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Agenda

omin 1. Preliminary Matters

1.1. Welcome and Introductions

Oral Chair

1.2. Apologies for Absence

Oral Chair

1.3. Declarations of Interest

Oral Chair

1.4. Draft Minutes of the last meeting held on 26th July 2023
Attached Chair

Bj 1.4 Draft PQSOC Minutes 26th July 2023 Chair Approved.pdf (16 pages)
1.5. Committee Action Log

Attached Chair
BEi 1.5 DRAFT PQSOC Action Log October 2023 UPDATED following 26.7.23 meeting.pdf (4 pages)

omin 2. Items for Approval/Ratification

No agenda item for this section

omin 3, Items for Discussion

3.1. Patient Quality and Safety Outcomes Performance Report, October 2023

Attached Clinical Executive Directors

Pillars of Quality:

¢ |nfection Prevention Control and Safeguarding
e |ncident Report and Health & Safety and Security
e Patient and Staff feedback and Complaints and Concerns

B 3.1 PQSOC Performance Report - October 2023.pdf (108 pages)
B 3.1a Draft PQSOC QOF paper Sept 23.pdf (4 pages)
Bj 3.1b 202326 Quarter 2 Outcome and Performance Quality and Safety Final.pdf (37 pages)

3.2. Mental Health and Learning Disabilities

Attached Director of Nursing
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e NHS Wales Delivery Unit Review of Mental Health Crisis & Service for Older Adults
e HIW Mental Health Discharge Review

Bj 3.2 SBAR DU report on crisis liaison Sep 23 Final Draft.pdf (6 pages)

B 3.2a. NHS Wales Delivery Unit Review of Older Adult Crisis and Liaison Servcies in ABUHB Final Report March 2023.pdf
(28 pages)

Bj 3.2b HIW CTM discharge recomendations docx.pdf (4 pages)

3.3. Committee Risk Report

Attached Director of Corporate Governance

3.3 Strategic Risk Report_PQSOC_0ct2023 Final.pdf (7 pages)

3.3a Appendix E SRR 010_Transformation & Partnership Working Risk to a Page_Director of Nursing.pdf (1 pages)
3.3b Appendix 2 RGH Robot Operational Risk to a Page_Final 28.09.23 .pdf (1 pages)

3.3c Appendix A PQSOC Strategic Risk Register.pdf (1 pages)

3.3d Appendix B SRR 003A - Compliance & Safety Risk to a Page_ Director of Nursing.pdf (1 pages)

3.3e Appendix C SRR 003B_Compliance & Safety Risk to a Page_Chief Operating Officer.pdf (2 pages)

3.3f Appendix D SRR 005A_Service Delivery_Risk to a Page_Chief Operating Officer.pdf (1 pages)
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3.4. Maternity Service Update

Attached Director of Nursing

To include:

e Maternity Services Organisational Improvement Plan
e Maternity and Neonatal Safety Support Programme
e MBBRACE

3.4 06062023~ TheGrangeUniversityHospitalEN (002).pdf (44 pages)

3.4a 03477 GUH Maternity HIW - Immediate Assurance - ABUHB Response - updated 26.09.2023(1).pdf (8 pages)
3.4b 03477 GUH Maternity Improvement Plan - July 2023 (002).pdf (10 pages)

3.4c mat neo ssp26Sept.pdf (6 pages)

3.4d 2023-08-07 - MatNeoSSP Discovery Phase Priorities - Working Spreadsheet - to Share - Copy.pdf (11 pages)
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3.5. Pharmacy Robot

Attached Medical Director

B 3.5 PQSOC - Pharmacy RGH Robot Risk Update.pdf (18 pages)
Bj 3.5a Worksheet in C Users fe052001 AppData Local Microsoft Windows INetCache Content.Outlook FJ1C466F PQSOC -
Pharmacy RGH Robot Risk Update.pdf (1 pages)

3.6. Committee Self Assessment

Attached Director of Corporate Governance

B 3.6 PQSOC_Self Assessment of Committee Effectiveness Cover Report.pdf (4 pages)
B 3.6a Appendix One PQSOC Self Assessment Template RD.pdf (10 pages)

3.7. National Incident Reporting Policy

Attached Director of Nursing

B 3.7 Patient Safety Incident Policy SBAR.pdf (6 pages)
Bj 3.7a Patient Safety Incident Reporting Management Policydocx.pdf (32 pages)

4. Items for Information

4.1. Highlight Reports

Attached Clinical Executive Directors

A) Clinical Effectiveness and Standards Committee Report



Bj 4.1c Minutes Clinical Standards Effectiveness Group July 2023.pdf (10 pages)
B 4.1c PQSOC Final Clinical Audit Activity Report Oct 2023.pdf (45 pages)

4.2. WHSSC QPS Committee Report

Attached Director of Nursing

B 4.2 Quality Patient Safety Committee Chairs Report August 2023.pdf (7 pages)

Bi 4.2.c Appendix 3 - WHSSC Newsletter Spring-Summer 2023 Welsh.pdf (10 pages)
B 4.2a Appendix 1 - Summary of Services in Escalation.pdf (8 pages)

B 4.2b Appendix 2 - WHSSC Newsletter Spring-Summer 2023.pdf (10 pages)

4.3. Organ Donation Committee Annual Report
Attached Medical Director
Bj 4.3 SBAR - ODC Annual Report 2022-23.pdf (41 pages)

4.4. PSOW Press release 09/08/2023 - Annual Report

Attached Director of Nursing

Bj 4.4 ABUHB - ENG - 22-23 Annual Letter.pdf (8 pages)
Bj 4.4a Signed Letter Re Annual Letter.pdf (2 pages)

omn 5. Other Matters

5.1. Items to be Brought to the Attention of the Board and other Committees

Oral Chair

5.2. Any other Urgent Business

Oral Chair

5.3. Date of the Next Meeting

Wednesday 13th December 2023
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Aneurin Bevan HEALTH BOARD MEETING

University Health Board

o MINUTES OF THE PATIENT QUALITY, SAFETY
AND OUTCOMES COMMITTEE MEETING

DATE OF MEETING Wednesday 26 July 2023
VENUE Microsoft Teams

PRESENT Pippa Britton, Independent Member, Committee Chair
Louise Wright- Independent Member, Vice Chair

Paul Deneen- Independent Member

Helen Sweetland- Independent Member

I WNREE [N\ (o Jennifer Winslade, Director of Nursing

Peter Carr, Director of Therapies & Health Science

James Calvert, Medical Director

Tracey Partridge-Wilson, Assistant Director of Nursing
Leeanne Lewis, Assistant Director of Quality & Patient
Safety

Moira Bevan- Head of Infection and Prevention

Chris O’Connor - Divisional Director for Mental Health and
Learning Disabilities

Paul Underwood, General Manager - Urgent Care Division
Krisztina Kozlovszky - Internal Audit Manager

Rebecca Atkinson, Committee Secretariat

APOLOGIES Nicola Prygodzicz- Chief Executive

Stephen Chaney- Deputy Head of Internal Audit

Leanne Watkins — Chief Operating Officer

Rani Dash- Director of Corporate Governance

Karen Hatch- Assistant Director of Therapies and Health
Science

PQSOC 2607/1 Preliminary Matters
o[ Selolp 1 VA E Welcome and Introductions

The Chair welcomed everyone to the meeting.

o Selolp 1V yk W B Apologies for Absence

Apologies for absence were noted.

oo lolp 1 Vyk Mcl Declarations of Interest

There were no declarations of interest.
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PQSOC 2607/1.4

PQSOC 2607/1.5

PQSOC 2607/2
PQSOC 2607/2.1

PQSOC 2607/3
PQSOC 2607/3.1

Minutes of the previous meeting

The minutes of the meeting held on the 20t June 2023
were agreed as a true and accurate record.

Committee Action Log- July 2023

The Committee received the action log. Members were
content with progress made in relation to completed
actions and against any outstanding actions.

PQSOC/2504/3.3.2 - Pharmacy and Medicines
Management: The Committee was updated on the report
relating to the Pharmacy Robot. James Calvert reported
that this update would be presented at a future meeting
and the action log updated.

Action: Medical Director / Committee Secretariat

PQSOC/2006/3.1 - Patient Quality and Safety
Outcomes Performance Report, June 2023: Peter Carr
(PC), Director of Therapies and Health Sciences, provided
an update on this action. The falls data was proving
difficult to collect and confidence was needed in the quality
of data before it was presented to a future meeting.

PQSOC/2006/3.3 - MMBRACE UK Perinatal Mortality
Data: Jennifer Winslade (JW), Director of Nursing,
reported that this update was now complete and would be
brought to the October meeting together with the draft
HIW report, and Safety Collaborative Maternity Neonatal
report. It was agreed to have a focus on maternity
services at the Committee’s meeting in October.

Action: Director of Nursing / Committee Secretariat

Items for Approval/Ratification
No agenda Items for this section

Items for Discussion
Patient Quality and Safety Outcomes Performance
Report, July 2023
Clinical Executives presented the Patient Quality & Safety
Outcomes Performance Report for July 2023 to the
Committee. The report provided an update on the work
being undertaken relating to:

e Patient and Staff experience and stories

e Incident reporting- falls, pressure ulcers, medicines

management and mortality
e Complaints, concerns and compliments
e Health, safety and security
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e Infection Control and Prevention

e Safeguarding

e Data Highlighting the specific number of falls of
patients who are medically fit for discharge

e Additional Risks and Issues

e Overview of the HIW Inspection of Ty Lafant including
the Health Board's response.

Jennifer Winslade (JW) Director of Nursing outlined the
Performance report for July 2023 the following areas of the
presentation were noted.

JW outlined the purpose, benefits, accreditation framework,
how to gain accreditation and the project plan for the Ward
Accreditation Pilot at Ysbyty Aneurin Bevan. This
accreditation will be run in conjunction with other
monitoring and assessments as set out in the Health and
Social Care (Quality & Engagement) Wales Act 2020. AMaT
(Audit Management and Tacking Programme) will be used
to manage the process. JW reported that the quality
measures were Pressure Ulcer Incidents, falls with harm,
Nutrition and Hydration management, Infection Control,
Medicine Management, Deteriorating patients and
Safeguarding. JW further reported that these are the only
metrics needed for the accreditation but not for reporting
against the Quality Outcomes Framework, which included
other metrics. JW explained the Award Recognition Matrix
with an 85% compliance rate for Bronze, Silver, Gold and
Platinum (Full accreditation).

Pippa Britton (PB), Chair, thanked the team for work on this
project.

Helen Sweetland (HS), Independent Member, asked how
the data for this project would be captured. JW reported
that the data would be collected centrally with ward
managers playing a part.

Paul Deneen (PD), Independent Member, asked if there was
any input with Llais and anything visual for patients to see
and any barrier that the IM’s can help with. JW reported that
there had been no barriers reported and all nursing staff
were positively engaged. Patients would be able to see the
data and improvement plan as they enter the ward, and the
data would be published for the public to see. JW will be
liaising with Llais at a meeting next week.
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Tracey Partridge-Wilson (TPW), Assistant Director of
Nursing outlined the National Reportable Incidents
following changes to the NRI Policy in May 2023. Process
are currently being streamlined to bring them into line with
the new reporting criteria.

