Users
indicates that the preference for a
face-to-face interpretation service
and such an approach is supported
via the Accessible Health Care
Scheme.

Developing the capacity for a digital
remote interpretation services as an
integral component of the HB’s SLA
with WITS will provide an important
control especially in relation to
unscheduled/emergency care.
However, the HB does need to be
cognisant of the need to provide
translation services in a dignified
manner recognising that some
service users where possible may
wish to utilise their preferred
interpreter.

Following on from the above
the Accessible Health Care
Communication card, is credit
card available to all service
users who wish to identify their
communication needs. To be
audited/re-audited via
baseline evaluation tool by
end of Q3-2020/2021.

Continue to improve staff
awareness via training and
though quality assurance
initiatives such as ward
accreditation, utilisation of self-
evaluation tool as previously
stated. Additionally the
development of PALS function
and the role of the Carers
Champion, coupled with the
development and role of new
guidelines on written
information for patients (ISU02,
Ver 0.4 Sept 2020) will enable
the principles to be repeatedly
reinforced as an integral
component of the works
streams associated with this
domain. Report progress
quarterly to Quality & Safety
and Patient & Carers executive
sub-groups, Q3 & Q4
2020/2021.
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Continue to implement
technological solutions where
these are practically possible
and commensurate with the
identified needs of service
users; including the purchase
of additional skype ™/Office
365 licences where necessary
and hardware. Implement as
an integral component of the
Insights™ digital translation
pilot. (A project plan for the
latter to be agreed by end of
Q3-2020/2021 pending all
Wales support).

Monitor incidents and
complaints arising from
communication with service
users with identified sensory
loss as the basis for
improvement

Utilise PALS function to
support communications
between service users and the
HB, and to reinforce evidence-
based practice. Feedback in
near/real time to
ward/department managers,
via standard PALS and Datix
reporting frameworks, and
include in lessons
learned/changes made within
quarterly reporting to Quality &
Safety and Patient & Care
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Experience executive sub —
groups. Monthly and Q3 & Q4
2020/2021.

Primary and Community

Care. Priority areas include:

Standards of Service
Delivery

Key Actions Achieved during April
to September 2020

Risks to Delivery

Corrective Actions & by
When

Raising staff awareness

(See also Above).

Continued review and update of the
Community and Primary Care version
of the Sensory Loss Toolkit —
available on BCUHB intranet pages.
(See above)

Given the limitations imposed on face
to face visiting due to organisational
and national response to the C19
public health emergency. The PALS
team have continued to engage
remotely with area governance and
GP practice managers in order to
raise awareness of the issues,
support evaluation and action
planning.

Following on from the above, the
Patient Safety and Experience team
in conjunction with managers and
staff to promote the utilisation of the
self-evaluation Toolkit to ensure that
compliance is regularly monitored
and action plans for improvement are
developed as appropriate

(See also Above).

The risks for this reporting period
remain broadly similar to those
highlighted in 2019/2020 namely;

e Geographic distribution of service
points, and difficulty of engaging
staff and service users in ‘remote’
locations.

e The majority of GP Practices are
autonomous and not directly
managed and therefore
integrating these practices within
BCUHB’s governance frameworks
relies on good will and the skills of
the GP Development teams. This
still remains a risk within
2020/2021 (see existing controls
(left) and additional actions (right))

(See also Above).

Continued development of
intelligent reporting of
compliance with accessible
health care standard by
ward/department, speciality,
hospital and operating region,
and additionally indicate DATIX
incidents and complaints
relating to, or associated with
non-compliance with standards
and/or meeting needs on the
basis of protected
characteristics. By the end of
Q3-2020/2021.

e Completion of BCUHB audit

of Compliance Levels using
baseline assessment and
action planning by end of
Q3 2020/2021. (Each
speciality and/or service
point(s) to develop an action
plan for improvement).
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Within 2020/2021 phase Il of the
ward accreditation process now
includes all community hospitals and
the associated ward metric (audit
tool) include specific reference to
compliance with accessible AHCS,
(see PE12-14).

Within Q2 — 2020/2021 dashboards
have been developed to monitor
compliance with accessible health
care standards from data derived
from the baseline evaluation and are
currently being adapted to include
relevant DATIX™ incident and
complaint data.

e Continued development of

the capability to listen, learn
and act on service user
feedback in relation to
service users with sensory
loss.

Specifically during Q3
2020/2021; utilise PALS
Officers to undertake
care2share discovery
interviewing, patient stories
and continue the roll out and
utilisation of BCUHB’s
real/near time patient
feedback system which for
2020/2021 enables
improves reporting by
protected characteristics at
ward/service point level.

e In collaboration with BCUHB

managers and staff, service
users and the COSS review
the content of the Toolkit to
ensure that it is
commensurate with the
standards, technological
developments and the
needs of our service users.
(By Q4-2020/2021)

Develop the capacity and
capability to utilise digital
patient stories in order to raise
staff awareness and promote
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the service development
necessary to improve
compliance with the standards.
(Each regional patient
experience team to curate a
patient story relating to an
aspect of sensory loss by
Q4-2020/2021)

Accessible appointment | (See Above). (See Above). (See Above).
systems

Communication models | (See Above). (See Above). (See Above).
Implementation of the As in previous reporting periods Level of staff and managerial (See Above)

Accessible Information
Standard

within Q1-Q2 20020/2021 key focus
of work has continued to be focussed
on the following;

e Developing the infrastructure for
measuring and reporting
compliance; utilisation of the self-
evaluation/internal audit
instrument, ward accreditation
audit tool, and continued
development and deployment of
the Sensory Loss Toolkit.

e BCUHB has continued to
development partnership working
with the third sector to support
access to and progression within
health care services for people
with sensory loss.

¢ Following on from the above, the
utilisation of service level

engagement given other priorities.
See above note in relation to the non-
mandatory nature of sensory loss
training.

Large geographical distribution of
services across three operating areas
(East, Central, West), and localised
governance arrangements result in a
large strategic and operational span
of control. Culturally governance and
organisational assurance have not
always been viewed as an integral
component of operational
management.

The above risks again remain
relevant moving forward into Q3&Q4

AHCS compliance reportable
on a quarterly basis to Trust
Board, reinforced operationally
via Ward Accreditation,
Continued development of the
PALS service in all operational
areas and reporting and review
via BCUHB'’s Quality & Safety
and Patient & Carers Groups
executive sub-committees.
(Quarterly Q3 & Q4
2020/2021)

Continued development of the
PALS model to support service
users with sensory loss
through engagement in direct
enquiries and in relation to
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agreements with the Centre for
Sign Sight and Sound (COSS) and
WITS to provides access to
interpretation services and
advocacy services for service
users with sensory loss, in line with
the requirements of the standards.
Via implementation of Patient
Experience Strategy (BCUHB,
2019) and the Patient Advice
Liaison & Support Service (PALS),
provide the infrastructure required
to support service users with
sensory loss in relation to access
to health care services and as a
focus for engagement.

BCUHB has continued to actively
support the All Wales Sensory
Loss Group to advise and support
development of national approach
to developing services, which are
more responsive to the needs of
patients and other service users
with sensory loss.

Continued development and
utilisation of formal frameworks
listening and acting on feedback by
categories of sensory loss
including real team patient
feedback, NHS Inpatient
Satisfaction Survey, Patient
Stories, PALS Enquiries, Patient
Comments and analysis of
incidents and complaints.

2020/2021. Key controls (see above)

include;

e Continued funding of the
Accessible Health Care Scheme
(AHCS)

e Efforts to Improve Staff Awareness

e Changes in the reporting of local
and Organisational Quality Safety
and Effectiveness and
Organisational Assurance data to
specifically include progress made
against agreed organisational plan
for improved compliance with
AHCS, derived from Patient Safety
& Experience Team, project
managed work stream.

audit and action planning within
service points. (On going Q3-
Q4 2020/2021)

Continue to develop the in-
house reporting of patient
experience in relation to
sensory loss, so that managers
and staff are able to listen,
learn and act on feedback.
(Monthly reports to
ward/department managers,
Quarterly Q3 & Q4 reporting
to Quality & Safety and
Patient & Carers executive
sub-groups)

Continue to review the sensory
loss and written patient
information work streams in
line with agreed project
deliverables (see above),
(Monthly throughout Q3-Q4
2020/2021)

Develop the capacity and
capability to utilise digital
patient stories in order to raise
staff awareness and promote
the service development
necessary to improve
compliance with the standards.
(Each regional patient
experience team to curate a
patient story relating to an
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e And additionally the development

of project managed work streams
within the Patient Safety &
Experience Team, managed by the
Deputy Head of Patient Experience
to (i) improve compliance and
awareness, (ii) integrate other work
relevant work streams eg
development of the PALS team,
Carers Champion Role, improved
guidelines on the production of
written patient information (ISU02),
and continued development of our
intra and internet sites.

aspect of sensory loss by
Q4-2020/2021)

Standards of Service
Delivery

Key Actions Achieved during April
to September 2020

Risks to Delivery

Corrective Actions & by
When

Secondary Care. Priorit

areas include:

Accessible appointment
systems

(See also Primary & Community Care
and Health Prevention)

(See also Primary & Community Care
and Health Prevention)

(See also Primary &
Community Care and Health
Prevention)

Communication models

(See also Primary & Community Care
and Health Prevention)

(See also Primary & Community Care
and Health Prevention)

(See also Primary &
Community Care and Health
Prevention)

Implementation of the
Accessible Information
Standard

(See Primary & Community Care
Above)

(See Primary & Community Care
Above)

(See Primary & Community
Care Above)
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Standards of Service
Delivery

Key Actions Achieved during April
to September 2020

Risks to Delivery

Corrective Actions & by When

Emergency & Unschedu

led Care. Priority areas include:

Raising staff awareness

(See also Primary & Community Care
and Health Prevention)

(See also Primary & Community
Care and Health Prevention)

(See also Primary & Community
Care and Health Prevention)

Communication models

(See Primary & Community Care
Above)

(See Primary & Community Care
Above)

(See Primary & Community
Care Above)

Concerns & Feedback (CF). Areas include:

Highlighting current
models of CF in place
which would support
individuals with sensory
loss to raise a concern
or provide feedback

PTR internet pages have now been
migrated to BCUHB’s MURA platform
and can be read via voice recognition
software provide spoken access and
provide considerably improved visual,
access compared with the previous
Cascade™ content management
system. This along with latest web
browser technology will ensure
improved compliance with Web
Accessibility Guidelines (QCAG) 2.1
AA and include an ability to change
font side and support for a variety
accessibility add-ins such as Adobe™
— Read Out Loud. The PTR page is
supported by BSL guidance in the
form of a pre-recorded video link.

As in previous periods, in practice the
support of an Accessible Health Care
Worker may be required to ensure
that service users with sensory loss
are able to access the PTR
framework on the same basis as

Accessing the PTR process for
service users with sensory loss on
the same basis as all other users.
This risk is partially mitigated by
BCUHB’s accessible health care
scheme (AHCS) and the continued
development and roll out of the
PALS function across the
organisation.

Given the potential development of
a once for Wales Patient Feedback
System and following a careful
review of in-house options, BCUHB
did not renew its contract with
CRT/Viewpoint for the provision of a
near/real time patient/service user
feedback system. However, delays
in the procurement trajectory within
this period have resulted in the
development of an in-house
approach to collecting patient and
service user feedback.

(See previously cited controls)

Continue to develop the in-
house reporting of patient
experience in relation to sensory
loss, so that managers and staff
are able to listen, learn and act
on feedback. (Monthly reports
to ward/department
managers, Quarterly Q3 & Q4
reporting to Quality & Safety
and Patient & Carers
executive sub-groups)

In-house, development,
implementation and roll out of
an on-line Patient/Service user
feedback survey. (by Q3-2021)

Continue to review the sensory
loss and written patient

information work streams in line
with agreed project deliverables
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other service users. Thus, funding of
this scheme provides an important
tenet of BCUHB'’s approach to
supporting patients and service users
with sensory loss.