TPW reported that the data presented for Serious Incidents
was incorrect due to data validation and needed the be
altered. In May there were 4 red serious incidents which
all Executive-led. These cases focussed on areas of
nutrition and hydration, treatment, misreporting and
access to admission to follow-up and assessment
investigations. Since June, and following a meeting with
the NHS Executive, ABUHB has reported more as the
criteria had changed and the health board was reporting
every serious incident with severe harm.

TPW reported that there were no new never events for the
reporting period. There had been good engagement cross
divisionally to reduce the number of these events which is
very positive.

PB questioned the ‘wrong site injection’” event. JC assured
the Committee that a training programme has been
developed to standardise the site injection programme and
procedures.

JW reported that there had been a never event in July
regarding a retained swab.

Helen Sweetland (HS), Independent Member, asked
whether the Serious Incidents that were not reported before
the changes to criteria were investigated and recorded.
TPW assured the committee that they were all recorded and
investigated via divisional reviews.

PD asked for assurance on supervised practice. JC assured
the Committee that there is open reporting from theatres
regarding incidents and they are highly engaged. Work is
ongoing to deliver human factors training, which JC had
attended and reported that it was impactful for the staff.
Any concerns about any individuals are highlighted and
dealt with quickly using supervised practice. Feedback is
given from the supervisor and any necessary further action
taken.
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The Committee noted that all incidents are being taken
seriously, the right actions are being taken and the staff are
engaged, and quality and safety are at the heart of the
actions.

JW reported on the Duty of Candour. Divisions had been
engaged and some validation around data was still needed.
Welsh Government had given ABUHB some time to embed
this Duty given the significance culturally.

JW reported that recruitment to the PALs service were being
finalised. @ These would oversee early resolution and
intervention with concerns before they become complaints.
Targets had been set to 70% as early resolutions and teams
were engaged to ensure this happens. Huge progress had
been made to reduce the backlog of concerns more than 12
months old and work was now underway to reduce concerns
between 9 - 12 months old.

JW reported that Hospital Acquired Pressure Ulcers (HAPU)
would be a focus for the Quality Outcomes Framework. The
data presented was provided with the caveat that validation
with staff was required and extra work was needed. JW
outlined three areas for development namely improvements
with data collection, pressure ulcer care bundles and
recording incidents as avoidable and unavoidable.

Leeanne Lewis (LL), Assistant Director of Quality & Patient
Safety, provided an overview of the Medication Safety
Strategy Progress Goal 1. This was a report for information
on critically times medicines. A report was received from the
NHS Executive asking the Health Board to look at medicines
for Parkinsons Disease. LL outlined the work that had been
undertaken to date. Pharmacy had looked at how critical
times medicines could be accessed in a timely manner and
at night. Critically timed medicines have been identified and
nurses undertaken training on new systems. LL presented
a perfect patient journey flow chart showing the availability
of medicines and their locations.

PD asked what we provide to patients for them to identify
their critically timed medicine needs. LL reported that there
has been a campaign around identifying conditions needing
critically timed medicine and patients with these conditions
were identified using stickers and posters to place above
their beds, so staff were able to easily identify their
medicine needs. Patients are encouraged to self-administer
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their medication as they are aware of the times that they
take their medication. Currently there are no electronic
ways of identifying a patient's needs.

PD further asked if any patient groups had been consulted
to provide a patient view. LL reported that they will be
engaging with the Patient Centred Group to identify
patients' needs but timescales with the reply to the NHS
Executive did not allow for that consultation to take place at
this time.

Peter Carr (PC), Director of Therapies & Health Science,
provided an update on Health and Safety Executive (HSE)
Engagement. PC reported that the recommendations
arising from the inspection of pathology at the Royal Gwent
Hospital had been actioned and the investigation was now
closed as sufficient assurance had been provided to the
HSE. PC reported that the HSE had visited Nevill Hall
Hospital in June 2023 to review a patient fall at the hospital
in 2019 (Pre-pandemic). The HSE engaged with staff and
the visit was positive with recognition of the significant
improvements in documentation, processes and
governance. The HSE was satisfied that it was able to
collect sufficient information to inform the investigation. PC
will update the Committee on the outcome at the next
PQSOC Meeting.

Action: Director of Therapies & Health Science

PD queried why the visit was being undertaken 4 years after
the incident. PC advised that the pandemic might have had
an effect, but the timetable was set by the HSE as it is their
investigation. PC further assured the Committee that when
the incident happened in 2019 a full Red 1 serious incident
internal investigation was undertaken, and our report was
shared with the coroner.

PC outlined the data regarding Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations
(RIDDOR). Reporting is variable and one of our challenges
as a Health Board is to report in a timely manner. Work is
ongoing to improve this and currently we have improved by
9% from the previous report. PC reported that the
Corporate Health and Safety teams are closely monitoring
this reporting.

PC provided an update on Health and Safety Mandatory
Training. At the end of May 2023 training compliance was
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reported as 84% for Health and Safety Training, 82% for
Violence and Aggression, 79% for Fire Safety and 52% for
Manual Handling. Manual Handling training currently has a
practical element which can be a barrier to compliance, the
Health and Safety team was therefore looking for innovative
ways to improve the training i.e. Ido training. PC reported
that there was a wider issue regarding compliance with all
statutory and mandatory training throughout the Health
Board. He noted that Sarah Simmonds, Director of
Workforce and OD, has established a core Ilearning
committee to oversee all Statutory and mandatory training.
The purpose was to provide governance for all Statutory and
mandatory training across the organisation, oversee
compliance, and help determine any new training
requirements and help shape the organisations training
requirements.

PB asked if the highlight reports from the Core Learning
Committee will be presented at the People and Culture
Committee. PC advised that was his understanding that this
will happen, and the Executive Committee will be monitoring
progress. PC would include an update on this in the Health
and Safety element of the PQSOC Performance reports.

PC reported that a Traffic Management working group had
been established to review and assess the risks at hospital
sites. This follows concerns raised at the Royal Gwent
Hospital and the fatal incident at Withybush Hospital.

PC reported that a Corporate Health and Safety Annual
Report had been produced. It is hoped to bring this report
to the PQSOC Meeting in October to provide robust data on
Health and Safety.

Action: Director of Therapies & Health Science

JW reported that herself, Leanne Watkins, Chief Operating
Officer, and Nicola Prygodzicz, Chief Executive, had briefed
the Board last week around some of the concerns arising
from a number of serious incidents in Mental Health and
Learning Disability services. At the Board meeting it was
agreed that the Patient Quality and Service Outcomes
Committee will provide oversight and assurance to Board on
the improvement actions.

JW reported that Health Inspectorate Wales (HIW), Welsh
Government and the NHS Wales Directorate had all been
made aware of the issues. Work has been undertaken with
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the division to provide support and constructive challenge
around how the assurance and governance within the
division could be strengthened and improved. Welsh
Government would be meeting with JW and Leanne Watkins
on a regular basis to provide support from an external basis
and a number of ‘make safe’ actions had been implemented
and would be outlined on the improvement plan to be
received at the next PQSOC meeting. Chris O’‘Connor (CC),
Divisional Director for Mental Health and Learning
Disabilities, advised the Committee that this was an
opportunity to improve the quality of care of individuals
accessing services and to strengthen and review processes
around escalation and assurance and to improve staff
experience and wellbeing in the workplace. Strong
engagement was needed to implement the improvement
plan and work was ongoing to ensure that this is ideas led
by the staff within the Division.

Helen Sweetland (HS), Independent Member, asked for
assurance that these situations are not happening
elsewhere, how these situations are escalated quickly and
whether it was a result of the HIW inspection. JW assured
the Committee that the HIW inspection was the first to
identify concerns but there had been other incidents that
have followed raising further concern. JW confirmed that
these issues within the Mental Health & Learning Disabilities
Division were unique and due to several reasons, including
the pandemic, which a created a different environment.

CC noted that the pandemic had a profound effect on Mental
Health and a focussed approach was needed to help the
most vulnerable patients. This had resulted in work around
quality improvement and quality assurance being put on
hold, but this was now an opportunity to go back and review
those processes.

JW reported that a Quality, Safety and Governance
Escalation Process for the Mental Health and Learning
Disabilities Division had been established with clear Terms
of Reference. This formal process would report to the
Executive Committee through to PQSOC and Board.

PD queried if patient and families views were being
considered on the quality of the services. JW provided
assurance to the Committee that the Mental Health and
Learning Disabilities division was first on the roll-out plan
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for Civica (patient experience gathering) and Llais had been
consulted.

JW provided an overview of the HIW Inspection of Ty Lafant,
Llanfrechfa Grange from 31st January 2023 and 1st February
2023. From this inspection there was 1 outstanding action
(out of date), 8 recommendations identified by HIW, 28
actions identified by the Division and no outstanding actions
(in date). The action plan had been developed and was
being embedded within the Division.

PD asked why the additional concerns raised by HIW were
not in the report received in March. JW reported that HIW
was an Inspectorate and do not highlight incidents relating
to individuals in a public report. HIW met with JW and CC
directly after the inspection in February to discuss these
additional concerns which is why broader actions were put
in place to meet those. CC further clarified that the data on
the overarching improvement plan and draft inspection
report issued by Health Inspectorate Wales on 23 March
2023 slide of the presentation was because of the meeting
with HIW in March and encompasses all the actions
identified by HIW and the Division. All these actions are
being monitored on a weekly basis within the Division. CC
reported that there had been a number of leadership
changes within the Wards, an increase in the presence of
the Senior Nurse within the ward and a strengthening of the
multidisciplinary leadership.

JW assured the Committee that the new style report and
Improvement plan, which would consolidate all actions
including the HIW, will be brought to the October PQSOC.
Action: Director of Nursing

Moira Bevan (MB), Head of Infection and Prevention,
reported that since the last meeting comparative data with
other Health Board’s in Wales had been received showing
performance for infection. An area of concern highlighted
was C.difficile. A deep dive into all cases had been
undertaken from 1st April to 30t" June 2023 to identify
thematic areas. It was noted that there had been a period
of increased incidents and 2 cases confirmed by
genotyping meaning that cross infection has occurred in
the hospital. The Infection Control team was working with
staff at grass roots to implement improvements at the
patient level. A paper had also been presented to the
reducing nosocomial transmission group with
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recommendations and a 30-minute slot has been secured
at Doctor induction to talk about key measures. Work was
progressing with a view to reducing infections.

JW outlined the emerging Escalated Risk Concerns. There
had been an increase in serious incidents over the last
quarter mainly due to work undertaken on the Policy and a
different culture emerging around transparency and
reporting. There was a capacity concern with 60 live
incidents, but the team was working hard with support
from other departments. There was a continuation of a
theme of deteriorating patients and surgical never events
and an event was being planned for the autumn to bring
teams together to discuss further. Work had been
undertaken on end of life and bereavement pathways and
there were concerns with the depth of the contemporary
nature of patient information. The End-of-Life Board
would be re-convened, and a report brought back to a
future Committee meeting.

Action: Director of Nursing

TPW outlined the Health Inspectorate Wales Inspections
update regarding inspections undertaken since January
2023 and the improvement plans with outstanding actions.

Since January the Health Board had 4 inspections, Ty
Lafant on 31st January - 1st February 2023, Ionising
Radiation Regulation at Nevill Hall Hospital on 25t - 26t
April 2023, D2 East and D2West at the Royal Gwent
Hospital on 3rto 4t May 2023 and Maternity at The
Grange University Hospital on 6th — 8t June 2023.

The inspections at The Royal Gwent and The Grange
University Hospital had gone extremely well with positive
feedback. Learning and the experience of the inspection
had been shared.

PC reported that the Ionising Radiation (Medical Exposure)
Regulations are heavily regulated and there are many
standards that the Health Board is rated against. This visit
to Nevill Hall Hospital was part of the rolling inspection
programme. The radiology team facilitated the inspection,
and a good compliance report with full assurance had been
received. The only issues raised were minor and related to
paperwork.

10/512



11/16

TPW outlined the existing improvement plans with
outstanding actions for assurance that the actions are
being actively monitored.

JW welcomed Paul Underwood (PU), General Manager -
Urgent Care Division, to the meeting to present an update
on Urgent and Emergency Care.

PU reported that system flow escalation had been
introduced and had made a significant difference and
improvement to the amount of transit time for patients
through the department. This would continue to be
monitored by Executives and work will continue.

PU advised the Committee that patients were waiting
longer than preferred but inroads were being made.
Certain specialities had seen a high spike in demand
which had been challenging but improvements were being
made but there was still work to do.

PU reported that a red release bay had been developed
allowing an ambulance to be released back into the
community more frequently affecting our ability to support
patient handovers and expedite the patient journey. There
is fluctuation with times of day, but the new system is
making a difference and improved performance will be
seen in time.

PU outlined the action plan and what steps were being
taken to improve the department and experience of
patients.

PC and JC thanked PU and the wider team for the work
and leadership being undertaken. PC shared the
observation that a cultural shift has been visible and a
improvements made.

JC asked if there would be a full complement of staff 24
hours a day with emphasis on senior medical staff. PU
advised the committee rosters had been improved and
reduced and work was ongoing to improve the midnight to
8am staffing.

LW asked how the Division was dealing with members of
the public attending the right place for Stroke and COTE.
PU reported that work was ongoing into stroke pathways
and the patient flow centre was looking at how we can
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PQSOC 2607/3.2

better support our patients based on acuity, so they are
seen in the right place. Communications with the public
was improving and engagement being undertaken. For
COTE patients, there was a significant piece of work
ongoing as part of the 6 goals work to bring together the
flow centre, with single point of access and streamlining
our patients to the right place first time.

PC assured the Committee that the Stroke Pathway and
the Neck of femur pathway had been identified as two
pathways to review as a priority.

JW reported that a piece of work was being undertaken
with WAST as to how we direct patients to where they
need to be prior to them attending the Grange University
Hospital.

Next Steps for the Quality Strategy

Jennifer Winslade (JW), Director of Nursing welcomed
Trish Chalk (TC), Assistant Director of ABCi & Interim
Deputy Director of Planning, to the meeting.

TC outlined the Health Board priority outcomes which had
been aligned to the 6 pillars of the Quality Framework.
This set out the detail on how the outcomes would be
delivered, measures and continuously improved. TC
further outlined the progress and implementation plan for
Q1. Proposed outcomes and indicators would be
benchmarked against other organisation and existing
measures aligned with Duty of Quality and Health Board
priorities.

TC outlined each of the following priorities their outcome
description, indicator and ability to report: -

Priority 1 — Deliver PATIENT CENTRED care which involves
patients, relatives, families, careers and system partners
in the planning of care and opportunities to improve
patient safety.

Priority 2 - Provide SAFE care. We aim to reduce harm,
prevent errors, and deliver consistently safe care through
increased visibility and insight from multiple sources of
patient safety information.

Priority 3 — provide TIMELY care, ensuring people have
access to the high-quality advice, guidance and care they
need quickly and easily, in the right place first time.
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Priority 4 — Provide EFFECTIVE care - Deliver consistently
effective and reliable care, based on evidence-based best
practice which is delivered in a culture that encourages
and enables innovation to Improve outcome

Priority 5 — provide care that is EFFICIENT by taking a
value-based approach to improve outcomes that matter
most to people in a way that is as sustainable as possible
and avoids waste.

Priority 6 — Provide EQUITABLE care, ensuring equal
opportunities for individuals to attain their full potential for
a healthy like which does not vary in quality and is non-
discriminatory.

PB thanked TC and her team for putting together this
comprehensive report with areas of focus for
improvement. The report was clear, allowed people to
work through what they need to and provides a clear
understanding of how the framework and plan will work
with realistic timeframes.

HS asked, given the number of people involved in this
report, whether the right people are involved in the project
and whether there will be staffing challenges to these
priorities being delivered. TC reported that there are
currently 3 teams working on this, planning, information
team and operations team and TC will be overseeing this
going forward.

TPW advised the committee that there is a piece of work
ongoing for the validation of data for the Datix system and
to be mindful of the data currently available.

PD asked about the barriers to this Framework for example
ICT and capacity issues. TC reported that Datix could be a
barrier but engagement with staff and presenting more
valuable data often resulted in staff using the system
more.

TC outlined the goals of the Quality Strategy
Implementation Plan which is aligned with the regional
strategy. The plan will enable staff to improve quality,
implement the Duty of Candour of Quality and meet the
requirements of the Duty of Candour. TC advised the
committee on the key objectives for the next year as set
out in the Implementation Plan and a detailed delivery
plan for each priority.
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PQSOC 2607/3.3

JW outlined the Quality Assurance Framework and how it
fits with the overall Board Governance Framework. This
framework simplified responsibilities and accountabilities
and how we will move to a different model.

Infection Prevention and Control Annual Report

Jennifer Winslade (JW), Director of Nursing welcomed,
Moira Bevan (MB), Head of Infection Prevention and
Control to the meeting.

MB reported that it had been a challenging year for the
Infection Prevention Team, however it was important and
reassuring to note that Aneurin Bevan University Health
Board had a lower average rate of all infections than the
rest of Wales.

MB advised the Committee that the team worked on
priorities from last year, the majority of which had been
completed. The team was reconfigured in January, due to
extra funding, to include infection prevention in the wider
community. The sustainability of this workforce has
become challenging as staff were seeking substantive
posts. To overcome this teams now worked locality based
in all areas. A survey was undertaken to ascertain views
from staff and a mission statement was produced from
this.

MB outlined the following areas from the report.

e Gram positives and gram negatives show that
respiratory infections are having an impact, but urine
remains the highest burden of infections for gram
negatives. MB reported that the team are finalists
for the Houdini Programme for the NHS Awards in
Wales.

e Covid and flu data shows lower hospital onset that
other Health Boards.

e The team has supported serious incidents, a sporadic
case of CJD, the M-pox agenda, patient pathways
and assessment of patients, increase in wound
infections in trauma and orthopaedics, a shigella
outbreak in the community and Group A Strep
infection.

e The annual programme of work for 2023-24 sets out
twelve priority areas for the year.
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15/16

PQSOC 2607/4
PQSOC 2607/4.1

PQSOC 2607/4.2

PB asked how the intranet and internet pages currently
being developed are being used to communicate with staff.
MB reported that the intranet pages have been updated
and the role of the ‘link’ champion was being reinstated to
provide a communication channel in primary and
secondary care. MB reported that there had been a ‘tick
tock’ campaign regarding hand hygiene to bring a fresh
approach to message delivery.

HS asked what progress had been made regarding the
legionella outbreak within Maternity Services. MB assured
the Committee that work was underway to address this
issue and there was a proactive water safety group which
carried out regular testing. MB further reported that this
was a national issue affecting newly built hospitals with
single rooms.

Items for Information
Highlight Reports

The Committee received the following Highlight Reports for
Information: -

e Safeguarding Group Highlight Report
e Clinical Effectiveness and Standards Committee Report

PD asked about a request from Gwent Police in the
Safeguarding Group Highlight report about representation
at a multi-agency Task Co-ordination Group in relation to
domestic violence and how we can support. TPW advised
that data was currently being provided to Gwent Police
regarding this which they were happy about. TPW will
continue to scope this data, but the situation was being
monitored.

Groundhog Day 2: an opportunity for cultural change
in complaint handling?

Tracey Partridge-Wilson (TPW), Assistant Director of
Nursing assured the committee that the recommendations
would be picked up through the implementation of the
review of the QPS and PTR Policies.

PB asked for a brief report to the committee that the
recommendations have been actioned. JW to add to the
annual report.

Action: Director of Nursing
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16/16

PQSOC 2607/4.3

PQSOC 2607/4.4

PQSOC 2607/4.5

PQSOC 2607/5
PQSOC 2607/5.1

PQSOC 2607/5.2

PQSOC 2607/5.1

Time Critical Medication in Parkinson's Disease

Discussion regarding this report had happened earlier in
the meeting in the PQSOC performance report.

Early detection of type 1 diabetes in children and
young people

There were no questions regarding this report.

WHSCC Quality Patient Safety Committee Chair's
Report and Appendix 1 - Summary of Services in
Escalation

There were no questions regarding this report. PB reported
that she was a member of this Committee.

Other Matters
Items to be Brought to the Attention of the Board
and other Committees

There were no matters arising.

Any Other Urgent Business

Paul Deneen (PD) Independent Member asked why the
HIW inspection was not a joint inspection with Care
Inspectorate Wales. Jennifer Winslade (JW) Director of
Nursing to report back to the meeting in October.
Action: Director of Nursing

Date of the Next Meeting

The next meeting will take place on Wednesday 11th
October 2023.
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PATIENT QUALITY, SAFETY AND OUTCOMES COMMITTEE

Committee Minute Reference

Completed

Transferred to another Committee

Agreed Action

Progress/

Meeting Completed
25% April PQS0OC/2504/3.3.2 | Pharmacy and Medicines | Medical Director | October Included on the Agenda (item
2023 Management: Action Plan in 2023 3.6)
relation to Pharmacy Robot to be
presented to future meeting
20t June PQS0OC/2006/3.1 Patient Quality and Safety | Director of October Verbal update to be provided
2023 Outcomes Performance Report, | Therapies and 2023 at the meeting
June 2023- Data highlighting the | Health Sciences
specific number of falls of patients
who are medically fit for discharge
to be included in the next report.
20t June PQSOC/2006/3.3 MMBRACE UK Perinatal | Director of October Included on the Agenda (item
2023 Mortality Data An overview of the | Nursing/Head of | 2023 3.5)
recommendations and Health | Midwifery and
Board response to the HIW | Gynaecology
inspection of Maternity Services in
May 2023, to come back to the
Committee.
1/4
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0_’” NHS [Gniversty sealth soard ANEURIN BEVAN UNIVERSITY HEALTH BOARD
' ACTION LOG
Committee Minute Reference Agreed Action Lead Target Progress/
Meeting Date Completed
261 July PQSOC 2607/3.1 Patient Quality and Safety Director of October Included in Patient Quality
2023 Outcomes Performance Therapies & 2023 and Safety Outcomes
Report, July 2023 Health Science Performance Report (Agenda
PC to update the Committee on the Item 3.1)

recommendations arising from the
inspection of pathology at the
Royal Gwent Hospital and Neuvill

Hall Hospital.
261 July PQSOC 2607/3.1 Patient Quality and Safety Director of October The annual report for
2023 Outcomes Performance Therapies & 2023 Corporate Health, Safety
Report, July 2023 Health Science and Fire will now go to the
Corporate Health and Safety Public Board in November,
Annual Report had been produced. instead of PQSOC

It is hoped to bring this report to
the PQSOC Meeting in October.