As in previous reporting periods
service user feedback is regularly
collected and fed back to service
managers via (i) Real-Time Patient
Feedback System (ii) Complaints and
Incident Monitoring, (iii) Patient
Stories and (iv) NHS Wales Inpatient
Satisfaction Survey. The data from
these sources is segmented by
protected characteristic and reported
in near time to managers and staff,
monthly to site Quality & safety
groups and quarterly to the
organisational Quality & safety and
Patient & Carers Experience groups.
Additionally the experience of service
users with sensory loss is reported bi-
annually to equalities operational
group and is a standard agenda
item.. When issues in relation to
accessing services and/or the PTR
process are identified these are
communicated to the relevant
managers for action.

The continued development and roll
out of the PALS function throughout
the organisation, means that BCUHB
now has the capacity to resolve

Whilst the currently deployed
system offers similar functionality to
the CRT/Viewpoint system and
improved capability in relation to
segmenting feedback by protective
characteristics. The dependence on
paper surveys coupled with delays
in developing an on-line survey,
restrictions on ward visiting, and a
reduction in elective activity have
resulted in a significant reduction in
returns; and in the context of this
report a potential reduction in the
ability to listen, learn and act from
the experiences of the patients and
service users with sensory loss.
This risk is currently recorded on the
organisational risk register and
steps are being taken to mitigate its
consequences, see controls op cited
et alia.

(see above), (Monthly
throughout Q3-Q4 2020/2021)

Continued management of
organisational risk (id=3450)
resulting from delays in the
procurement of the proposed
Once for Wales, Patient
Feedback System and the
ongoing uncertainty in relation to
the procurement trajectory. (See
controls cited above and risk
reviewed monthly and is a
standard agenda item
BCUHB'’s Quality
Management Systems Group)

Develop the capacity and
capability to utilise digital patient
stories in order to raise staff
awareness and promote the
service development necessary
to improve compliance with the
standards. (Each regional
patient experience team to
curate a patient story relating
to an aspect of sensory loss
by Q4-2020/2021)

As detailed in the PALS work
stream for Q3-Q4 2020/2021
utilise telephone care2shares to
identify and share feedback
relating to compliance with the
accessible information and
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issues relating access and
participation in health services for
peoples with sensory loss in real
time, without result to the formal
complaints (PTR) process.

Additionally, during this period the
Patient Safety & Experience team
has been developing the capability to
undertake and curate patient stories
in digital format, which will provide a
useful alternative framework to listen
and learn from the experiences of
patients and service users with
sensory loss.

communication standards.
(Monitored by Pt Experience
Managers within monthly
PALS activity returns,
reported using the PALS
dashboard and associated
IRIS report)

Continued funding of the
Accessible Health Care Scheme
for 2020/2021 and into
2021/2022. (Asst Director for
Patient Safety & Experience
by Q4-2020/2021)

Highlight any CFs
received in sensory loss
and actions taken

Within the reporting period, Q1-Q2
2020/2021 BCUHB managers in
conjunction with out PALS team have
dealt successfully with n=1 OTS
complaint (id=COM45142) relating to
the lack of availability of a BSL
interpreter associated relating to
sensory loss. In this case,
Factsheets 1-4 from the Toolkit were
utilised to increase awareness that it
is the responsibility of BCUHB staff to
book interpreters and the patient’s
brother was willing to be proactive in
reminding the ward of their
responsibility prior to any future
treatment. During Q1 & Q2 there
were no reported incidents which we
due directly to noncompliance with
the standards.

As in previous reporting periods,
Making, changing and emending
hospital and other health care
appointments remains challenging
for many service users with sensory
loss, and this finding is reinforced
through engagement events.
Capturing and acting on this
experience in real-time also remains
a challenge and whilst the current
approach ‘to design out’ such
situations is to be commended, it
has to be recognised that these will
arise and BCUHB needs to ensure
that we are able to respond to these
in a proactive manner.

Service users with sensory loss are
very willing to tell us about their

(See Above)

And is in previous reporting
periods;

Continued monitoring of service
user experience by protected
characteristic including
complaints and incidents to
ensure that any issues are acted
on in as close to real time as
possible, and scrutinised by the
BCUHB's organisational quality
& safety, and listening &
learning groups, as well as
within local PTR scrutiny
groups. (Produce monthly and
quarterly Q3 & Q4 2020-2021
exception reports for site Quality
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Additionally, within the period Q1-Q2
2020-2021 the PALS team were
called upon to support the request for
the provision of BSL interpreter for a
patient presenting in ED (id = 10025),
and were able to successfully
respond to this request

experiences, the challenge for the
Health Board remains to incorporate
these into the learning and planning
processes.

Ward audits as an integral
component of the ward accreditation
framework and PALS care2share
activity and other interactions with
clinical services, sometimes
highlight that the Sensory Loss
Toolkit and/or other supporting
materials eg Hospital
Communication Book, are either out
of date or not available in hardcopy
within some service points, this is
immediately ameliorated as an
integral component of the work of
the PALS teams.

& Safety Groups, Governance
Teams, and quarterly for
organisational Quality & Safety
and Patient Carer & Experience
executive sub-groups).

Following on from the above;
development of intelligent real
time reporting for incidents,
complaints and PALS activity
data relating to Accessible
Health Care Standard, using
interactive dashboards.
(November 2020)

Continued engagement with
service user with sensory loss in
order to identify and ameliorate
issues impacting on access to
and progression within health
care services. (Meet monthly
with Centre for Sign Sight and
Sound to review patient
experience in relation to the
accessible health care scheme).

Develop the capacity and
capability to utilise digital patient
stories in order to raise staff
awareness and promote the
service development necessary
to improve compliance with the
standards. (Each regional
patient experience team to
curate a patient story relating
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to an aspect of sensory loss
by Q4-2020/2021)

Patient Experience*

Key Actions Achieved during 2020

Risks to Delivery

Corrective Actions

Mechanisms are in
place to seek and
understand the patient’s
experience of accessible
communication and
information

Within this reporting period BCUHB
continues to utilise a variety of
mechanisms to survey and learn from
service user experience — see above.
The DATIX complaints monitoring
enables the segmentation of
feedback via equality/discrimination,
which provides an indirect ability to
monitor concerns via protected
characteristics. The Real Time
Patient Feedback Survey and the
NHS Inpatient Survey enables the
self-reporting of service user
feedback by protected characteristics
and a report is forwarded to BCUHB'’s
strategic Equality Group on a
quarterly basis and included in the
Listening and Learning and Quality
Safety & Effectiveness reports. Such
feedback has been reinforced by the
operational deployment of PALS
officers in all operating areas within
Q1&Q2 2020/2021.

Continued development and
deployment in Q1&Q2 2020/2021 of
in-house provision for real/near time
feedback and the utilisation of
PowerBi™ and Excel VBA™ to

As in previous reporting periods the
utilisation of the real/near time
feedback tends to be greater in
acute than community and primary
care settings and it is constant
challenge to ensure sufficient
returns to provide meaningful
feedback and universal coverage,
especially in relation to reporting on
protective characteristics Q1&Q2
2020/2021. This has been
particularly challenging during Q1 —
2020/2021 due to the restrictions on
ward/departmental visits due to
BCUHB’s response to the C19
pandemic. Given that this is likely to
be a feature of operating
environment throughout 2020/2021
and into 2021/2022 it is recognised
that there will need to be shift
towards the utilisation of web based
collaboration tools to gather
feedback remotely eg collection of
digital patient stories, utilisation of
Skype™/Teams™/Telephone for
discovery interviewing and
administration of patient satisfaction
survey(s). (see also above)

(See Above)

Continued development of
awareness of the importance
of patient feedback and the
availability of relevant data
sets to support learning and
service improvement — many
of these actions have been
cited above, but in summary,
the key controls here are;

Develop the capacity and
capability to utilise digital
patient stories in order to raise
staff awareness and promote
the service development
necessary to improve
compliance with the standards.
(Each regional patient
experience team to curate a
patient story relating to an
aspect of sensory loss by
Q4-2020/2021)

The development of intelligent
real time reporting for
incidents, complaints and
PALS activity data relating to
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develop interactive dashboards has
significantly enhanced BCUB’s ability
to harvest service user experience
and report this in real/near time be
protected characteristic including
sensory loss. This work has been
enhanced with the restructuring with
the Patient Safety and Experience
team resulting in the appointment in
Q1-2020/2021 of a Head of
Transformation & Learning and a
Business Analysist

Accessible Health Care
Standard, using interactive
dashboards. (November 2020)

(Produce monthly and
quarterly Q3 & Q4 2020-2021
exception reports for site
Quality & Safety Groups,
Governance Teams, and
quarterly for organisational
Quality & Safety and Patient
Carer & Experience executive
sub-groups).

Continued development of
BCUHBSs intra and internet
sites, and local SharePoint(s) —
in line with the objectives
inherent in the Patient Safety
and Experience project
managed work streams
relating to (i) sensory loss, (ii)
production of patient
information and (iii) learning
and reporting. (Reviewed
monthly as per project plans

throughout Q3&Q4
2020/2021)
Key Themes Corrective Actions
The key themes to emerge (See above comments in relation to the booking of WITs interpreters and (See Above).
from patient experience the controls cited). Within Q1&Q2 2020/2021 the following feedback has

feedback (both positive and been received from service users who identify as (deaf or hearing impaired)

negative) or (blind or visually impaired)
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Whilst the detail responses for each of the NHS Wales PREMs metrics is
included in the above reports for each of the cited protected characteristics,
and the size of the samples in each case is relatively small; it is pleasing to
note that the general level of patient satisfaction amongst each of the
potentially vulnerable groups is high and similar to participants who do not
identify themselves as having a sensory loss. (In summary, within Q1&Q2
2020/2021; blind or partially sighted patients/service users average overall
satisfaction score was 9.41/10 and deaf or hearing impaired
patients/service users average overall satisfaction score was 9.52/10).

* Patient experience mechanism and themes to be documented in this return applies specifically to patients with sensory loss
who have accessible communication and information needs. There is a requirement in the NHS Delivery Framework for NHS
organisations to provide an update on patient experience for all patients (not just for those with accessible communication or information
needs). This is to be reported on a separate pro-forma entitled ‘Evidence of how organisations are responding to patient feedback to
improve services’ and links to the NHS Framework for Assuring Service User Feedback.
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APPENDIX 4

Evidence of how NHS organisations are responding to service user experience to improve services

NHS Organisation Betsi Cadwaladr
University health
Board

Date of Report September 2020

Report Prepared By

Patient and Carer
Experience team

The NHS Framework for Assuring Service User Experience explains the importance of gaining
service user experience feedback in a variety of ways using the four quadrant model (real time,
retrospective, proactive/reactive and balancing). It outlines three domains to support the use and
design of feedback methods and is intended to guide and complement service user (patient)
feedback strategies in all NHS Wales organisations. NHS organisations are required to evidence
that service user experience feedback is gathered and acted upon in all care settings (as applicable).
Reporting Schedule: Evidence of how NHS organisations are responding to service user
experience feedback to improve/redesign their services is to be reported annually. This form is to be
submitted on 30 September to cover the period April 2019 to March 2020.

What has your organisation done
to encourage feedback from
service users on their experience
of your services?

What has your organisation done
to respond to service user

feedback to improve/redesign your

services? Please provide
examples of improvements.

How have you communicated
improvements to your service
users? e.g. ‘you said, we did’.