261 July PQSOC 2607/3.1 Patient Quality and Safety Director of October Included as part of Agenda
2023 Outcomes Performance Nursing 2023 Item 3.5

Report, July 2023

JW to present the new style report
and Improvement plan for Ty
Lafant to the October Meeting
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

Committee Minute Reference Agreed Action Progress/
Meeting Completed
26t July PQSOC 2607/3.1 Patient Quality and Safety Director of December Included in forward work
2023 Outcomes Performance Nursing 2023 programme for December
Report, July 2023 2023
The End-of-Life Board report be
brought to a future Committee
meeting.
261 July PQSOC 2607/4.2 Groundhog Day 2: an | Director of December Included on the forward work
2023 opportunity for cultural change | Nursing 2023 programme for December
in complaint handling? 2023
Director of Nursing to provide a
brief report to the Committee that
the recommendations of the report
have been actioned.
261 July PQSOC 2607/5.2 Any Other Urgent Business Director of October Included in Patient Quality
2023 Director of Nursing to report on Nursing 2023 and Safety Outcomes
the process for joint HIW and Care Performance Report (Agenda
Inspectorate Wales investigations. Item 3.1)

3/4
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7 NHS b bard ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

All actions in this log are currently active and are either part of the Committee's forward work programme or require more
immediate attention, such as an update on the action or confirmation that the item scheduled for the next Committee
meeting will be ready.

Once the Committee is assured that an action is complete, it will be removed. This will be agreed at each Committee
meeting.
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The Patient, Quality and Safety performance report provides the Committee with an overview
of the Health Board’s quality and safety metrics and summary of performance. It is aligned to
the Ministerial priorities and key challenges, which are:

Quality and Safety Pillars
+ Patient Experience and Staff Feedback, working towards including compliments
— Civica implementation plan underway
— Patient Experience and Involvement Strategy being implemented
— PALs team recruited and model will be implemented in Oct 23
» Incident reporting and severity of harm
o3 Thematic reviews and learning
©3 Pressure ulcers included
«3 RAMI and crude mortality updated
©3 Duty of Candour update
= Complaints and concerns
— Continue to focus on closure of historical complaints over 6-12 months
» Health, Safety and Security
» Infection Prevention and Control
» Safeguarding

Urgent Care

Planned Care

Cancer
2/108 22/512



illars of Quality

[ |
Patient and staff experience Health, Safety and Security
and stories r

Incident Reporting — falls, Infection Control and
pressure ulcers, medicines

management, mortality Prevention

Complaint, concerns and .
compliments Safeguarding
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Good Practice and
Learning from Feedback

Section 2
Infection Prevention &

Control
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Infection

Prevention
METL

5/108

EQUITABLE

INFECTION
PREVENTION
PILLAR

PERSON
CENTRED
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AIM 1: Objectives:
SR {lado]s =P v Comply with Code of Practice
Prevention Practice v' Sustain National and Local Target

AIM 2- Objectives:
Patient wellbeing Quality resources available to patient and families
and recovery Patient/carer feedback for improvement
Patient/carer involvement in campaigns
Intranet resources
All Wales patient information

Health
Board
Strategy -
Quality Act

AN N N

AIM 3: Objectives:
Open & Share learning
Transparency Unified policies and procedures

RN

AIM 4- Objectives:
Evidence based Refresh training programme

principles Increase communication and engagement
Robust programme of audit

Aims &
Objectives

AN NN

AIM 5: Objectives:

HB premises good physical repair and condition
Environmental cleaning — National specifications
IP advice for new build and refurbishment

New technologies to enhance cleaning

Clean, safe

environment

ANENENEN

6/108 26/512



= Reducing Nosocomial Transmission
Group

= Divisional action plan

Governance

V7. 01 lo- 0 " Quality and Patient safety forums
= Investigation process - Datix

= Use of Audit Management and
Tracking System (AMaT) for audits

7/108 27/512



Table 1. Current FY rate per 100,000 population of specimens by HB, Apr - Aug 23

Additional filters for Table 1. C. difficile MRSA MSSA E. coli Klebsiellasp  P. aeruginosa

bacteraemia  bacteraemia  bacteraemia  bacteraemia bacteraemia

Select month or FY
We I ) h Current FY | Aneurin Bevan UHB 30.79 038 14.8 57.98 19.99 4
' ~ Betsi Cadwaladr UHB 3707 0.34 22.79 73.46 20.07 51
G ove r n m e n t Select organism group Cardiff and Vale UHB 3.3 237 3177 65.91 3.1 427
EAII organisms v i Cwm Taf Morgannwg UHB 24,45 2,66 29.78 91.47 23.93 2,66
ta rg Ets Hywel Dda UHB 4113 246 %55 1417 %30 859
B < than same period lastFY  POWYS THB 10.79 0 0 36 0 0
) Swansea Bay UHB 52.01 3.08 37.32 76.49 22.64 6.12
! = same period last FY :
l Velindre NHST
- 3 iod last FY
tha some prd e Wales 33.21 1.74 24.75 7457 21.81 4.75

B Aneurin Bevan UHB

100 AA .- X,
4 ‘-h_}ff* o B Eetsi Cadwaladr UHE
y
i ~ _—_y L .
E e — AN A B S Bl Cardiff and Vale UHB
H - t I = ™ I i Cwm Taf Morgannwg UHE
S p I a = 50 B Hywel Dda UHB
L
] Powys THB

Acquired
Covid

. Swansea Bay UHB
Velindre NHST

o

a8 Jun 23
15 dun 23
22 Jun 23
29 dun 23
06 Jul 23
13 Jul 23
20 Jul 23 |'
27 Jul 23
03 Aug 23
10 Aug 23
17 Aug 23
24 Aug 23
31 Aug 23
07 Sept 23
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National Reportable Themes/Learning
Incidences

C difficile » Suboptimal antimicrobial
Two wards affected by outbreaks prescribing
» Fundamental IP measures -
back to basics

Covid-19 » Change to staff and patient
Ten ward closures - outbreaks testing
Themes Of » Relaxed visiting restrictions
- » Shared facilities
learning
D&V /Norovirus » Rapid isolation of
Patients with unexplained symptomatic patients

diarrhoea and/or vomiting. Two » Sample collection
wards affected.

Carbapenemase - producing > Screening on arrival from
organisms other HB

Patient exposure to resistance

organism

9/108 29/512



Person
Centred Care

— Patient
EXxperience
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Person-Centred
Dementia Care



important!
ey thog we da

Ward Derw, Oak Ward, Your
i feedback is
cletfion wr-th gelon -
a ch ¥
einh i -

- Satisfaction Score
e Health Board Wide - 01/03/2023 to 12/09/2023

iy
e them

e

Graduated roll-out to support staff training

= 283 Person Centred Care (PCC) Surveys Completed - 75%
satisfaction (benchmark 85%)

CIVICA = PCC Survey to be included in Ward Accreditation

= Divisional Reporting: Satisfaction Score, Heat Map,
Comment Analysis (Themes), Comment Reports, Listening
and Learning, You said, we did

= KPI's for PCC- 8 core questions

= National ED and COVID surveys live
32/512



Dementia Awareness,
Training and Education

Patient Education (OAK, Menopause, Endometriosis)
Carer Induction and Education

Anticipatory Loss

Public Hospital Charter Film - our commitment

Dementia Training now mandatory

Meaningful Activity Training

Listening and Learning Events (Patient Stories)

New Registrant Induction Training

International Nurses (bespoke sessions)

Bite-size’ learning sessions - 250 Champions

MCA training - Capacity and Best Interest, ‘Side by Side’ clinical support
Educational Films - MCA, DNACPR

Volunteer and Companion Training

Delirium Training

Virtual Experience




Volunteers and pitwes | | conmnry || roprore | (IO
Companions | - "

Dementia
Now 23
Other role profiles being i - - -
developed to meet patient need
National Presentations: i - -
Compassionate Cymru, National
Patient Experience Meetings,
Helpforce Cymru etc '
50 volunteers on the Volunteer to e

Career Pathway aar ) feskdiene
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Case Study

15/108

Where nurses and multi-disciplinary teams view care as NOT
being the sole domain of medical treatment, outcomes and
the lived experience improve.

Case Study: Meaningful Engagement at End of Life

Frieda has late-stage dementia and so was not really able to communicate.

After I had spoken quietly to her for several minutes, without any obvious
response, I decided to try playing some quiet music to her on the iPad that I had
brought along for the purpose.

That had a dramatic effect. She opened her eyes and took the iPad from me so
that she could concentrate on the music.

When the piece that I had selected came to an end, I tried something else that I
thought she might like. However, after a few minutes, I gathered from her facial
expressions that this selection was not being well received. I consequently
stopped that and tried instead the beginning of Richard Burton’s reading of
Under Milk Wood.

Fortunately, that choice seemed to be to her taste because she listened to it for
about 30 minutes before drifting off to sleep. As I was packing up to leave, she
woke up again, took my hand and kissed it. I could see that she was mouthing
"Thank you” even though no sound came out.
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The Health Board saw an increased trajectory in NRI'S reported in

Reportable Incidents submitted to the July, whereby 30 were reported, with 8 reported during August.
DEIWEW Unit 14 June 21 to 31 AUgUSt The overwhelming theme related to delay in treatment;
2023 Ophthalmology (Glaucoma cases). Other themes included, HCA

outbreaks/Covid and fall with death.

Safeguarding W 6 A patient was referred in January e Discussed the investigation with
. _ 2023 as an Urgent Suspected Booking Team
Inpatient fall with Hland death W 2 Cancer. e T
The referral d ded t t i
Deteriorating Patient NEEE 7 € reterral downgraded to urgen Booking Staff

by a Consultant. e Team Leader supervising work flow

Maternal Death M 3 Qrédaiggﬂﬂtn;ﬁgﬁigfs booked e Close monitoring of lesion waiting
Inpatient fall with fracture I 4 3/12 later the pt contacted HB as . ::45t tt(?nhlgh:g?t po:entla! 'Sszﬁs
. ) no results received. The patient eetings In place to review the
- I Inpatlent fa" Wlth death S had not been booked into an Teledermat0|ogy pathway Wlth a
N tl n © - - evaluation clinic and the clinical view to reducing the potential for
a 0 a E Treatment or misdiagnosis... I 8 images had not been reviewed by human error
= Serious Deviceerror W 2 a Dermatology Consultant.
Re po rta b I e : Immediate OPA, lesion excised 0 Ui ReiteEls meft EemeRiead 1
- 5 Serious medication Error W 2 and sent to the pathology urgent unless the GP attaches a
I nCIdentS £ Delaved treatment laboratory for testing. The photograph which suggests the
g clayed treatmen 24 pathology report confirmed this to lesion is not USC
2 Homicide (MHS service user) 1 1 be melanoma.
A patient was admitted to an eLGH <+ Further communication needed on
Unexpected death W 5 for planned abdominal surgery. the correct referral process - Posters
. . informing of the referral and transfer
Delayed diagnosis IEEEEN 10 The following day they were was 2

process visible in ward areas with
advice on clear communication.

+ Instruction and education on the
transfer process to be presented at
the monthly surgical meetings and
at the junior meetings.

transferred to the ICU Grange
University Hospital (GUH) for

Never Event NN 1/ support and further surgery due to
an anastomotic breakdown. The
patient passed away the following

HCA| Qutbreak IEEEG—G_— 15

Avoidable pressure Ulcer Hospital NN 16

Avoidable pressure Ulcer Care... I /) day. + Updating staff on deteriorating
Unexpected admission toNICU W 3 Issues with escalation and referral patients’ policy.
pathways » Deteriorating patient policy being
0 10 20 30 40 50 reviewed to include GUH.
Number of National Reported Incidents submitted . ,E\Ezl;;re all staff up to date with

16/108 » Radiology review/ feedback 36/512



Total Patient Safety Incidents identified highlighting Injurous Falls,
Corporate led Investigations, Never Events and Reported Incidents
1 July 2023 to 31 August 2023

70

a0

50

40

30

20 I

lg . [ — —_ — . | _ |
Total SI's Falls with Fall with HI Falls with Fall with Red 1 Never BEvents Reported
identified Fracture Head injury Death investigations incidents

and Death instigated

o Jul-23 maAug-23

Unexpected Death, Unexpected Admission to NICU and Inpatient fall with # were the top themes.

Patient
Safety
Incidents

Patient Safety Inadents 1 July 2023 to 31 August 2023

mlul-23 mAug-23

Patient Safety Incident category

A total of 109 serious incidents were identified during July and August, 62 and 47 respective months.MH

Early Warning Notifications

There were 19 EWN reported
to WG during this period, 7 in
July and 12 August. Themes
were varied but predominately
they related to absconsion and
Safeguarding issues.

Anecdotal Themes from
Incidents

An additional theme identified,
relates to a number of clinical
incidents regarding delayed
decision making and treatment
for acute patients relating to
nutrition, whether that is via
artificial nutrition or some
other means.

A Task and Finish Group has
been convened, Chaired by
the Assistant Director of
Therapies and Health Science.
It is anticipated that four
meetings will be held, and
outcomes reported to the
Clinical Executives.

Update Deteriorating
Patient

On 5 October the Health Board
is hosting an improvement
collaborative event with
Maxine Power on ‘Deteriorating
Patient’. This combined

learning event and accelerated
quality improvement project,
will look at sharing data and
current work to date. 37/512



Review of
Patient

Safety
Incident
Process

18/108

Review of Health
Board SI policy
required. SI process
currently sub-
optimal to meet
needs of
organisation.

Historic process no longer
fit for purpose

Varying processes across
Corporate and Divisions

Lack of organisational
learning shared

Presentation of all Serious incidents to
weekly Executive Huddle for decision
regarding level of investigation.

Weekly pre- Executive Huddle meeting to
form a decision panel.

Meeting with EDoN and Corporate SI
Team to identify barriers to effectiveness

Two workshops arranged to include
Divisional QPS colleagues to map out
future process

SI Policy updated to new Patient Safety
Incident Reporting & Management Policy
2023, reflecting and incorporating all-
Wales National Policy.

SBAR being presented to Executive Team
October 2023.

Head of PTR

Assistant
Director of
Nursing

Director of
Nursing/PTR SI
team

Director of
Nursing/
Divisional QPS
colleagues

Head of Patient
Safety
Incidents

Director of
Nursing

Ongoing

Complete

Complete

Complete

October
2023

October
2023
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Never Events April 2021 - August 2023

o = %
Apr-21 -
Jun-21 -
Nov-21 I

Jul-21
Aug-21

Apr-22 .

May-22 -

Jun-22 .

Jul-22
Aug-22

Oct-22 N
Now-22

Dec-22 N
lan-23 .
Feb-23 N

Mar-23

Jul-23 .

May-21
Sep-21
Oct-21
Dec-21
Jlan-22
Feb-22
Mar-22
Sep-22
Apr-23

May-23
Jun-23
Aug-23

Misplaced Naso or oro gastric tube
® Adminstration of medication via the wrong route
M Retained foreign object
B Wrong site surgery

o8There was 1 Never Event reported during this period - a retained swab. This is the only 1
Never Event during the last 6 months.

A focussed approach to preventing Never Events continues across the organisation.

©3A report will be presented at December PQSOC, outlining the Improvement Programme for
Theatres. It will encompass, a summary of incidents, themes, the Human Factors programme
and a plan for the subsequent 12 months.
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Duty of

Candour

20/108

The Health Board remain engaged on a national
level to support the implementation.

Good engagement within the Health Board leading
to identified Duty of Candour (DoC) leads within the
Divisions. Regular meetings are being held to
monitor the implementation of DoC.

DoC Dashboard has been developed within the
Datix system to support Divisions. The dashboard
highlights those incidents triggering the duty and
those that require review.

The Corporate Putting Things Right Team are
validating the DoC data within the dashboard.
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The image below illustrates the DoC dashboard
in the Datix system.

GC - Incidents by Division - Following the Initial/Management review, what level of adverse outcome was considered?

Total
2 37 70 2 0 0 63 174
0 13 10 0 0 0 3 26
0 7 36 0 0 1 23 107
2 212 539 11 0 0 223 987
0 2 1 0 0 0 2 5
D u t Of 0 B3R 992 5] 0 0 18 1704
y 1 8 12 0 0 0 13 34
0 14 ¥ 1 0 0 3 25
Ca ndou r 3 5417 1114 17 4 0 344 2023
12 399 1036 13 6 0 45 1515
3 B70| 2550 11 2 4 31 3751
0 1 3 0 0 0 4 g
0 255 455 2 1 1 2 720
0 76 148 1 1 0 33 64
0 1 1 0 0 0 0 2
0 1 0 0 0 a 0 1
Tatal 23 3169 6974 B4 14 -] 1096 -
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Next Steps

= Meeting planned with key individuals within
the Health Board to develop a Duty of
Candour performance and compliance report.

DUty of = This will include incidents and complaints
Candour triggering the duty and measure compliance
with the timeliness of the responses.
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Early Resolution Performance March- August 2023 Complaints Received March- August 2023

74% o
66% 64% 66% 68%
56%

mar-23 apr-23 mai-23 jun-23 jul-23 aug-23

Formal Complaints Performance March —August 2023

58% o 61% 58%
51% 50% 559%
mar-23 apr-23 mai-23 jun-23 jul-23 aug-23

68

® Formal complaints received  ®Early Resolution Received
mar-23 apr-23 mai-23 jun-23 jul-23 aug-23

The total overdue
complaints are reducing.

A focussed approach has

been taken and is ongoing
to reduce the historic
concerns. As of the
beginning of September
I . . there are 6 overdue
B == e |

_ complaints > 12 months, a
Total overdue  Owerdus <= 3 Owverdue 3-8 Owverdue 6-9  Owerdus 9-12  Owverdue 6-12 Owverdue =12 reduction from 8 in July.
complaints manths maonths months manths manths Months

mJul-23 mAug-23




Learning

from
Complaints

24/108

Patient falls

A patient had
a stroke
which was
not identified

Staff failed to
act on the
Continence
Risk
Assessment.

No lying and standing
blood pressure was
performed on admission to
the hospital as expected as
standard practise.

Care lacked sufficient depth
and rigour. No discussions
with other relevant
clinicians. Conversation
not documented on patient
records.

A bladder diary should
have been completed to
identify the level of
continence support the
patient may have required
on discharge.

An induction programme has been
introduced for new Health Care
Support Workers. All new HCSW's
have training of one week as part of
their induction/competency booklets
to complete.

Training to be provided for relevant
clinicians re NICE Guidelines

Focus on Nursing and Medical
Documentation and Record Keeping
led by Senior Nurses and QPS team
and Medical Supervisors.

The Senior Nurse is working with the
Lead Nurse from the Bladder and
Bowel Service. Education and
training has been arranged, and
upcoming study days are

scheduled.

Staff have been involved in
educational training to provide them
with the knowledge and
understanding to support safe and
timely discharge. This work is
ongoing and is being supervised by
the Senior Nurse team and the Head
of Patient Discharge.

Medicine Ongoing

Division process for
all new staff
appointed

Unscheduled  September

Care Division 2023

Lead Nurse September

Bladder and 2023

Bowel Service

Head of Ongoing

Patient

Discharge

and Senior

Nurses
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Following the COVID-19 Pandemic, the Health board reported increased numbers of
unstageable and grade 3&4 Health Acquired Pressure Ulcers (HAPU's).

Divisions reported data via the HAPU Steering Group and the Quality and Patient Safety
Operational Group.

Medicine

80

Zg Unstageable pressure ulcer

50 === Suspected deep tissue injury
40 \ === Pressure ulcer category 4

30
20

10 V\/\/\__/\/\ = Pressure ulcer category 2

= Pressure ulcer category 1

Pressure
Ulcer

== Pressure ulcer category 3

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug
2022 2022 2022 2022 2022 2022 2022 2022 2022 2023 2023 2023 2023 2023 2023 2023 2023

faculty

I d " Surgery

introauction jp
70
60 Unstageable pressure ulcer
50 == Suspected deep tissue injury
40 === Pressure ulcer category 4
;8 B \ = Pressure ulcer category 3
10 - = Pressure ulcer category 2

/\,
0 = Pressure ulcer category 1

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug
2022 2022 2022 2022 2022 2022 2022 2022 2022 2023 2023 2023 2023 2023 2023 2023 2023

The Director of Nursing requested a new focus on reduction and prevention of HAPU's
within ABUHB to meet the Welsh Government standard of 0% avoidable Health
Acquired Pressure Ulcers.
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ABUHB has previously undertaken a successful Pressure
Ulcer Prevention Collaborative from October 2017 to
July 2018 resulting in:

1) 51 HAPU's Averted
2) 256 reduction in Bed Demand
Reasons for 3) Estimated cost savings of £333,966

iImplementing

4) No avoidable Grade 3 Or Grade 4 pressure ulcers reported
from ED MAU and C4W
the PU faculty 5) Only 1 Grade 3 avoidable reported from C5E, ITU and

plipic C7E
6) Only 1 avoidable G4 HAPU reported on C7E

With the success of the previous pressure ulcer prevention
and reduction collaborative, the Pressure Ulcer Faculty 2023
has been developed, led by the Nursing Directorate and
Senior Nurses from Medicine, Unscheduled Care, Urgent Care
and Community Care nursing; with support from ABCI.
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Aim of the Faculty
= Reduce HAPU incidences by 25% of baseline within 4

Pressu re months from the commencement of the faculty
= Eradicate incidence of grade 3 & 4 avoidable HAPUs 4

Ulcer months from the commencement of the faculty
Faculty

Progress
2023 = Workshop undertaken within Scheduled and Unscheduled

care on 237 August 2023 with positive engagement and
- outcomes

AlmS and = Driver diagram developed

= Follow up meeting agreed Divisions to undertake a test for
PrOg ress change across all sites within ABUHB

= Faculty group to meet in three weeks to agree date of
commencement and timeline for improvement
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OUTCOMES (AIMS)