Prevention Services and Health
Promotion. This includes
Screening Services

Within this sector the following
methods are most frequently but not
exclusively utilised to encourage
feedback from service users;

e Concerns/complaints and incident

Monitoring
Via Patient Comment Cards

¢ Via Patient Advice & Liaison

Service (PALS)

e Through the use of Patient Stories

and Care2Share discovery
interviewing

e Via Carers Survey

Via Public engagement and
reference groups.

e Utilisation of 3D engagement

model

There has been continued
development of the Patient Advice
and Liaison Service (PALS), with a
planned progression to PALS Plus
before the end of the year. The
evolvement of the PALS model will
enhance communication flow
between service users, and services,
with real time resolution and learning
taking place. Any areas of concern to
service users will be swiftly escalated
to the appropriate service leads, and
a satisfactory outcome achieved
where possible. Within this reporting
period the PALS service successfully
resolved n=485 enquiries relating to
coordination of care and/or receiving

Lessons learnt, and innovations are
shared via the Patient & Carer
Experience Group, which provides
board level assurance that BCUHB
is complying with its mandatory
responsibility to listen, learn and act
on patient/service user experience
and is a sub-committee of the
organisational Quality Safety and
Effectiveness, and Quality & Safety
Groups.
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¢ Monitoring of social media and
utilisation of dedicated Patient
Experience mailbox

Community Public Engagement “You
Said We Did’ events have identified a
number of key concerns amongst the
health population service by the
Health Board in relation to;

(i) rising levels of unhealthy eating,
obesity, lack of exercise amongst
residents in a defined locality in
Bangor

(ii) the health of working age
population,

information and/or access or delays.
Whilst it is not possible to designate
specific themes within this segment,
the provision of broader themes,
does serve to provide overview of the
utility of PALS interventions, from the
perspective of service users.

(i) Developed
integrated/collaborative working
between the Maesgeirchen
development worker and
community group, Maesgeirchen
Regeneration Board MaesNi with
BCU & PHW dietetics and who
will now be working together to
offer courses to the community. A
community cafe has also began
on the estate, and we have linked
the volunteers with the ICAN team
who will explore wellbeing
training.

The Wellbeing in the Workplace
project brings BCUHB services
and partners together to offer
support and advice to staff in the
form of lunchtime drop-in session
for employees. Information on
diabetes, healthy lifestyles, ICAN
Mental Health, community
pharmacy and bowel screening
are available from representatives
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(iii) rise in anti-biotic resistance,

(iv) and the promotion and
understanding of health promotion
and prevention services.

Accessing the Kind Eating
programme was identified via post
course feedback as a key challenge
for some particiaptants.

of a number of partner
organisations.

(iii) Working in collaboration with
BCUHB Pharmacy and Health
School coordinators developed
school e-bug session to raise
awareness.

(iv) Ensured a BCUHB presence at
high footfall events such as Mold
& Llangollen Food Festivals,
National Eisteddfod etc., to share
information and promote a
message of early intervention in
collaboration with cancer support
groups and BCUHB Winter
Wellness Programme. Information
and promotion of flu
immunisation, falls prevention,
bowel cancer screening, skin
integrity & pressure ulcers were
also provided.

The Dietetics Team in the West
operating region have developed a
Skype version of the programme, to
support a more blended learning
approach to delivery.
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What has your organisation done
to encourage feedback from
service users on their experience
of your services?

What has your organisation done
to respond to service user
feedback to improve/redesign
your services? Please provide
examples of improvements.

How have you communicated
improvements to your service
users? e.g. ‘you said, we did’.

Primary Care/Community Care

Feedback from patients and service
users highlight the challenges in
registering and accessing
appointments within primary care.
As with other sectors of care delays
in accessing care and lack of
information about the service and
poor coordination of the pathway is
consistently cited as contributing to a
negative experience of care. Within
primary care this has been
highlighted via; PALS interactions,
Care2Shares, Real Time Patient
Feedback, Local Suggestion
Schemes, wider public engagement
and informal feedback to HCPs.

Feedback via local engagement from
a number of Sexual Health Service
clients who were frustrated when

Managed practices in the East
operating region have (i) improved
their telephone system so that
patients are better able to contact the
appropriate HCP at the practice (ii)
ensuring that the appointment
system takes account of all HCPs &
increasing the proportion of follow up
appointments and (iii) providing
improved messaging to patients and
other service users.

Within managed practices in the
Central operating area following
feedback in relation to the difficulties
in registering with practices and
making appointments, additional
training and guidance was provided
to staff.

Speech and Language Therapy
Service in the West operating region
has introduced a new improved
booking system resulting in a
reduction in DNA and ensuring that
patients and service users receive
where possible an immediate
response.

To ensure that all clients were in
receipt of the necessary information,
a ‘Script’ was development for clients

Lessons learnt, and innovations are
shared via the Patient & Carer
Experience Group (which provides
board level assurance that BCUHB)
is complying with its mandatory
responsibility to listen, learn and act
on patient/service user experience
and is a sub-committee of the
organisational Quality, Safety and
Experience Committee. Examples of
effective practice shared via Area
Governance Structures/Area Quality
& Safety Meetings.

Information shared at service point
level with patients and carers via
notice boards, information leaflets
and internet.

Feedback in relation to all Wales
Patient Related Experience
Measures (PREMS) collected
primarily via the CRT/Viewpoint real
time feedback system are shared via
weekly and monthly reports to
enable managers and HCPS to
monitor changes in real (or near)
time and develop improvement plans
where appropriate. (Whilst utilisation
of this method of feedback is more
embedded within secondary care
service points it is nonetheless a
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telephoning to book an appointment
for a coil to be fitted as they were
advised that they needed to attend
for a pre coil assessment
appointment. Some felt that this was
unnecessary and had difficulty in
attending.

Lack of awareness of the pathway
and knowledge of service was a
recurring theme of PALS activity,
which features as contributing to a
negative experience and feelings of
disempowerment within patient
stories and Care2Share discovery.

Feedback from the NHS Inpatient
Questionnaire and via PALS
enquiries has indicated frustration in
relation to access to audiology
services in relation to (i) repair and
services of hearing aids and (ii)
outpatient appointments.

wishing to attend for a coil insertion
the risk factors to clients and enables
them to self-select if they require a
pre insertion appointment.

Community Hospital wards in the
West (and some in Ysbyty Gwynedd)
have in collaboration with the PALS
service been ensuring that relevant
information about the ward and
relevant pathways of care is
contemporaneous, made available
for patients and other service users.
Organisationally, the Patient Safety
and Experience Dept have revised
the guidelines on written information
for patients to ensure that this is
research based, bilingual, and
available where required in easy
read or other formats, commensurate
with the accessible information
standards (WG, 2013).

Within this period and by Q4-
2019/2020 (i) waiting times have
reduced to successful recruitment to
vacant posts, (ii) establishment of
volunteer drop in centres in
community locations for hearing aid
support sessions, (iii) the inclusion of
updated guidance for staff within the
Sensory Loss Toolkit on hearing aid
maintenance and associated
audiology support.

prime feedback mechanism for this
sector - for more information see
planned care below).
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What has your organisation done
to encourage feedback from
service users on their experience
of your services?

What has your organisation done
to respond to service user
feedback to improve/redesign
your services? Please provide
examples of improvements.

How have you communicated
improvements to your service
users? e.g. ‘you said, we did’.

Planned Care

Within this sector the following

methods are most frequently but not

exclusively utilised to encourage

feedback from service users;

¢ Concerns/complaints and
incident monitoring

e NHS Wales Patient Satisfaction
Survey (issued on a quarterly
basis to 1000 patients who have
received inpatient care in a given
month)

¢ Via Patient Comment Cards

e Via Patient Advice, Liaison &
Support Service (PALS)

e Through the use of Patient
Stories

e Via CRT/Viewpoint™ a real time
patient feedback system

e Via Carers Survey

e Ward Quality Audits.

e Via Public engagement and
reference groups.

e Have you say groups

e Utilisation of 3D engagement
model

¢ Monitoring of social media and
utilisation of dedicated Pt
Experience mailbox.

Within this period the continued use

of structured public engagement

events in conjunction with feedback

derived from the PALS care2share

Feedback from patients and relatives
indicated a level of dissatisfaction
with the quality of written patient
information, which sometimes
manifests itself in lack of awareness
of the pathway and reduced
involvement in decisions about care.
This feedback has been reinforced
via PALS inquiries, Patient Stories
and Care2Share discovery
interviews. Within this reporting
period, new guidelines for written
patient information, have been
developed, and a readers panel
established with the aim of ensuring
that all written patient information is
research based, clinically effective, in
the language of the receiver, and
available in alternative formats
commensurate with the Accessible
Information Standards for People
with Sensory Loss (WG, 2013) and
Welsh Language Measure (WG,
2011).

Additionally the PALS officers and
Patient Experience Coordinators
have been working in collaboration
with ward managers to ensure that
each ward has contemporaneous,
bilingual (Welsh & English) ward
information leaflet. This commenced

The Patient & Carer Experience
Group provides board level
assurance that the BCUHB is
complying with its mandatory
responsibility to listen, learn and act
on patient/service user experience.
The Terms of Reference of the group
reinforce senior management
accountability to report on service
improvements (changes) made as a
result of feedback received from
service users including the following
key frameworks, CRT/Viewpoint
Real Time Feedback System, NHS
Inpatient Satisfaction Survey,
Care2Share (discovery interviewing),
Patient Stories, Secondary analysis
of complaints, incidents and harms
data. Thus ensuring the universal
utilisation of feedback mechanisms
to patients and service users such as
patient experience notice board,
practice changes made as a result of
patient stories, the utilisation of ‘You
Said/We Did’ posters etc.

The PALS service is working
collaboratively with Quality
Improvement Team to inform the
ward accreditation programme. This
cohesive approach is able to
highlight and address areas of low
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(discovery interviews) and more
formalised patient stories provided
the prime mechanisms for listening,
learning and acting on service user
feedback.

In the East operating region
continued engagement with service
users and staff from the Community
Care Collaborative (CCC) Hub?,
utilising the above frameworks has
continued to provide a rich source of
feedback.

"The CCC is a multiagency
collaborative, based at Wrexham
Maelor Hospital, which aims to
provide health, social, medical and
emotional care for service users who
are otherwise less likely to interact
with our services.

Feedback from patients and service
users in the Central operating region
have highlighted the importance and
value of the Park & Ride Facility;
feedback from other sources often
associated the lack of access to car
parking facilities with a negative
overall experience. This is often,
particularly highlighted as an issue
for cancer patients.

Feedback from patients and service
users during this period often cited
that ‘wards were [appeared to be]

as an integral component of the
Vascular improvement network
action plan and is currently being
rolled out across BCUHB as an
integral component of the PALS
Communication Work Plan.

Following on from the above,
BCUHB has purchased an additional
n=118 tablets which have been
utilised to support virtual visiting,
harvesting of real time feedback and
providing access to internet based
patient/service user information.

Extension of the Park & Ride facility
at Ysbyty Glan Clwyd until March
2020 and the provision of extra on-
site parking. Provision of designated
parking facilities for cancer patients.

Establishment and monitoring of safe
staffing levels on all wards, is an
integral component of BCUHB
governance arrangements with clear

feedback data and work with
services to develop their numbers
and approaches. The PALS teams
are supporting timely resolution to
enquiries to enable effective
communication between staff and
patients, carers and their families.
This is promoting immediate
resolution in many instances, with
shared learning and positive
influence to the services involved
using the “You Said We Did’ model.
The utilisation of “You Said/We Did’
posters is an integral component of
the ward accreditation system and
these are displayed on the patient
experience notice boards in each
service point.

The continued use and development
within this period of the
CRT/Viewpoint Realtime
patient/service user feedback
survey, enables change in relation to
the following aspects of care to
monitored at a service point level in
near/real time;
Did staff introduce themselves to
you?
¢ Do you feel you were listened to?
¢ Do you feel you were given all the
information you needed?
e Did you get assistance when
needed?
e Were you involved as much as
you wanted to be in decisions
about care?
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short staffed’, ‘staff were very busy’
etc.