1. Reduce HAPU
incidences on by
25% of baseline”
by date

2. Eradicate
incidence of
grade 3 & 4
avoidable
HAPUs by
(agreed date)

4

—ad

PU Driver Diagram 2023

PRIMARY DRIVERS

Communication

Care
Management/
treatment

SECONDARY DRIVERS

Communication at handover
Accessible information/tools
Sharing Learning

MDT approach

Risk Assessment

Reliable use of SKIN Care bundles

Reliable use of equipment

Knowledge and
Skills

Patient
Involvement

|

Clear Roles and Responsibilities

Standardised training programme on
induction for all staff —rolling
programme from TVNs

Patient information leaflets

Patient input

CHANGE CONCEPTS

Investigation process
Developing better SBARs

Intranet page
Case studies

Share learning — QPS
DATIX reporting —quality

PU on PSAG Board

Skin assessment on
admission and ongoing

Nutritional assessment

Process for reporting faults
& repair

Access to equipment

Targeted training according
to role/band

Pressure grading guidance

Patient stories

Civica
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Time Series

x| Blue - ABUHB

RAMI

(RiSk GUH opens
adjusted :

RAMI (R sk adjusted mortall ty index) 2019
]

Significant decrease in RAMI post GUH opening (Nov 2020) until Dec 21 before gradually

m o rta I ity : increasing in-line with the rest of Wales until before slight improvements from March 23
[ |
index)

pun  jul Oct Mow Dec jan  Feb  Mar ] lul - Aug Sep  Oct Mav  Dec  lan Feb  Mar Jun pul A Sep Do Now Dec  Jan  Feb  Mar  Aoe Jun
B E E R W TEEEWE N T R E ETEEELE R EREERETERE RSN

Maonth

Peer DMstribution

Currently
performing
pLUN )

within All
Wales peer

group

RAM ik acsted mortalty index) 2019
B
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Crude Mortality - Deaths in Hospital

350

300

287
261
- y\ 243
217 \211//\
N jor 200 M\\/ 203 Lo 201
v

200 \167//~

150
100

50

Crude :
jul-22  aug-22 sep-22 okt-22 nov-22 des-22 jan-23

apr-22 mai-22 jun-22 feb-23 mar-23 apr-23 mai-23 jun-23

Mortality
in Hospital

Deaths per 1000 bed days

N
o
o

I

’ 4,68
4,00 4,49 hat 4,30

Deaths per 1000 bed days (Occupied)

jul-22 aug-22 sep-22 okt-22 nov-22 des-22 jan-23 feb-23 mar-23 apr-23 mai-23 jun-23
Month
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Issue

Coding lag

Reliability of
mortality data

Mortality Data
and Clinical
Outcomes

Cause

There is a increased time lag
with coding records within
ABUHB causing a delay in
validated data, which affects
the reliability of RAMI.

Inconsistencies within the
coding (sign or symptom as a
primary diagnosis) this affects
the accuracy of calculating
RAMI.

Consistently of mortality
reporting and data

Dedicated resource to review
and utilise CHKS data

Understanding, interpreting
and interrogating CHKS data to
formulate a clinical outcomes
report

Developing governance process
around mortality outliers

Learning from Death
framework

Remedial Action

Target of coding 95% of episodes is not being met.
Currently achieving 85%, due to vacancies in coding
team.

External audit undertaken of clinical coding has
demonstrated 97% accuracy with coding.

Coding has now moved under the management of the
Information Team and will be expanding the team.
Medical Director initiating meetings with coding team.

Liaised with CHKS - Coding data considered accurate
after 3 months for ABUHB, this varies for other HB's
as some do not submit data as regularly as ABUHB.

Producing a mortality framework that will look at
crude mortality and other mortality indictors that are
attributable to Divisions and Directorates, linking in
with Clinicians to understand mortality outliers.

All  Wales Mortality review group working to
standardise reporting of mortality.

Information Manager now in post and meeting
regularly with CHKS

Information Manager and QPS team meeting with
Divisions to identify what is currently reported, to
progress Clinical Outcomes around Mortality Outliers.

QPS Team and Information Manager currently
drafting a Standard Operating Procedure for Mortality
Outliers and investigation.

Initial work on learning from Death Framework
underway and progressing to drafting stage, this will
include the learning for the Medical Examiner service
and the mortality review screening panel.

Who

Information
Team

Information
Manager

QPS Team
and
Information
Manager

Information
Manager

Information
Manager and
QPS Team

QPS Team
and
Information
Manager

QPS Team
and
Information
Manager

When
On-going

Complete

Ongoing

Complete

Ongoing

Ongoing

Ongoing
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Total Numbers of Inpatient Falls
August 2021- 2023

October 2023 - Context

»400,00 . .
350,00 The data used in this chart has been
*-300,00 retrieved from Datix.
0250,00
¥ 200,00
3150,00 .
£100,00 The data represents the collective
0 a S 50,00 information for ABUHB and refers
< 0,00 to the total numbers of reported
NN NN NI NI NI NN NI NN NI NEENEE NN NI NI NN N NN falls incidents for the period August
O+t > n c a s s c =S oo > un c a s s c = O -
Numbers fRcclsgpbesagisedndpaesag | M

of
= Reported fall incidents in * The mean average number of monthly falls for December 2022 saw the

I n a t I e n t Aneurin Bevan University ABUHB has seen a marginal increase from 276 to highest numbers of reported

Health Board (ABUHB). 282. falls incidents since January
2022 at 369.

This data was retrieved * For the year 2022-23 incident reporting numbers

Fa S from Datix as the remain subject to variation with a peak in December  June 2023 represents the
information source. 2022. second highest value for

reported incidents in the
* February to August 2023 has seen closer alignment given period at 334.
to the mean average value with a rise in June
followed by a downwards trajectory for July and August 2023 has seen a
August 2023. return to a value more
aligned to the average mean.
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Number of Inpatient Falls by Division ST 2P -

200 Context
Ll The data used in
160 this chart has
140 been retrieved
120 from Datix.
100 o
It is important to
80 .
consider these
60 values in the
40 - context of
20 numbers of
0 e et — — patients in
P &x ¥ N eﬂx«mdq’ (,1;1, «'» \,’voﬂy \ﬂ;v oAy Ay 4’,9, g,g, «,L'bd,l;b «,{p C,g; \,,{;; Q’,g) \:1;5 o hospital within a
I ti t @Q,Q S S K 2 @ ﬁ(\,b ) @’b \Q %) 'z;"g %@Q oF S Nz 2 @ &’b R 6@ \o .\0 N given service.
I l p E‘ e I | e Clinical Support Services = Family & Therapies
Medicine == Mental Health & Learning Disabilities

Primary Care & Community == Scheduled and Critical Care
a S a a = Jnscheduled Care e Jrgent Care
I D — — — What the chart tells us Key Variation Highlights

Reported fall incidents in * The information provided represents that per Medicine has seen its lowest value for
Aneurin Bevan University Division for the total numbers of inpatients numbers of falls since March 2023.
Health Board (ABUHB). falls for the period September 2021 to

August 2023. F&T represents the one Division that has
This data was retrieved seen a significant rise in falls in August
from Datix as the * As expected, the highest numbers of falls 2023.
information source. remain linked with those ward that are

populated by our frailer and older patients. PCC has seen a value of 55 for the

month of August as compared to 76 in
« Of all the Divisions 63% have seen a July 2023.
downwards trajectory for the numbers of
reported falls incidents. MH & LD has seen its lowest value for
falls incidents since August 2022.

Urgent Care has retained its downwards
trajectory since April 2023 recording a
value of 8 as compared to a value of 33
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October 2023
- Context

Inpatient Falls/1000 OBDs by Division

35,0

The data used in
this chart has
been retrieved
from Datix.

30,0
25,0

20,0
It is important to
consider these
values in the
context of
numbers of
patients in
hospital within a
given service.

15,0

10,0

Inpatient
Falls Data :

= Family & Therapies Medicine
== Mental Health & Learning Disabilities ====Primary Care & Community
=== Scheduled and Critical Care = Jrgent Care
| | |
by Division
Variation Highlights
Reported fall incidents in The information provided represents Of the Divisions represented 84%
Aneurin Bevan University  Inpatients Falls per 1000 OBD’s per Division saw a decrease in the value for
Health Board (ABUHB). for the period September 2021 to August Inpatient Falls per 1000 OBDs for
2023. August 2023 as compared to July.
This data was retrieved 60% of which was below or aligned to
from Datix as the (For note a value for Urgent Care was the National Average of 6.6
information source. unable to be calculated for July/ August
2023). MH & LD has seen the most
significant downward trend with a
value of 4.5

F & T represented the only Division in
which a significant increase was seen.
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Severity of Harm

400 October 2023 - Context
350
300 The data represents the collective

information for ABUHB and refers to
the severity of reported falls
incidents for the period November
2021 to September 2023. N.B.
September 2023 represents a partial
data set.

250
200
150
100

Inpatient ”
Falls Data

The severity data is reflective of the
identified level of harm recorded at
the time of reporting.

™M
N

™
o

I —
© ©

jan-22 I |
feb-22 NN |
mar-22 I |
apr-22 I |
mai-22 I |
jun-22 I |

jul-22 I |
aug-22 IR |
sep-22 I |
okt-22 I |
nov-22 I

des-22 NN |
jan-23 I |
feb-23 NN |

m

jun-23 I |
jul-23 I |
aug-23 I |

sep-23 NI |

apr-23 I |

m

nov-21

o
des-21 NN |

HENone HlLow EModerate MSevere M Catastrophic / Death

Reported fall incidents in Of the total numbers of falls incidents reported For the months of July and August

Severity of

H Aneurin Bevan University  the severity of harm is categorised as follows 2023 there was a decrease in
a rm Health Board (ABUHB). for the period November 2021 to September reported incidents in both the No
2023. Harm and Moderate Harm
This data was retrieved categories.
from Datix as the * 36.2% - No harm
information source. * 52% - low harm The category of severe was seen
* 9.8% - Moderate harm as the same value for both months
* 0.9 % Severe harm (4)

* 0.1 Catastrophic
No incidents were reported as
catastrophic at the time of the
reporting the view of harm.
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Escalated risk concerns Section 3
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Framework
for

Speaking up
Safely in the
NHS

37/108

o The Framework has been developed, scrutinised and
approved in social partnership to provide an all-Wales
consistency of cultural expectation, approach and
escalation process whilst also strengthening local
initiatives.

«3A self-assessment will be completed to determine the
Health Board’s obligation to support people to speak up
safely and with confidence.

«3Self assessment to be presented to Executive Committee
19 October 2023.

osSubmission of self assessment to Welsh Government by
end of October 2023.
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Escalated
Risk

Concerns

38/108

»3Quality, patient safety and governance escalation
process Mental Health and Learning Disabilities
Division due concerns which go to governance,
leadership and culture.

osIncreased number of Serious Incidents over the last
quarter this is a positive indication of transparency
and reporting, but capacity is of concern.

o3Continuation of a theme of deteriorating patient
serious incidents. Collaborative event being held in
October to look at learning and quality improvement.

«Good progress being made on end of life and
bereavement pathways.
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Overview of the Health Inspectorate Wales’
Inspection of Cedar Parc, Ysbyty Tri Chwm

1 July — 22 September 2023




 Health Inspectorate Wales undertook an Unannounced Inspection to
Cedar Parc, Ysbyty Tri Chwm on 7-9 August 2023.

« An Immediate Assurance notice was issued.

No. of
Recommendations 9
identified by HIW

6 No. of Outstanding No. of Actions 74
Actions (in date) identified by Division
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« Overarching improvement plan and draft Inspection Report issued
by Health Inspectorate Wales on 19 September 2023.
 Improvement Plan to be submitted by 4 October 2023

No. of
Recommendations
identified by HIW

. No. of Actions
No. of Outstanding . o
TBC Actions (in date) 'dentified by TBC

Division

41/108
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To provide the Patient Quality, Safety &
Outcomes Committee with progress on : -

Health | |
Inspectorate = Inspections undertaken since July
Wales 2023

Inspections

Updpate = National Reviews

= Improvement plans with outstanding
actions
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ABUHB
Inspections/
National
Reviews
undertaken

July -
September
2023

43/108

Cedar Parc, Ysbyty Tri Chwm (Inspection)
Date of Inspection: 7 — 9 August 2023

Immediate assurance improvement plan: 29 recommendations
Overarching improvement plan: 43 recommendations

Report Publication Date: DRAFT received 19 September 2023
Improvement Plan to be submitted by: 4 October 2023

Patient Flow; a Journey Through the Stroke

Pathway (National Review)

Improvement Plan received: 15 September 2023
Improvement plan: 50 recommendations

Report Publication Date: 7 September 2023
Improvement Plan to be submitted by: 12 October 2023
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Division Out-of-Date Total

Mental Health & LD
Immediate 0 1
Ty Lafant 4
Overarching 0 3
Ty Cyfannol & Annwylfan Wards 0 5 5
Immediate 5 2 7
Cedar Parc -
Overarching In-development: Deadline to HIW 04/10/23
141 Urgent Care
Existing 9
Improvement Emergency Department - GUH (1-3/11/21) | O 4 4
P|al"IS Wlth Emergency Department - GUH (1-3/08/22) | O 3 3
Outstanding Family & Therapies
ACtlonS Review of Healthcare Services for Young 0 1 1
People
Maternity - GUH 2 1 3
Scheduled Care
D2 East & West - RGH 1 0 1
Diagnostics & Therapies
Ionising Radiation (Medical Exposure) 4 5 6
Regulations - NHH
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SDEC GUH at a Glance: 08/08/2022 - 15/09/2023

SDEC Throughput per Menth (exeluding eurrant) . SDEC Throughput by Specialty
Increzss i Poriod = 348 (220 - BE7)* statisticaly sigaifesnt SDEC Throughput by Time in Ward o

a5y
.58 31
.98
1,588
1029
1.888
1.8 875
- L s . . - l i = : - i : :
) s LB B [
_— A G F A (6 o o5 v £ & &
2 e i L P 4 & & o . o P o
i o & A i e B ey g o 5 E
L ) 2 o e e ras oY o x o
ax ‘.: ”." o o o * A
B HE 44 Hre S5 Hig T8 Hiz gaaH 1117 Hes

Progress Summary:

7006 Average 40 434 Next
Patients Patients day
seen per day Returners

Average daily patient throughput up from 33 to 40
Surgical model working very well

Medical Model GP referral process now in place
Medical referrals increasing substantially, from 10
to 25 per week, with peaks of 38

+ Reviewing condition specific pathways for direct
5744 referral from ED/MAU to SDEC

Median patients 1262 «  Reviewing WAST access to SDEC

: . . » Consistent Positive feedback from patients and
time 3:48 Discharged Admissions staff i

hours Same Day *+ SDEC has never been used for in-patient capacity
(82%)
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Ission

GUH SDEC has been seeing around 25-45

Data Updates & Forecasting:
patients/day
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Rapid response in phys

Goal 4

ty

GUH ED Act

health c

VI

risis

Ambulances
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Goal 4: Rapid response in physical or mental
health crisis
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Attendances

ey

Number of Patients Exceeding 24 Hours in ED
Data Updated; 2023-09-12 06:00:51
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Day(Yearly Cycle)

hours in ED

Data Updates & Forecasting:

« Around 12 patients a day waiting over 4 hours
for ambulance handovers at GUH

« Around 14 patients a day spending over 24
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Medical Staffing:

Medical Staffing to
support the
Emergency
Department
(Demand &
Capacity modelling
showing deficit for
demand)

Nurse Staffing:

Vacancies with
increased number
of patients causing
additional staffing
pressures and
associated
governance and
costs.

Patient / Safety
Flow:

Congestion within
the ED (and
Assessment Units).
Increased
presentations / Long
lengths of stay /
Ambulance delays

Increased activity

Vacancies

Implementation of
different models of care

National shortage of
registered nurses
Emergency Department
Establishment was
increased following the
move to the GUH
Challenging place to
work due to increased
attendances, increased
acuity, environmental
challenges, inadequate
flow

Increased demand
Poor patient flow
Pathways of Care
Increased Delayed
Discharges of Care

Locum processes in place and reviewed
weekly with management team and monthly
within Directorate

Ongoing recruitment

Regular review of medical rotas to match
demand within financial envelope are in place
with site leads.

Explore alternative roles e.g. Physicians
Assistants, ANPs etc.

Recruitments drives for Registered Nurses
and HCSWs

Student streamlining

Recruitment of internationally trained nurses
Robust sickness management

Practice Educators working clinically alongside
junior staffing

Senior Nurse Point of Contact (POC)
Block-booking of staff secured and robust
processes in place to manage roster

Explore & progress alternative roles

Red Line (24/4) in place from 15 May 2023 to
support ambulance offloads and long waits in
ED

Escalation plan in place to support movement
of patients

Comprehensive review of available spaces
with Capital Planning colleagues at GUH
(Main Wait, Sub-wait and SDEC)

Full Capacity Protocol (FCP) in place
Expansion of ED Main Wait being progressed
through Capital Bid Application with Welsh
Government

SDEC in GUH open. Predominantly scheduled
care utilising but imminent plan to increase
medicine usage now AMU has moved to SAU
footprint

issue | cause | Remedial Action who | When _

General Ongoing
Manager /

Divisional

Director /

Divisional

Management

Team

Divisional Ongoing
Nurse /

Divisional

Management

Team

General Ongoing
Manager /

Divisional

Director /

Divisional

Nurse /

Divisional

Management

Team
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Quality Strategy

Implementation
Plan

51/108

» Continued roll out of Quality Strategy and Patient Experience and Involvement
Strategy

QOF being refined and report presented to PQSOC.

» Two day event with external facilitator Maxine Power - WAST conveyance and
collaborative for deteriorating patient.

» Continue to develop Quality operating framework, implementation plan and
assurance framework. To ensure triangulation of data.

» Workplan being refined, including deteriorating patients, NRIs and never events in
theatres and radiology.

» Reviewing QPSOG and establishing forum for learning. Including membership and
purpose of the Group (additional members to include WF & OD).

» Safe Care Collaborative ongoing and moving inhouse.

Quality pillars as defined in the Quality Strategy:

Patient and staff experience Health, Safety and Security These *pillars of quality’
(o She Etorine ‘ ‘ run through our
organisation, ensuring
Incident Reporting - falls, Infection Control and that we deliver the
BECaGTE dicors, e Prevention highest standards of care
i under these domains

Providing data in these
ngpllla.:;?‘gncerns and Sataquariiing Pillars of Quality will
’ review our performance.
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= Quality narrative report produced for In Committee Board

= Populated QOF ready for next PQSOC, will refine to ensure
narrative and learning is captured.

= First learning forum held, mapped to pillars of quality and will
map to Six domains of quality (STEEEP).

Quahty = QPS resource being realigned.

Strategy = Safety first - a redfesigned apprgach to _incidents, serious incident
d management learning and decision making.

Up ate = QI refresh - mapping of QI expertise in the organisation,

identifying Quality champions. Autumn - big conversation around
Deteriorating Patients to create capacity and develop capability
and a further conversation on Q1.

= Accelerated quality improvement event with external facilitator on
WAST conveyances and deteriorating patients taking place in
October.
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Person
Centred
Care:

Listening
and Learning
from

Feedback

53/108

Equality and
Diversity

(Volunteering
and
Employment)

Equality and
Diversity

(Stroke
Services)

Equality and
Diversity

(Alcohol
Services)

Diverse Cymru
indicate that
people from
diverse ethnic
backgrounds
need to have
better access to
volunteering and
employment.

People who have
experienced
stroke wish to
have an
opportunity to
volunteer.

People who are
recovering from
alcohol misuse
would like the
opportunity to
volunteer.

Contact made with Diverse
Cymru.

Person Centred Care Team
(PCCT) have undertaken
Ethnic Culturally Competent

Workforce Awareness Training.

Working with Coleg Gwent to
support international Health
and Social Care students with
volunteering and work
experience placements.

Meeting held with Head of
Services Neurological Rehab

Neurological Rehab Team
forwarded PCCT details to
those patients interested.

Met with Neurological Rehab
support group to discuss
volunteering opportunities.

Two of the volunteers have
completed recruitment, 1
commenced at YYF

PCCT have met with patient
group to discuss volunteering
opportunities and agreed one
support group to be led by all
volunteers.

Members of the PCCT will
hopefully achieve Ethnic
Culturally Competent
Accreditation which will further
embed cultural competence in
the Person-centred Care Work
Programme.

PCCT Team will be able to
advocate cultural competence
across teams to embed ethnic
equality across person-centred
care activity including volunteer
recruitment.

Co-production will allow people
who have experienced a stroke
to gain an opportunity in
volunteering

Offering volunteer opportunities
will provide people who are
recovering from alcohol misuse
the opportunity to volunteer
and gain a sense of purpose.

Patient story shared at QPSOG.

Working with
Diverse Cymru, Self-
Assessment to be

completed within the

PCCT.

This will indicate the
steps to be taken to
achieve

accreditation.

Continue with
recruitment of
volunteers.

2" volunteer to be
inducted on 29th
September

Continue with
volunteer
recruitment.

Look for suitable
venue to hold new
group.
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Neuro Patients have Meeting with patients. Staff will be Film to be taken to Board.
Diversity expressed concern confident to

about ‘sensory recognhise and

overload” when Patient story prepared for Board. respond to patients  Meetings with Divisional Leads

attending A&E and with neuro-diverse  gnd patients to establish

lack of awareness conditions. ‘expert by experience’

BT LR TYElrEEy Agreement with the Division to use improvement group.

amongst the : . e

workforce feedback as learning and identification of , )

ce. actions needed to improve experience. People’s experience

Person

Patient Relatives have Introduction of PALS service agreed. Patients and Await staff to take up
‘ e ntred Experience raised concerned ) i relatives will be positions.
Recruitment of 3 PALS Officers

will improve.

about being o q q d b able to access a blic inf ion leafl
. (PALS) rElE e @ariEe (anticipated start date mid-October single point of Public in ormgtlog efa St to
a re n wards and lack of ~ 2023) access to raise BIROANEE SERTIES CIfEEE),
- - timely information  Alignment of existing PLO service to enquiries. Refine/finalise operational
Listenin g PALS. here will be s Procedure.
Public information drafted. reduction in formal
a n d complaints due to
Meeting arranged with PTR, Customer better processes for
— Services and PCCT Team to finalise Early Resolution.
Learning
Meeting arranged with DATIX Leads to
fro m prepare the PALS Datix Module for use.
Patient CIVICA roll out All 18 mental health and learning Training offered to  To ensure all training is
Experience across MH/LD disability wards were visited with all wards and completed and wards are
Feed a C division and YYF baseline data collected from 14 of 18 CIVICA posters offering surveys to patients.
(CIVICA) with the person- wards, totalling 63 surveys, and 6 sent out in I d and . db
centred care medical wards and 1 surgical ward readiness to go Datz collected and actioned by
survey. totalling 57 surveys. live. ward manager.
Findings fed back to senior nurse and Supported wards to Data to be shared via QPS.
deputy heads of nursing. have a designated  pcc Survey to be included in

area so patient ot
Findings also shared with PC&C QPS feedbackp process is Ward Accreditation.

team in readiness for data to be collected easily accessible to  Safety Visits to consider asking
for monthly QPS reports. patients and family. Patients the 8 core PCC survey
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Person
Centred
Care:
Listening

and
Learning
from
Feedback
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Theme

Cancer Café’s

Volunteer to
Career

Staff
Wellbeing

Volunteering

More support is
needed for people in
the community living
with cancer.