Patients and carers have commented
favourably on the cleanliness of
wards and treatment areas,
(CRT/Viewpoint & NHS Inpatient
Surveys).

Feedback to PALS officers and via
Care2Share interviews highlights
how positively BCUHB dementia
friendly strategy has been received.

Feedback from real time patient
feedback indicates that patients and
service users are more likely to be
able to speak to staff in Welsh in the
West operating region compared to
the Centre or East. Whilst this
variation may be partially accounted
for in relation to the variation in
Welsh Language usage across these

escalation frameworks in place.
Additionally, the publication of
agreed staffing levels on the public
notice boards for each ward is an
integral component of the ward
accreditation process, and clearly
communications expectations to
patients, relatives, staff and other
service users.

Continued implementation and
monitoring of “Safe Clean Care”
standards in all areas, which is
monitored via ward accreditation,
matrons ‘work abounds’ and the
renovation of wards/clinical areas not
commensurate with the Safe Clean
Care standards has undoubtedly
contributed to such positive
feedback.

Continued roll out of the dementia
friendly strategy, the development of
dementia nurse specialist role,
dementia friend programme and
proactive participation in Wales
dementia training programme, and
provision of intranet based additional
support material.

Continued development of Welsh
Language training provision in order
to raise staff awareness of the Welsh
language and increase number of
welsh speaking staff, in order to
support the ‘Active Offer’ of a service
through the medium of Welsh, in line

¢ Did staff take the time to

understand what matters to you
as a person and take account of
this when planning and delivering
care?

¢ Could you speak in Welsh to staff,

if you wanted to?

e Using a scale of 0-10, where 0 is

very bad and 10 is excellent, how
would you rate your overall
experience?

Summary reports are forwarded to
service managers on a weekly and
monthly basis — so that they are able
to monitor changes, and develop
improvement plans where
appropriate. The utilisation of such
data provides (i) a direct method of
measuring change within the scope
of the above items at the service
point level and (ii) and indirect
method of measuring change in
relation to organisational
improvement programmes e.g.
compliance with Welsh Language
Standards. A summary of such data
is displayed on ward/service point
notice boards as an integral
component of the ward accreditation
system.

The Patient & Carer Experience
Team awards a weekly ‘Feel Good
Friday’ certificate to the service point
in each of the operating regions
which is considered to have been the
source of the most positive service
user feedback comment. This
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geographic regions, BCUHB’s Welsh
Language strategy clearly highlights
the importance ensuring that we are
able to support the active offer of
service through the medium of Welsh
in line with our statutory obligations.

Mental Health & Learning Disability
services in collaboration with MH
Charities, Support Groups e.g.
Caniad and the PALS have
undertaken a number of innovative
engagement activities, e.g. the big
conversation, tea parties, patient
stories, care2shares and within this
period some really positive feedback

with the language requirements of
the health population across
operational areas.

Ensuring the provision of a bilingual
PALS service across BCUHB.

Raising awareness via
intranet/internet and through face-to-
face interactions of the expectations
that our patients and service users to
receive a service through the
medium of Welsh if they so require
and that it is the responsibility of
managers and staff to ensure such
provision using translation services
where required.

Guidelines on written information for
patients; developed by the Patient
Safety and Experience Dept and
approved in Q4-2019/2020,
highlights the importance of ensuring
effective bilingual (Welsh and
English) provision of ALL written
information for patients and this is a
key function of the recently
reconstituted readers panel.

Feedback shared with staff,
managers and service collaborators
as exemplars of practice. During this
reporting period Foelas Ward was
nominated for the Nursing Times
Learning Disabilities Award, a letter
received from Jennifer Finch-
Saunders (AM) congratulating staff

provides a measure of service
improvements which are highlighted
by patients and service users to
have most strongly contributed to a
positive patient/service user
experience and are displayed on
patient experience notice boards and
on shared on social media.
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has been received in relation to the
quality of the service and the
compassion and attitude of staff.
Some examples amongst many
include;

o ‘“excellent attitude, compassion and
commitment”. (Cefni Hospital)

e “very good which made a huge
difference when being given a
diagnosis ... grateful for your
thoroughness and the time you took
to explain and answer their questions
and concerns following the recent
diagnosis of dementia ...thank you for
all the care and support | have
received in the last year ... You are
all great listeners ... You built me up
to care for myself again. All of you go
the extra mile to help myself and
others on a daily basis.” (Memory
Clinics)

o “would like to offer my sincere thanks
for not only the care you afforded my
son during his stay but also myself
during what was a difficult time for all
of us” (Parent of a Pt on Dinas Ward)

Feedback in the West via Caniad
highlighted that whilst receiving
treatment (i) some inpatients were
‘bored’ and (ii) were not aware that
they had care plans and/or what was
contained within these.

While feedback from inpatients at the
Ablett Unit, via real time patient

for “this well deserved recognition is
not entirely unexpected by me, being
keenly aware of the unusually high
compassion and dedication which
characterises nursing staff in our
local health board”, was shared with
staff, service collaborators and via
governance structures to the BCUHB
board.

Action was taken to ensure that
Inpatients in Hergest Unit are now
able to access community wellbeing
groups with support from the
occupational therapists. Caniad are
collaboratively designing an
addendum to the statutory care plan
documentation, which will include
what the patient needs to know and
what is important to them.

Ensure staff develop a documented
plan of activities during the weekend.
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feedback, is positive in relation to
staff referring to them as “like family”
it also highlights the feeling that staff
are very busy and that there is a
shortage of staff making
communication difficult. Feedback in
the matron walkabout echoes this
theme and extends to lack of things
to do on the ward especially during
the weekends whilst citing efforts of
the activity coordinators as “excellent

A recent rapid review following
episodes of serious self-harm in a
mental health inpatient unit found
that there was limited evidence that
staff members had engaged in
meaningful conversations and
therapeutic engagement with
patients. Feedback from patients in
the therapeutic observation and
engagement audit found that some
patients did not know what level of
observations they were on and that
they had not received information
around this

Following comprehensive serious
incident reviews and formal feedback
from HM Coroner, issues were
identified with those patients who
experience co-occurring substance
misuse and mental health problems

Head of Nursing has designed and
delivered refresher training in relation
to therapeutic engagement and
observation and risk formulation and
management.

Poster in relation to PPPA has been
placed on the wall in the unit to remind
staff of the questioning technique
when asking about risks.

In  April 2019 the Division
implemented the NHS Wales & WG
Service Framework to Meet the
Needs of People with a Co-occurring
Substance Misuse and Mental Health
Problems, to ensure that those with
substance misuse and mental health
problems get the right support at the
right time and prevent people falling
between services.
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What has your organisation done
to encourage feedback from
service users on their experience
of your services?

What has your organisation done
to respond to service user
feedback to improve/redesign
your services? Please provide
examples of improvements.

How have you communicated
improvements to your service
users? e.g. ‘you said, we did’.

Emergency & Unscheduled Care

Within this period BCUHB began to
implement the first phase of the All
Wales Emergency Quality
Development Framework (EQDF)
and implemented the ‘Happy or Not’,
feedback system, which replaced the
All Wales PREMs (CRT/Viewpoint)
beginning in Q4-2019/2020. The
other methods for obtaining
patient/service user feedback
remained namely, PALS inquiries,
patient stories and care2share
discovery interviewing.

Feedback from CRT/Viewpoint
(PREM) derived from the Emergency
Department for Q1-Q3 2019/2020
consistently reports a lower level of
patient satisfaction than from other
service points. However, care has to
be exercised in associating this with
a lower quality of care, as feedback
via a Kiosk situated in the waiting
area inevitably provides a snapshot
of care at a point in the pathway prior
to treatment where waiting times are
highlighted, for essentially lower
levels of triage.

However one of the early outcomes
of the EQDF project is that
unnecessary waiting is neither
clinically or organisationally effective,
and this is especially so for
vulnerable and/or immune supressed
patients. Thus, a number of
initiatives have been implemented;

e Development of the Choose Well
Campaign

e Ensuring patients are made
aware of the waiting times
associated with their triage
category given other clinical
demands on the departments

(See Above)

Additionally, the organisational
Quality, Safety & Experience
Committee provides board level
assurance in relation to
implementation of the Happy or Not
project and localised project plan.
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e Providing live waiting time
information for all EDs and MIUs
through an App

e Utilising real time feedback from
hand held tablets to respond to
patient queries — based on the
Happy or Not data set.

e Evaluating patient experience at
a variety of points in the ED
pathway.

e Arranging next day or ‘soon’
booked appointments where
these are clinically indicated and
commensurate with patient
needs

e Enabling cancer patients to be
contacted by mobile telephone
post triage to avoid the need for
immune supressed patients to
wait in a crowded waiting area.
(This initiative has been the
result of collaborative work
between the PALS service, ED
project Manager and the North
Wales Cancer Collaborative).

The Happy or Not project, feedback
from PALS officers, ED Managers
and staff and mental health charities
and support group, e.g. Caniad
amongst others, has indicated that
some ED attenders have additional
mental health needs and within this
reporting period each of the DGH ED
have an ICAN mental health support
officer. Feedback from a recent
patient story highlights the profound
importance of this service from the
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persepective of an ED attender;
“Without ICAN, | would have
returned to the bridge and jumped to
my death”.

The ED matrons have within this
period reviewed the Educational
Needs of Emergency Nurse
Practitioners in order to enhance the
ability to facilitate flow through ED
and have been incorporated into the
wider work force planning process.

Patient Transport

(See Above)
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Atodiadau 1. Interim 2020/21 Clinical Audit Plan
Appendices:

Argymhelliad / Recommendation:

The Committee is asked to adopt the interim clinical audit plan 2020/21 as the approved plan.

Please tick as appropriate

Ar gyfer Ar gyfer Ar gyfer Er
penderfyniad x | Trafodaeth sicrwydd gwybodaeth
Icymeradwyaeth For For For

For Decision/ Discussion Assurance Information
Approval

Sefyllfa / Situation:

The draft Clinical Audit Plan 2020/21 was presented to the Committee in March. It was agreed to
defer this to September to ensure any changes required by Welsh Government to tier 1 and additional
any tier 2 audits could be incorporated. However, due to the Covid 19 pandemic, the standing down
of most audits from March — September, and redeployment of audit staff, the plan is unchanged except
for the addition of a National Covid audit (Tier 1). Therefore the Committee is asked to adopt the
attached plan as the formal clinical audit plan for 2020/21.

Cefndir / Background:

National Clinical Audit & Outcome Review Plan (NCAORP) projects are those that have been
annually prioritised by Welsh Government and mandated for Welsh Health Board participation.
These mandated audits are referred to within BCUHB as ‘Tier 1°. All applicable audits are included in
the Tier 1 element of the BCUHB Clinical Audit Plan.

‘Tier 2’ Corporate projects included within this plan, have been prioritised by Executive leads for the
services within their remit. Clear identification was requested regarding:

e BCUHB priority that the project will support.

e The responsible Corporate Group.

e An assessment of risk (based upon specified criteria).




Assurance is given to the Committee that under each project there is an accountable lead
responsible within the Corporate Group. The plan has been updated to ensure changes in leads has
been acknowledged.

More recently, the Audit Committee have requested that the audit plan reflects any claims against
the HB where appropriate. This will be clearly articulated in the next round of audit planning and
explicit in the tier 2 audit criteria.

Asesiad / Assessment & Analysis

Strategy Implications

The draft plan reflects the breadth of topics embraced by the Welsh Government’'s NCAORP Plan.
Tier 2 audits are linked to key quality and safety concerns, as well as areas for improvement within
the HB. It will provide assurance about service quality and also identify improvement opportunities
aligned with our quality strategy.

Financial Implications

The financial considerations that relate to this document are broad in terms of direct impact upon
service delivery or a number of support departments such as Clinical Audit Group, Medical Records
or Clinical Informatics. Clinical Audit enables the measurement of care delivery against evidence-
based standards; facilitating optimum use of limited resources and identification of additional
resource needs for improvement. These are identified within the individual context of each project.
Also, there is the indirect cost of support services that contribute to successful participation of the
projects identified as priorities by each team. These support functions need to be resourced if
clinicians are to be able to participate and focus upon improvement activity.

Risk Analysis

The Tier 1 element of the 2020/21 Clinical Audit Plan relates to mandatory projects as prioritised by
Welsh Government within their NCAORP. Tier 2 includes some projects which are required for
accreditation, regulation and licensing; along with management of risk, quality, safety and patient
experience. Resourcing to support activity corporately is currently under review and is recorded
within the Risk Register (reference: 2961) with a current tier 2 risk rating of 12. This has been
mitigated by reducing the scope of activity of the corporate team for example introducing a digital
solution to register tier 3 audits. There is work in progress to articulate the additional resources
required to support a fully functional audit programme.

There is a risk of a lack of assurance for services where there is patchy or non-compliance with the
plan. Where these are Tier 1 audits, it is usually due to lack of resources; mitigation might be more
localised audits and other sources of assurance. Actions to address this are predominantly with the
secondary care HMT and include ensuring audit leadership is included within robust job planning,
embedding audit reporting within the governance structures from speciality to Board; once
commenced, quarterly reporting will identify issues earlier for action. Additional resources are likely
to be required to support the audit function. Going forward the clinical strategy includes the
development of pathways that explicitly links to relevant national audits, will be developed.

Legal and Compliance

The Tier 1 element of the 2020/21 Clinical Audit Plan relates to mandatory projects as prioritised by
Welsh Government within their NCAORP. Reporting on progress will be scheduled for the Clinical
Effectiveness Group (CEG) on a quarterly basis leading to a full annual report in line with the new
Clinical Audit Policy.




Impact Assessment

An Equality Impact Assessment (EqlA) has been completed for the recently approved BCUHB
Clinical Audit Policy that relates closely to participation with the Tier 1 and Tier 2 elements of the
2020/21 Clinical Audit Plan. The premise of clinical audit is to establish the extent to which evidence-
based standards are delivered in practice in a manner that reduces variance and optimises
standardisation of excellent care and treatment for all. The policy will:

e Promote good practice as outlined above and encourages adherence to National guidance and
standards.

e Promote standardisation and equality of access to good practice.

e Encourage patient and public involvement in clinical audit activity.

Y:\Board & Committees\Governance\Forms and Templates\Board and Committee Report Template V2.0 July 2020.docx




Reference:

Title of National Audit

BCUHB Lead

East area Lead

Mr lan Wilson (Consultant Orthopaedic

Central Area Lead

Mr Madhusudhan Raghavendra &

West Area Lead

Mr Koldo Azurza (Consultant

In year Data Sub

In year Repol

NCAORP/2020/01 National Joint Registry No BCUHB lead at present Mr Balasundaram Ramesh. ) Yes Yes
Surgeon) ) Orthopaedic Surgeon)
(Consultant Orthopaedic Surgeon's)
Mr Duncan Stewart (Consultant Mr Richard Morgan (Consultant Dr Stephan Clements (Consultant
. . Dr Stephan Clements (Consultant ) ) . ) .
NCAORP/2020/02 National Emergency Laparotomy Audit Anaesthetist) Surgeon) / Dr Sianedd Elliott / Dr Kiran |Surgeon) / Dr Magdy Khater Anaesthetist) / Mr. Nik Abdullah Yes Yes
Dasari (Consultant Anaesthetists) (Consultant Anaesthetist) (Consultant Surgeon)
NCAORP/2020/03 Comparative audit of critical care unit adult patient outcomes No BCUHB lead at present Dr Andy C?mpbell (Consultant Dr RichardAPugh (Consultant Dr Alison ngham, (Consultant Yes Yes
(casemix) ICNARC Anaesthetist) Anaesthetist) Anaesthetist)
Dr Ben Sasi (Anaesthetics Associate Dr Tom O'Driscoll (Emergenc Dr Leesa Parkinson / Dr Rob Pern
NCAORP/2020/04 Trauma Audit & Research Network (TARN) No BCUHB lead at present o ( o ( gency / v Yes Yes
Specialist) Medicine Consultant) (Consultants: Emergency Department)
. No Medical Lead at present & Jamie
. . . Gareth Lloyd Hughes (Head Of Dr Anthony Dixon (Consultant Dr Aye Nyunt (Consultant | ik X
NCAORP/2020/05 National Diabetes Foot care Audit N . L ) . L O’Malley/lola Roberts (Diabetic Yes Yes
Podiatry & Orthotics - East Area) Physician) & Nicola Joyce (Podiatrist) Physician) Podiatrists)
Dr Stephen Stanaway (Consultant Dr Stephen Wong (Consultant Dr Muhammed Murtaza (Consultant
NCAORP/2020/06 Diabetes Inpatient Audit (NaDia) No BCUHB lead at present Physician) / Cheryl Griffiths (Diabetes | Physician) / Kirstin Clark (Diabetes |Physician) / Ceri Roberts (Diabetes Yes Yes
Specialist Nurse: Specialist Nurse: Specialist Nurse
Dr Stuart Lee (Consultant Physician), r Leela Ramesh {Consultant
L Dr Steven Wong (Consultant .
Lynda Vergheese (Locum Physician) , L. 5 X Physician), Dr Noreen Haque
. ’ : . R L Physician), Miss Maggie Armstrong . " No - Reports are
NCAORP/2020/07 Pregnancy in Diabetes Audit Programme No BCUHB lead at present Gill Davies (Diabetes Specialist Nurse), o (Registrar),Dr Tony Wilton (Consultant |Yes L
) (O&G Consultant), Kirstin Clark . N . biennially
Rao Bondugulapati (Consultant ) L Physician), Ceri Roberts (Diabetes
. (Diabetes Specialist Nurse) L
Physician) Specialist Nurse)
Primary Care element: Dr LiZ
Primary Care element: Dr Gareth Bowen (Area Medical Director). Primary Care element: Dr Bethan
NCAORP/2020/08 National Core Diabetes Audit: (Primary / Secondary Care & Insulin No BCUHB lead at present Bowdler (Area Medical Director) Ins%JIin Insulin Pump elément: Julie( ; Jones (Area Medical Director) Insulin Yes Yes
Pump elements) Pump Element: Dr Rao Bondugulapti Roberts (Lead Diabetes Specialist | Pump element: Dr Muhammed
(Consultant Physician) Nurse), Dr Minesh Shah (Associate | Murtaza (Consultant Physician)
i z i pecialist)
Dr Kamal Weerasinghe (Consultant
. o . Dr Michael Cronin (Consultant . ghe ( Dr Pramod Bhardwaj (Consultant | Dr Michael Cronin (Consultant
NCAORP/2020/09 National Paediatric Diabetes Audit (NPDA) o Paediatrician), o o Yes Yes
Paediatrician) Paediatrician) Paediatrician)
National Asthma & COPD Audit Programme (NACAP): Children and L Dr Lee Wisby (Consultant Dr Mair Parry (Consultant
NCAORP/2020/10 No BCUHB lead at present Dr Liz Richards (Locum Consultant) L L Yes Yes
Young People Asthma Paediatrician) Paediatrician)
Erin Humphreys (Interim Deputy Head | Dr Daniel Menzies (Consultant
NCAORP/2020/11 | NACAP: Adult Asthma No BCUHB lead at present AR | bray an ( Dr Claire Kilduff (Consultant Physician) | Yes Yes
of Nursing) Physician)
Erin Humphreys (Interim Deputy Head | Dr Sarah Davies (Consultant
NCAORP/2020/12 NACAP: COPD No BCUHB lead at present . phreys ( puty o ( Dr Claire Kilduff (Consultant Physician) |Yes Yes
of Nursing) Physician)
Michelle Owen (Clinical Specialist
. Dr Daniel Menzies (Consultant X ) ( p Ann Ellis (Respiratory Occupational | Ffion Edwards (Occupational Therapist)
NCAORP/2020/13 NACAP - Pulmonary Rehabilitation workstream . Physiotherapist / Pulmonary Rehab ) N ) Yes Yes
Physician) § Therapist) & Caerwyn Roberts (Physiotherapist)
Coordinator)
. Dr Stuart Robertson (Consultant Dr Mick Kumwenda (Consultant o .
NCAORP/2020/14 Renal Registry No BCUHB lead at present . o Dr Mahdi Jibani (Consultant Physician) |Yes Yes
Physician) Physician)
) » ) ) ) Dr Yasmeen Ahmed (Consultant
NCAORP/2020/15 National Early Inflammatory Arthritis Audit (NEIAA) No BCUHB lead at present No lead at present Dr Alessandro Ciapetti (Consultant) Physician) Yes Yes
Paediatrics:
Dafydd Hughes-Griffiths (Head of
Paediatric Audiology) Adult Rehabilitation:
Adult Rehabilitation: Heidi Turner, Head of Adult
NCAORP/2020/16 All Wales Audiology Audit Adult Rehabilitation: Suzanne Tyson, Head of Adult Rehabilitation and Balance (West) Yes Yes
Jane Wild, Head of Adult Audiology Rehabilitation & Balance (Central)
(BCU) Susannah Goggins, Head of o
Adult Rehabilitation and Balance, Adult Rehabilitation:
Audiology, BCU Anna Powell, Head of Adult
Rehabilitation & Balance (East)
) Dr Walee Sayed (Consultant . Dr Krishnamurthy Ganeshram Dr Salah Elghenzai (Consultant
NCAORP/2020/17 Stroke Audit (SSNAP) . Dr Walee Sayed (Consultant Physician) - . Yes Yes
Physician) (Consultant Physician) Physician)
Falls & Fragility Fractures Audit Programme: National Hip Fracture Mr lan Starkes (Consultant Orthopaedic| Mr Amir Hanna (Consultant Mr Ashok Goel (Consultant
NCAORP/2020/18 e H P No BCUHB lead at present ( & Pl ool Yes Yes
database Surgeon) Orthopaedic Surgeon) Orthopaedic Surgeon)
Dr Geralt Owen (Consultant Eleri Evans (Interim Head Of Nursin,
NCAORP/2020/19 Falls & Fragility Fractures Audit Programme: In-patient Falls Audit No BCUHB lead at present No lead at present . ( . ( g Yes Yes
Physician) For Medicine - YG)
- . . . . X Dr Swapna Alexander (Consultant
NCAORP2020/20 Falls & Fragility Fractures Audit Programme: Fracture Liaison Service |No BCUHB lead at present No FLS Service No FLS Service L Yes Yes
Physician: Care of the Elderly)
Dr Indrajit Chatterjee (Consultant Dr Indrajit Chatterjee (Consultant
NCAORP/2020/21 National Dementia Audit L ) . Tee Dr Sam Abraham (Consultant Physician) L ) Tee Dr Conor Martin (Consultant) Yes Yes
Physician) Interim Physician)
Mr Walid Samra (Consultant Mr Tim Gate (Consultant Breast Miss Mandana Pennick, Mr llyas Khattak (Consultant Breast
NCAORP/2020/22 National Audit of Breast Cancer in Older Patients (NABCOP) ( ( ¥ ( Yes Yes
Surgeon) Surgeon) (Consultant Breast Surgeon) Surgeon)
Dr Helen Mitchell (Consultant Mrs Geeta Kumar (Deputy Hospital Dr Tania Bugelli (Deputy Hospital | Dr Karen Mottart (Hospital Medical No - Suspended until Apr 2021 due to
NCAORP/2020/23 National Audit of Care at the End of Life (NACEL) e o ( ) ) (Deputy P ) ) el (i P . (oS P ) P Yes
Palliative Medicine) Medical Director - Q&S) Medical Director - Q&S) Director - West) COVID 19 pandemic
Dr Mohammad Aldwaik
Dr Richard Cowell (Consultant Fiona Willcocks (Heart Failure Specialist| (Consultant Cardiologist) / And B (s e (e
NCAORP/2020/24 National Heart Failure Audit P 8 v Cardiologist) / Nia Coster (Heart Failure|Yes Yes

Cardiologist)

Nurse)

Bennett (Heart Failure Specialist

Nurse)

Nurse)




Dr Richard Cowell (Consultant

Dr Rajesh Thaman (Consultant

Dr Mohammad Aldwaik

Dr Mark Payne (Consultant

NCAORP/2020/25 Cardiac Rhythm Management Yes Yes
/ / b & Cardiologist) Cardiologist) (Consultant Cardiologist) Cardiologist)
B R R ) Dr Paul Das (Consultant Dr Paul Das (Consultant
NCAORP/2020/26 PCI Audit (previously Coronary Angioplasty Audit) X ) X N/A X ) X N/A Yes Yes
Interventional Cardiologist) Interventional Cardiologist)
Dr Richard Cowell (Consultant 27 GEERE] @orll (Eemmila Dr Eduardas Subkovas (Consultant
NCAORP/2020/27 MINAP X ) Cardiologist)/ Lucy Trent (Nurse X ) i Dr Mark Payne Yes Yes
Cardiologist) " Interventional Cardiologist)
Practitioner)
Mr Soroush Sohrabi (Clinical
. . . Director — North Wales Vascular o
National Vascular Registry Audit o . Mr Soroush Sohrabi (Clinical o .
NCAORP/2020/28 ) . . Network) & Mr Soroush Sohrabi (Clinical Director) . Mr Soroush Sohrabi (Clinical Director) |Yes Yes
(inc. Carotid Endarterectomy Audit) . Director)
Joanne Garzoni (North Wales
Vascular Network Manager)
. . . " . T . . Dale Macey (Cardiology Rehab Lead
Catrin Warren (Cardiac Jacqueline Cliff (Cardiac Rehabilitation | Catrin Warren (Cardiac
NCAORP/2020/29 Cardiac Rehabilitation L ( X X q ( L ( X X Specialist Nurse) / lorwerth Jones Yes Yes
Rehabilitation Physiotherapist) Nurse Lead) Rehabilitation Physiotherapist) . ) . .
(Exercise Physiologist- Cardiac Rehab)
Dr Ali Thahseen (Consultant Dr Sakkarai Ambalavanan Dr Ali Thahseen (Consultant
NCAORP/2020/30 National Lung Cancer Audit ) (_ ) No lead at present . ) (, ) Yes Yes
Respiratory Physician) (Consultant Physician) Respiratory Physician)
i ) Mr Kyriacos Alexandrou (Consultant i . | Mr. Kingsley Ekwueme (Consultant [ Mr Kyriacos Alexandrou (Consultant
NCAORP/2020/31 National Prostate Cancer Audit ) Mr. Igbal Shergill (Consultant Urologist) ) ) Yes Yes
Urologist) Urologist) Urologist)
Bowel:
izt Mr Micheal Thornton (Consultant sk
Dr Claire Fuller (Consultant —— Mr Andrew Maw (Consultant Bowel:
Oncologist) 3 Surgeon) Dr Claire Fuller, (Consultant Oncologist)
& Mr Anil Lala (Consultant Surgeon)
NCAORP/2020/32 National Gastrointestinal Cancer Audit Programme Yes Yes
R Oesophago-gastric:
. Oesophago-gastric: .
Oesophago-gastric —_— Oesophago-gastric: Dr Jonathan Sutton (Consultant
Mr Andrew Baker (Consultant 0 .
Mr Andrew Baker (Consultant - - Mr Richard Morgan (Consultant Gastroenterologist)
Suza) Surgeon) / Dr Thiriloganathan Suasl
E Mathialahan (Consultant B
Dr Geedi Farah (Consultant
Paediatrician), Dr Mohammed
X § Mandy Cooke (Neonatal Services Dr Brendan Harrington (Consultant ) Dr Shakir Saeed (Consultant
NCAORP/2020/33 National Neonatal Audit Programme (NNAP) o Sakheer Kunnath (Consultant o Yes Yes
Manager) Paediatrician) o Paediatrician)
Paediatrician)
Fiona Giraud (Director of Midwifery | Maureen Wolfe (Womens Lead, Clinical| Dr Niladri Sengupta (O&G Fiona Giraud (Director of Midwifer
NCAORP/2020/34 | National Maternity & Perinatal Audit (Bl VM ( gupta ( (i Y ves Yes
and Women's Services) Risk & Governance) Consultant) and Women's Services)
Dr Kathryn Foster (Consultant Dr Praveen Jauhari (Consultant Dr Mohammed Sakheer Kunnath | Dr Kathryn Foster (Consultant
NCAORP/2020/35 | Epilepsy 12 - Clinical i ( aveen ( aknee Wil ( Yes Yes
Paediatrician) Paediatrician) (Consultant Paediatrician) Paediatrician)
. . . . Dr Mike Jackson (Consultant . ) Dr Mike Jackson (Consultant
NCAORP/2020/36 National Clinical Audit of Psychosis . No EIP service No EIP service ) Yes Yes
Psychologist) Psychologist)
: : B . " Dr Daniel Menzies (Consultant ) ) .
NCAORP/2020/42 National Covid-19 Audit No BCUHB lead at present Dr Liz Brohan (Consultant Physician) Physician) Dr Claire Kilduff (Consultant Physician) |Yes No
NCAORP projects not applicable to BCUHB: (due to commissioned services elsewhere):
NCAORP/2020/37 National Adult Cardiac Surgery Audit
NCAORP/2020/38 National Congenital Heart Disease Audit
NCAORP/2020/39 Paediatric Intensive Care Audit (PICaNet)




$|2| 5|28 2
5 = |35 ‘a0 Which BCUHB pri does thi Pi d Start Pi d I Dat: Risk A: t
Project Ref Number Project Title ® % = 3 E E e priority does this (R Vropose Objectives Responsible Corporate Group TR 2B In-year Report sk Assessment
2 5 e |58 El S support? Date Finishing Date Collection (see key below)
S| e| g(*8 &
= T -
ing - Data i f li
Acute/20/01 Ward Manager Weekly Audit v | v | v |Highly reliable clinical care 1st July 2020 Ongoing -noend | Data is owned by wards for own quality Secondary Care Quality Group Yes Yes Critical
date improvements
The importance of completing the ED safety
Acute/20/02 Shine Tool (Emergency Department Safety Checklist) Y Y Y |Reduce patient harms ‘Wxm Jun-20 Wxm Jul-20 checklist to be discussed during documentation Secondary Care Quality Group Yes Yes Critical
study day.
Completion of outlier matrix to assess suitability of
Acute/20/03 Patient assessment for suitability to outlie Y Y |Reduce patient harms Wxm Jul-20 Wxm sep-20 patients who have been outlied for non-clinical Secondary Care Quality Group Yes Yes High
reasons
Highly reliable clinical . Red A fi ial
Acute/20/04 Oxygen Competencies Y Y Y \g. v reliable clinical care. Reduce Cross inanciaivr f vrar-21 Ensure Compliance Medical Gases Committee Yes Yes High
patient harms 20/21
Highly reliable clinical . Red A fi ial Professional Advit G PAG]
Acute/20/05 IV Morphine (compliance against guidelines and record keeping) Y Y Y p‘agtiextr:alim:umca care. Reduce 2;7;515 anCiaYT Mar-21 Ensure Compliance S:f]eel\sllselz?caatio:::er:rin:)g:zjup )/ Yes Yes High
. " Educati kage b developed for BCU with
Acute/20/06 Enhanced care observation audit Y Y v | Highly reliable clinical care WxmSep20 | Wxm Sep-20 ucation package heing deve oped for BEUWIN | secondary Care Quality Group | Yes Yes Medium
particular focus on delirium 10 measure
Highly reliable clinical . R ing - Data i fi li
CORP/04/20 Ward Accreditation Monthly Metrics Y Y ighly reliable clinical care. Reduce [, .o Ongoing-noend | Data is owned by wards for own quality Senior Nursing Team Yes Yes Critical
patient harms date improvements
Quality and Safety. Reduction in Across financial yr | Ongoing - no end tocal IPG.
1P&C/20/01 Hand Hygiene audits vy |y | v |y y v: Reductior yr{©neoing Reduction in healthcare associated infections Infection Prevention Strategic Yes Yes High
healthcare associated infections 20/21 date
Group (IPSG)
lity & Safety. Reduction i A fi ial yr | Ongoing - d E tions to Strategi
IP&C/20/02 Decontamination Audits Y Y Y Y Y Quality & Safe yA e u‘c on }n cross financialyr | Ongoing =10 End. | goguction in healthcare associated infections xcep ‘OHSA ° . rategic es Yes Critical
healthcare associated infections 20/21 date Decontamination Group then IPSG
Red tient h 3 lity and A fi ial yr | Ongoing - d
MH&LD CEG/2020/01 | Side effects of patients on long acting antipsychotic medication Y Y S:fel:;e patient harms. Quality an; 2;;2515 fnanciatyr dantgeolng noen Reduce patient harm MH&LD Clinical Effectiveness Group| Yes Yes High
MH&LD CEG/2020/02 | Physical health monitoring v |y |v ';:fde‘;e patient harms. Qualityand | 15 TBC Reduce patient harm MH&LD Clinical Effectiveness Group| Yes Yes High
. . X Highly reliable clinical care. Reduce . - . .
MH&LD CEG/2020/03 | Introduction of scale to monitor depression Y N N TBC TBC Reduce patient harm MH&LD Clinical Effectiveness Group| Yes Yes High
patient harms. Quality and Safety.
MH&LD CEG/2020/04 | PPE within MH&LD Y v Reduce patients harm. Quality and | Across financial yr | Ongoing-noend ¢y, o oatient harm MH&LD Clinical Effectiveness Group| Yes Yes High
Safety 20/21 date
. Highly reliable clinical care. Reduce Across financial yr | Ongoing - no end . " .
1/2 h: |
CORP/01/20 Record Keeping Y Y Y patient harms 20021 date Reduce patient harm Secondary Care Quality Group Yes Yes Critical
Corp/OMD/Consent/20 | Informed Consent within Secondary Care — A Retrospective Re-audit of Consent M M M M Highly reliable clinical care. Reduce Across financial yr | Ongoing - no end | Ensure that consent to treatment processes are Consent and Capacity Strategic Yes Yes Critical
/01 forms. patient harms 20/21 date compliant with Welsh Language Legislation Working Group
BCUHB Resuscitation Committee,
Highly reliable clinical care. Reduce . . & Rapid Response to Acute lliness
atient harms. Quality and Safet Ongoing - noend | Establishment of uniform process for emergency f - e o apalls), sepsis and
RES/20/01 2222 Audit yly |y ]| v]vy][P - Y Y Dec-20 going call responses across all sites of BCUHB in line with s  Sep: Yes Yes High

date

existing BCUHB Resuscitation Policy

Acute Kidney Injury (AKI) Steering
Board




Individual audits on a rolling schedule to monitor

Pathology Management and Stem

HTA/HA/2020 Auditing compliance with the Human Tissue Act - Human application Highly reliable clinical care. Apr-20 Apr-21 ) 3 > Yes Yes Critical
continual compliance Cell Service
Individual audits on a rolling schedule to monitor | NO"th Wales Managed Clinical
HTA/PM/2020 Auditing compliance with the Human Tissue Act - Post Mortem Sector Highly reliable clinical care. Apr-20 Apr-21 continual compliance € Services (NWMCS) Quality Yes Yes Critical
P Committee
Highly reliable clinical care. Reduce Individual audits on a rolling schedule to monitor
BSQR/2020 Auditing compliance with the Blood Safety and Quality Regulations ‘g, ¥ reli clinicatc ue Apr-20 Apr-21 W_I uat auct ) ing schedu ' NWMCS Quality Committee Yes Yes Critical
patient harms continual compliance
Annual audit calendar (minimum 12 audits per site/service) Auditing . . . o " : "
Highly reliable cl | . Red Individual audit: Il hedule t it
1S015189/2020 compliance with ISO 15189. Blood Science service on 3 sites, and Cellular ‘g, Y reliable clinical care. Reduce Apr-20 Apr-21 n W_I ualaudi svon arofling schedule to monitor NWMCS Quality Committee Yes Yes Critical
N . patient harms continual compliance
Pathology service on one site.
Accreditation and on-going compliance with 1509001:2015 Quality " : " . . . Consistently provide products and services that
L . Highly reliable clinical care. Reduce Across financial yr | Ongoing - no end . . " , :
MedPhys/2020 Management System. External accreditation on 36 month cycle, each section 5 meet our service users and applicable statutory and | NWMCS Quality Committee Yes Yes Medium
° ) N patient harms 20/21 date
has tailored internal audit schedule. regulatory requirements
BCU lonising Radiation Protection Regulati li dits (Minii 2 T li in the field hospitals and
onising Raclation frotec Io,n egutations comp |ance‘au s l_ inimum 2 a Highly reliable clinical care. Reduce Across financial yr G,Evsure mmp lance in the fiel G_Spl ais an Overarching Radiation Protection .
IRR/2020 year performed by Head of Quality & Governace and Medical physics expert at 3 Mar-21 within the radiology departments with current ) Yes Yes Critical
y : - patient harms 20/21 L N Committee
any site or department in BCUHB where imaging takes place) radiation regulations.
Radiology lonising Radiation (Medical Exposure) Regulations {IR(ME)R} " . . . . To ensure compliance in the field hospitals and
Highly reliable clinical care. Reduce Across financial yr
IRMER/P1/2020 compliance Audit - Patient Identification completed annually for each a%ie:t harms 20/21 ¥ Mar-21 within the radiology departments with current NWMCS Quality Committee Yes Yes Critical
Radiology service P radiation regulations.
Radiology lonising Radiation (Medical Exposure) Regulations {IR(ME)R} " . . y . To ensure compliance in the field hospitals and
Highly reliable clinical care. Reduce Across financial yr
IRMER/RPD/2020 compliance Audit - Recording of Patient Dose completed annually for each aiiezt harms 20/21 ! ¥ Mar-21 within the radiology departments with current NWMCS Quality Committee Yes Yes Critical
Radiology service P radiation regulations.
Radiology lonising Radiation (Medical Exposure) Regulations {IR(ME)R} I . - - To ensure compliance in the field hospitals and
Highly reliable clinical care. Reduce Across financial yr
IRMER/PS/2020 compliance Audit - Pregnancy Status completed annually for each Radiology ﬁiext h;rms i u 20021 ! aly Mar-21 within the radiology departments with current NWMCS Quality Committee Yes Yes Critical
service P radiation regulations.
Radiology lonising Radiation (Medical Exposure) Regulations {IR(ME)R} I ) . - To ensure compliance in the field hospitals and
Highly reliable clinical care. Reduce Across financial yr
IRMER/RP/2020 compliance Audit - Recording of Practitioner completed annually for each ﬁiext h;rms i u 20021 ! aly Mar-21 within the radiology departments with current NWMCS Quality Committee Yes Yes Critical
Radiology service P radiation regulations.
Al | audit calend inil 6 audit: ite) Auditi li ith
Io’:\ri]:i: al:a(;Iact?oenn(I\jlre:iriT:ll'Er;m:suraeLjI Rles zleartisénes) It:nilsil:g ;:gi‘:tilz:ce " Highly reliable clinical care. Reduce Across financial yr To ensure compliance in the field hospitals and
Qsl1/2020 gA N P - g - 8 . g» v : ¥ Mar-21 within the radiology departments with current NWMCS Quality Committee Yes Yes Critical
Regulations, requirements for clinical audit and audits of the service as part of patient harms 20/21 - .
- . N X o radiation regulations.
the requirements for Quality Standards in Imaging Accreditation
. May 2020 (by
. " " " N Safe, Clean, Care. Keeping People Safe . - . : . "
P&MM/20/01 Antimicrobial Point Prevalence Audit (Inpatients) ! ping Feop Nov-20 Nov-20 Keeping people safe Antimicrobial Steering Group Nov-19 Public Health High
from Avoidable Harm
Wales)
April 2020 Awaiting report
Antibiotic Review Kit (ARK)/Start Smart then F dit via Public Health Safe, Cl Care. Keeping People Safe heduling fr
P&MM/20/02 ‘A;'al'e:’m'zl eview Kit (ARK)/start Smart then Focus audit via Public Hea ﬂlz A:;:'ab:za::p'"g €OPeSaTe | pbr-21 Mar-22 Training development package for Junior Doctors | Antimicrobial Steering Group provided PHW :’;\; (”N'I'a's 2'(';2'"1 High
tool available
suggested)
Keeping People Safe from Avoidable  [Across financial yr Ongoin, Ongoing monthl
P&MM/20/03 All Wales Inpatient Medication Safety Audit Harrr; 8 P ! 20/21 ! ¥ Mar-21 Ensuring safety and following compliance Safer Medicines Steering Group moe;\thls audit audgit 8 v High
Keeping People Safe from Avoidable  [Across financial yr
P&MM/20/04 Safe and Secure Handling of Medicines in Clinical Areas Harrz 8 Peop 20/21 V| mar-21 Ensuring safety and following compliance Safer Medicines Steering Group Ongoing Yes High
P&MM/20/05 C(.Jn.trol\ed Drugs: storage, handling and record keeping in pharmacies and Keeping People Safe from Avoidable Across financial yr Rolling 6 months To audit comp‘l‘\ance in relatior.\ to: Controlled Drugs Local Intelligence | Ongoing | quarterly Critical
clinical areas Harm 20/21 Storage/Security/Record Keeping Network quarterly audit
Keeping People Safe from Avoidabl Across financial
P&MM/20/06 Compliance with the BCUHB Unlicensed Medicines Policy (MM42) H:fr‘:"g eople Safe from Avoidable ZS;ZS: nanciaYT pMar-21 Ensure Compliance Drug & Therapeutics Group Yes Yes High
Assessment of BCUHB Homecare Service compliance with the Royal Highly reliable clinical care. Care closer Ensuring compliance with RPSP Standards for Pharmacy and Medicines
P&MM/20/07 ¢ i r P ¥: By g Apr-21 T8C 8 comp Management: Secondary Care Mar-20 Yes Medium
Pharmaceutical Society Professional Standards for Homecare to home. homecare Group
Keeping People Safe fi Avoidabl
P&MM/20/08 Audit of Prescribing Standards within Cancer Services H:::ng eople >ate from Avoidable TBC TBC Awaiting update Pharmacy Cancer Services group Yes Yes High
To review study procedures and research
d tation to dets i hether thy d
Research 20/01 Audit and monitoring of hosted studies (for high a nd medium risk categorised Highly reliable clinical care. Reduce Across financial yr Mar-21 53;”\/":2;;:: G‘:)o: glri:\"ilc: ;acetic:,r BCeU:l‘;p;g‘;’es Research senior management team Yes Yes Low

studies) following Assess, Arrange, Confirm process

patient harm

20/21

and Sponsor specific SOPS have been followed as
appropriate for the study type.

group




To review study procedures and research
Highly reliable clinical care. Reduce Across financial yr documentation to determine whether the approved Research senior management team
Research 20/02 Audit and monitoring of sponsored studies v Y Eny : ¥ Mar-21 study protocol, Good Clinical Practice, BCUHB SOPs € Yes Yes Low
patient harms 20/21 o group
and Sponsor specific SOPS have been followed as
appropriate for the study type.
Across financial yr Review and compare practice against the standards | o .k canior management team
Research 20/03 Research policies and Standard Operating Procedures (SOPS) Y Y Reduce patient harms 20021 Y Mar-21 and procedures as detailed in the Betsi suite of rou 8 Yes Yes Low
research SOPs and any applicable research policies. group
Across financial yr
Q&S520/01 Compliance with relevant LocSSIPs in each specialty Y Y Y Y |Avoid never events 20/21 ! aly Mar-21 Ensure Compliance Q&S site leads Yes Yes High
Compliance with NICE Quality standards/Clinical pathways linked to NICE Across financial yr
NICE20/21 guid:nlcec wi Quality /Clinical pathways Ii Y Y Y Y |Safe Value-based health care 2;/21 inancialy Mar-21 Ensure Compliance BCUHB NICE Assurance Group Yes Yes High

Risk classification criteria:

Control weakness could have a significant impact on the system, function or
Critical process and achievement of organisational objectives in relation to compliance
with laws and regulations or the efficient and effective use of resources.

Control weakness could have a significant impact on the system, function or
High process but does not have an impact on the achievement of organisational
objectives (as above)

Control weakness has a low impact on the achievement of the key system,

Medium . q a 2
function or process or a low degree of risk associated with exposure.

Control weakness has no impact on the achievement of the key system,
Low function or process objectives; however, improved compliance would improve
overall control.
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Atodiadau 1. Mortality Review Q2 presentation slides

Appendices:

Argymhelliad / Recommendation:

The Committee is asked to discuss the newly developed quarterly mortality report to determine if this
provides an acceptable level of assurance around learning from deaths within BCUHB acute &
community inpatient services and the Mental Health & Learning Disabilities (MH/LD) Division,
recognising that a process for learning from deaths in primary care requires development.

Please tick as appropriate

Ar gyfer Ar gyfer Ar gyfer Er
penderfyniad Trafodaeth | x | sicrwydd gwybodaeth
Icymeradwyaeth For For For

For Decision/Approval Discussion Assurance Information

Sefyllfa / Situation:

This newly developed report aims to provide assurance that the review process for learning from
deaths is in place across BCUHB services. It will ensure the Board is aware of any concerns
reported either through internal surveillance systems or external sources such as national clinical
audit, and the action taken to resolve them. The report also highlights good practice identified
through this process.

Cefndir / Background:

The Committee has not been assured by previous reports relating to the deaths review process, in
particular ensuring that any lessons learnt are identified and shared across the Health Board.

At the last Committee meeting, an overview of the process used was presented that has three
distinct phases — reporting — reviewing — learning. This report aims to provide assurance against
that framework in relation to inpatient care and MH/LD services.

At the current time there is no formal process within primary care; there is a meeting with the Area
Medical Directors to consider how we take this forward (November 2020). There are ongoing
discussions at the National Mortality Review Group to develop and test a primary care tool.

The Medical Examiner service is now active in Ysbyty Glan Clywd and plans to be in all sites by
December 2020; part of this independent role is to consider whether there is learning from a death
and to highlight this to the service for further review and follow up. Going forward we will report on




the activity of the Medical Examiner to ensure all insights into care are captured and emergent
themes are acted upon.

Asesiad /| Assessment & Analysis

REPORTING:

Surveillance: The Crude death rate for inpatients is on a par with our Welsh peer. It did rise
temporarily in the period April to June in line with other Health Boards, this related to Covid-19
related deaths with non-covid deaths at the expected level. There are no particular areas of
concern related to non-covid conditions. There were no concerns raised externally in Q1 or Q2.

REVIEWING:

All inpatient sites have been reminded of the need to ensure stage 1 screening is completed; the
target of 95% has been exceeded. The number of referrals for stage 2 has been 16% with some
site variation. Anecdotal discussion with the Lead Medical Examiner is an expectation that around
15% are expected to be suggested for further review. There has been some action on Wrexham
Maelor Hospital (WMH) and Ysbyty Glan Clwyd (YGC) to address the backlog of Stage 2 reviews.
However, within Ysbyty Gwynedd (YG), there is a discrepancy between the reported activity
through Morbidity & Mortality meetings and that reported centrally; they are keen to use the Datix
module to address this. Training sessions have been arranged. MH/LD has a higher conversion
rate to stage 2 due to the reporting requirements by Welsh Government. They aim to review all
deaths. Women and Children’s services deaths are subject to additional scrutiny. They have
completed all reviews to the end of Q2. In discussion at RAMSG agreement was made to review
the stage 2 backlog and remove any review that has been/is in the complaints and litigation process
as these have been extensively reviewed. This work is delayed due to lack of resources within the
Office of the Medical Director (OMD). There is currently a mix of community and acute stage 2
reviews in YGC and YG. No avoidable deaths have been reported. There are positive findings
identified — these predominantly relate to good end of life care across all reporting services

LEARNING:

There are a small number of learning points raised. Across all sites the paperwork for Do Not
Resuscitate agreements have been documented as incomplete. There is a discussion in process
with the Associate Medical Director for Clinical Law and Ethics about auditing this as part of policy
review. Women'’s services are re- developing guidance and patient education for reduced foetal
movements. The condition of the case notes for inpatient care is a concern; this has been raised by
the Medical Examiner’s Office as well and a business case/ paper is being developed that should
address this whilst options for scanned casenotes is examined.

Strategy Implications

Reducing avoidable mortality is a key outcome within the Quality Improvement Strategy. Having a
robust review process will also identify learning from sub-standard care that may not have played a
part in the death; acting on these insights will support delivering high quality evidence based care
going forward.




Options considered

The Committee is asked to review the attached report to determine if this will provide the infg’rmation
required going forward and to identify any further amendments required.

Financial Implications

Learning from deaths could potentially reduce claims and litigation going forward. As we introduce
more robust processes and mortality reviews within primary care, there may be costs associated
with GPs time (as independent contractors); if required a business case will be developed.

Risk Analysis
Legal and Compliance

Improving the robustness of the review process will support compliance with the Medical Examiners
system. The Medical Examiners Service will remove the requirement for stage 1 and identify those
deaths, not requiring Coronal review where there is the potential to learn.

Specialities will report learning through their divisional structures using a similar format to the
quarterly report. This information will be collated for RAMSG and presented to the Clinical
Effectiveness Group for agreement on the actions required.

Impact Assessment

All deaths within an inpatient setting are currently screened and a decision to refer for further review
is based on care given during the stay or concerns expressed by the relatives/friends of the
deceased. The ability to extract learning from those reviews and change practice accordingly will
benefit other patients requiring similar care. All deaths across North Wales will be subject to an
independent review by the Medical Examiner and so be treated equitably (anticipated to start April
2021)

Y:\Board & Committees\Governance\Forms and Templates\Board and Committee Report Template V2.0 July 2020.docx
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Surveillance - INPATIENTS

BCU:

* has a Crude Death Rate (CDR=2.25), similar to the Welsh peer (2.3) but
higher than the CHKS Top Hospitals 2019 (These are predominantly English
Trusts and do not include community beds therefore less inpatient deaths)

* has seen no significant change in the last 2 years until Covid pandemic

* hasthe second lowest risk adjusted mortality (Aug19-July20) in Wales

(RAMI 2018) (blue column on chart below)

East area has a higher in patient mortality than BCUHB as a whole; this is a CDR
and takes no account of differing casemix such as the older population in the
East.

RAMI (Risk adjusted mortality index) 2018
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Crude Death Rate per 100.000

BCUHB Crude Death Rate compared to Welsh and Top
Hospital 2010 Peers

BCUHB Crude Death Rate by Area




MEDICAL EXAMINERS

S i | Nes

Referral to the Coroner

Referral for further review by

e  Ouome | Nos
* Acute

 Mental Health Referred to PTR (immediate)

* Area East Referral to stage 2

© Area Centre Decision pending

* Area West

Reason for review (need list):
e Concern about medical care
e Concern about nursing care

« Concern raised by the family Commenced pilot in YGC in Aug 2020 -

: . nothing to report in quarter
Reported in advance to incidents/

concerns& complaints team




OUTLIER REPORTS From EXTERNAL SOURCES

Report — Source/Content Investigation agreed
2020

Jan-Mar None None required
Apr—Jun None None required
Jul - Sep

Oct — Dec




Mortality Reviews — INPATIENT DEATHS — ACUTE SITES

QUARTER

2020

Jan-Mar
BCU
WMH
YGC

YG

Apr—Jun
BCU
WMH
YGC

YG

Jul - Sep
BCU
WMH
YGC

YG

Oct - Dec
BCU
WMH
YGC

YG

Adult
Inpatient
Deaths

767

241
293
233

763
271

333
159

UMR1/ ME

screen

completed

777

250
292
235

728 (95%)
240 (89%)

333 (100%)
155 (97%)

UMR2

Referred
124 (16%)
42 (17%)
49 (17%)
33 (14%)
115 (16%)
45 (19%)

35 (11%)
35 (23%)

Completed

39 (31%)

27 (64%)
11 (22%)
1 (3%)

36 (31%)
24 (53%)

12 (34%)
0 (0%)

PTR
Escalation

onN

Avoidable Mortality:

WMH — Information not provided
YGC — Information not provided

Positive findings?

WMH — Effective communication with
patients and family. Evidence of good
documentation. Good EOL care
provision

YGC — Good documentation in case
notes of discussions held with relatives

both before and after patient passed
away.

YG - History of multiple co-morbidities
& falls with fracture — not for surgical
intervention. RIP following collapse.
Appropriate DNACPR in place.

X
m
=
m
=
=z
()]




Mortality Reviews — INPATIENT DEATHS — COMMUNITY SITES

QUARTER | Adult UMR1/ ME | UMR2 PTR
2020 Inpatient | review Escalation
Deaths completed | Referred | Completed Avoidable Mortality:
Jan-Mar East - nil noted. All patient reviewed
BCU died as a result of end stage disease
EAST 23 723 Nil Not required usually associated with advanced age
CENTRE* i i.e. Parkinson's disease, dementia,
WEST* advanced cancer, frailty, sepsis & heart
failure
Apr—Jun -
BCU g
EAST 35 35 Nil Not required —
CENTRE* S
WEST* Positive findings? =
East - Appropriate admission where 9
Jul —Sep palliative management was difficult
BCU i.e. pain, nausea, agitation and
EAST secretion.
CENTRE* Appropriate use of Last Days of Life
WEST* document, DNAR present
Oct — Dec
BCU
EAST
CENTRE*
WEST*

* Centre and West Community beds in centre from COTE are in the hospital acute sites process for reporting currently in progress.



Mortality Reviews — Primary care Area:

QUARTER | Deaths Nos reviewed | Nos PTR review
identified

Jan-Mar

Apr—Jun No process in place
— to be developed

Jul - Sep

Oct - Dec

Avoidable Mortality:

Positive findings?

ONIM3IINTY



Mortality Reviews — MH/LD SERVICES — predominantly community

QUARTER Deaths ( in patients or Nos reviewed Nos PTR Physical
2020 in service — Receipt of review Health care
MHLD services within issues
Last 12 months for identified Avoidable Mortality: O
MHLD)
Jan-Mar 62 35 MRG stage1 27 (77%) 0
&2 (56%)
Apr-Jun 91 66 MRG stage 25 (38%) 0 ﬁ
1& 2 (73%) m
=
Jul — Sept =
()
Oct — Dec

NB: MRG is Mortality Review Group

Positive findings?

Appropriate admission where palliative management was difficult i.e. pain, nausea, agitation and
secretion. Appropriate use of Last Days of Life document, DNAR present




Mortality Reviews — WOMEN’S SERVICES

QUARTER Deaths Nos reviewed Nos PTR review Nos : :
2020 identified Completed Avoidable Mortality: 0
PTR reviews
Jan-Mar 5 4 reviewed internally. 4 4
BCU
EAST ¢ 1 maternal death in the Maternal death
f‘;:}:;l:\:m following TOP reviewed by Cheshire
* 1 Stillbirth BPAS and report
CENTRE 1 unexpected Gynae shared with BCU
death
e 1 Stillbirth X
=
WEST <
=
Apr—Jun 12 12 rapid reviews 12 12 §
BCU Positive findings? =z
EAST * 6 Stillbirths )
1 early NND Plans of care well
CENTRE « 2 Stillbirths
WEST e 2 Stillbirths docu mentEd

1 maternal death in
the community

Jul - Sep

BCU
EAST
CENTRE

WEST




Mortality Reviews — CHILDRENS SERVICES
QUARTER | Deaths

Total reviews

2020 identified reviewed | Completed
Jan-Mar 18 18 18
BCU

EAST 10 10 10
CENTRE 6 6 6
WEST 2 2 2
Apr—Jun 7 7 7
BCU

EAST 4 4 4
CENTRE 3 3 3
WEST 0 0 0
Jul - Sep

BCU

EAST

CENTRE

WEST

Oct — Dec

BCU

EAST

CENTRE

WEST

Avoidable Mortality: O

Children's services have a robust governance
structure for death reviews within the
statutory framework. There has been no
evidence of avoidable mortality from ‘clinical
practice’ - complications of medical or
surgical care for the time period.

All child deaths are reviewed through various processes in addition to
WG 72hr review and SIR process:

Unexpected Deaths — PRUDIC

BCU Child Death Overview Panels (by area) under BCUHB
Safeguarding Childrens Board

Neonatal Death Review Panel

Perinatal Mortality Panel Meeting

Welsh Paediatric Surveillance Unit (WG)
Child Death Review Programme (PHW)

Other external and medical causes of death in this period have been
reviewed by BCU and multi agency panels to identify common
learning, patterns and causes of child death, including any trends, and
to recommend actions to reduce the risk of avoidable factors
contributing to child deaths in North Wales.

X
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=
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Learning & Actions from Outlier Reports

—
No reports received — Quarters 1&2 %
=
2
)




INPATIENT DEATHS — ACUTE SITE — Speciality Learning and Actions

Wrexham Maelor

1) Improve coding and provide death certificate to consultant for stage 2 review
2) Casenotes need to be re-binded

3)  More attention could be paid while completing DNAR

4) Possibly acquired Covid during hospital admission, should be communicated to family
Improve inpatient care practices on surgical wards

CI

completed, nor actioned meeting 6/8/20 matrons of the importance of  score in mortality reports (tbd) at Nov —
appropriately these scores QSE ;
2 Doctors need to be more specific opportunity to involve TB to link in with coding and Coding no longer reported an issue tbd X
with conditions/diagnosis for coding to train/update post grad to arrange training in mortality reports =
coding to be captured in all cases  doctors re coding session %
3 Issues with notes: large untidy Health Records working with  Health Records + clinicians Improve score by 5% April 2021
volumes of notes; loose sheet clinicians on reducing size of
very large case notes and
37.5% report issues with quality introduced a new folder for
of notes. This is a worsening score  current admission in some
wards
4 DNACPR: not countersigned by Discussed at QSE meeting Clinical directors and clinical No longer reported an issue in tbd

NEWS scores not always

Consultant; no reason ticked; not
dated

Ysbyty Gwynedd

Discussed at site QSE

6/8/20

Head of Nursing to remind all

leads to discuss within their
departments

Reduction of comments about NEWS To be decided

mortality reports

90 year old with CAP and AF was making steady progress then died from natural causes but no DNACPR in place




Learning & Actions from Area & MH/LD Divisions

Community:

East - Continued use of Last Days of Life document, engagement with GPOOH

Primary care:

This section will require development — NO PRIMARY CARE SYSTEM IN PLACE .

Mental Health/ Learning Difficulties:

All deaths related to COVID 19 have been subject to MRG stage 2 review. Whilst the reviews identified both good and excellent care at the end
of life and demonstrated good MDT working between MHLD, Palliative are and Care of the Elderly Medics, it was identified that consideration
must be given to discharging patients from a section under the MHA once they progress to the last days of life.

ONINYV3I



Learning & Actions from Women and Children’s Services

Women