People with additional
learning needs and
those who have not
worked in the NHS
need support to gain
work experience.

Request from clinical
team for Wellbeing
Therapist volunteer
to support front line
clinical staff providing
massage therapies to
improve their
wellbeing.

Meetings held with Cancer Project
Officer to establish Cancer Cafés to
support patients in the community.

Emails sent to existing volunteers for
expression of interest in supporting
café’s.

Met with Additional Learning Needs
Tutor from Coleg Gwent.

Met with Workforce to update with
work plan who in turn signposted
personnel to discuss volunteer
Wellbeing Assistant.

40 volunteers on the Volunteer to
Career pathway.

Roadshows at ‘Fresher Weeks’ held at
local colleges. Roadshows and
volunteer promotion in
community/supermarkets

Team met with Chaplaincy and
Volunteering team.

To pilot if agreed, staff can self-refer,
or be referred by their line manager.

People in the
community diagnosed
with/living with cancer
will have better access
to cancer support

People with additional
learning needs and
those with no
experience of working
in the NHS will be
provided with volunteer
opportunities to gain
experience.

Shared initiative at
National Bevan
Commission Event and
National RCN Award
presentation.

Staff will have access to
wellbeing therapies.

Await contact from
existing volunteers.

Ongoing
discussions around
peer support
through the Cancer
Covid Recovery
Steering Group

Ongoing
collaboration with
WOD, colleges and
job centres.

Continued
promotion of the
Volunteer to Career
Programme.

To create a new
role profile for a
Wellbeing Therapist
Volunteer, forward
to Staff side for
comments

Staff member to
commence
volunteer
recruitment
process.
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Care After Feedback from Meetings with COVID People who are Establish Bereaved
Death (CAD) COVID bereaved bereaved relatives. bereaved will be able to ‘Experts by Experience’
relatives who require access meaningful and group to collaborate on
more information. timely support. actions to improve
CAD public information experience.

revised and sent to relatives CAD website to be

Pe rso n for comments. updated
CAD and PCCT meeting
Ce ntred arranged for September 2023.
Meetings with English Trust
Ca re u to look at SWAN end of life
- and bereavement model.

| |
LI Sten I ng Patient Community Health Met with leads to discuss Patients will be afforded To email existing patients

Education Programme (CHP) promotion, managing the targeted education on waiting lists for other
a n Dieteti Nutritional referrals process and format sessions to better services and arrange dates
(Dietetics) Presentation for patient education understand the benefits for service to commence in

Lea rn i n indicated need to sessions. of a balanced diet. relation to the demand.
ensure patients

better understand

fro m balanced diet through Need to further discuss the

improved patient current eating guidelines

Feed ba Ck education. approved by the NHS to
enable patients to understand

the components of a balanced
diet, introduction to the
Eatwell Guide and explore
ways to make meals more in
line with the Eatwell Guide.
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Medication Incidents by Severity and Division Q1 2023-24

100

90
80
70
60
50
40

30

Medication @

Safety . H H B

G r F&T Mental Health & Learning Primary Care & Scheduled Surgical & Medicine Urgent Care

Disabilities Community Division Critical Care

H None Low Moderate

- Total 304 incident reported April to Q2 Q3 Q4 Q1
June 2023. July onwards will be in None 524 226 508 188
Q2 data.

« Total 291 incidents reviewed and
investigated April to June 2023

« Graph relates to total number of
incidents by division and “Severity |Catastrophic 1 0 0 0
of Incident Post Investigation”,
table relates to “"Reporters View of

57/108 Levels of Harm” 77/512

Severe 0 7 5 7

Total 361 360 346 304




Medication

Safety
Group

58/108

Medication Incidents by Sub Type and Severity Q1 2-23-24

Medicines advice errors
Allergic reaction (unknown previously)
Monitoring errors |l
Medication prescribing [l
Medication storage, security and disposal [l
Medication documentation errors |l
Preparation errors [
Medication prescribing error [ N I
Medication supply errors | NN
Administration errors [ NENRNENEGEGzGzGz<S~S@

o 20 40 60 8o 100 120 140

H None Low Moderate

Thematic reviews:

« Prescribing and medication reconciliation incidents and subsequent internal alert on
“The importance of taking an accurate drug history” June 2023.

 Insulin incidents occur in several sub-type categories and have multifactorial
contributory factors. Action plan developed in conjunction with diabetic nurses
including raising awareness of work already done e.g., resource file in each acute
clinical area, encourage use. Collaboration to deliver on targeted training on sites and
within community settings.
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Medication

Safety
Group

59/108

Exception reports received from all divisions and incidents of concern
discussed and whether learning was or will be shared for organisational
learning e.g., HIW inspection and room temperature monitoring.

Divisional work streams that align with the medication safety strategy
highlighted and celebrated e.g., pregabalin audit in primary care, move to
electronic consent forms for school vaccination programme to avoid
incidents.

Yellow Card update - targeted training of pharmacy technicians and
school nurses delivering vaccination programme.

Internal alerts relating to medication included amiodarone PFS shortages
and subsequent switch to ampoules (June 2023) and glucagon shortage
resulting in a switch of brand (August 2023).

Current Patient Safety Notices relating to medication:
— Calcium gluconate risk of underdosing

— Potent synthetic opioids

MHRA Drug Safety Updates - await further information on teratogenicity
of sodium valproate in males.
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Medication

Safety
Group

60/108

Issue

Insulin safety

Calcium gluconate PSN
needs work and
subsequent changes in
dosing from 10mls to
30mls.

Cause

Thematic review
undertaken - cause
multifactorial and
incidents appear in
several sub-type
categories

Risk of under-dosing
identified in PSN.

Remedial Action

Action plan developed in
conjunction with diabetic
nurses. Feedback to MSG in
November on outcomes

Short working group formed
to review ABUHB
hyperkalcaemia policy and
will go through scrutiny at
next Clinical Standards and
Policies. Further action to roll
out new policies.

Who

MSG/ diabetic
nurses

Renal team/
MSG

When

November
2023

December
2023
deadline
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Health,
Safety &

Security

61/108

Health and Safety Executive Engagement
The Health and Safety Executive (HSE) have one active
case with the Health Board relating to an investigation of

a patient fall at Nevill Hall Hospital, which occurred in
20109,

The Health Board have received correspondence from the
HSE regarding a concern in relation to workplace
exposure to Diesel Engine Exhaust Emissions
(DEEE) as a result of ambulances waiting idle outside
the Grange University Hospital Emergency Department.

Further to the development of a working group
comprising of ED Management Team, WAST Health &
Safety Representative, WAST Trade Union Representative
and ABUHB Corporate Health & Safety Department
measures have been implemented to mitigate the risk.
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Health,

Safety &
Security

62/108

Reporting of Injuries, Diseases and
Dangerous Occurrences Regulations

During the period September 2022 to August 2023 the Health
Board have reported 96 incidents to the HSE in accordance with
the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations (RIDDOR).

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug
2022 2022 2022 2022 2023 2023 2023 2023 2023 2023 2023 2023

60% of these cases were reported within the legal timeframes
within the legislation. This is an increase of 2% from the
previous report.
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Health,

Safety &
Security

63/108

Health and Safety Statutory and
Mandatory Training

At end of August 2023 training compliance for the Health
Board was reported as:

Health and Safety — 86%
Violence & Aggression — 84%
Fire Safety — 81%

Manual Handling - 56%

There has been an increase in all the health and safety
areas compared with the previous report.

A review of all health and safety training strategies is
being undertaken to ensure an increase in compliance.
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Health,

Safety &
Security

64/108

Reinforced Autoclaved Aerated Concrete
(RAAC)

A plan of operational health, safety and fire risk assessments
are being completed by Corporate Health and Safety.

The assessments will provide assurance of the safety measures
implemented associated with RAAC at Nevill Hall Hospital.

Workplace Inspections

Corporate Health and Safety are revitalising the health and
safety workplace inspections in October 2023. The plan is to
undertake an inspection of all patient care areas by end of
March 2024.

The findings of the inspections will be reported and monitored
by the Health Board Health and Safety Committee.
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Health,
Safety &

Security

65/108

Violence Prevention & Reduction

The Violence & Aggression Team are currently
reviewing the suite of policies and procedures. The
plan is to revise the policy and strengthen the
supporting procedures/ protocols to support local
managers to reduce violence and aggression in the
workplace.

Fire Safety

A programme of fire risk assessments across the
Health Board is conducted by the Fire Safety Team.
There is currently a backlog of assessments, these are
being prioritised for completion based on risk.
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Claims,
Redress &
Inquests

July &
August
plipic

66/108

Focus during the Summer

= Welsh Risk Pool LAP - Learning Advisory Panel

ABUHB focus on all aged cases > 6 months

Over 100 submissions of evidence/learning/assurance

No Financial Penalties at July WRP Committee

ABUHB representation at LAP Panel
— Maternity Complaints lead

— Head of Nursing Urgent Care
— Legal Service Managers 2023-2024
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WRP
Learning

from
A S
Report

67/108

Key Points for inclusion
and Expectations of WRP

Issues - The issue is the failing
that led to the breach of duty or harm.

Actions - For each issue identified
what action or actions have the
health body implemented to reduce
the risk of the same happening again
to another patient or another
member of staff?

Supporting evidence
for Actions
Evidence must be current
» Guidelines/SOPs updated and
reviewed
= Further training (compliance)

= Induction training periodically
updated

Wider awareness/sharing &

cascading of learning
= Team meetings (minutes)
Audit days

Posters

Emails with learning
Huddles

Case presentation

Monitoring of actions

= Audits

= Spot checks

= Staff walkabouts

= Snapshots of anonymised patient
records
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Claims,
Redress &
Inquests

WRP
Update

68/108

Decisions arising from the Welsh Risk Pool
Committee held on: 20t September 2023

Payment deadline (date by which payments will be made):
11t October 2023

Payment will be made on behalf of the WRP by the Velindre
University NHS Trust Finance Team

Payment due to health body: £3,244,219.36
«sCommittee Meeting £3,100,072.33
osAmber Meetings £144,147.03

No Financial Penalties

88/512



Property Court of
Damage/Loss Protection
15 1

Claims,
Redress &
Inquests

Clinical
Inquest Negligence
215 384

Open
Caseload as
of 31/08/23
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Looking ahead ...........
Claims,

Red ress, = Change of team structures
Inquests = Change of nhames and terminology

& Patient = Changes to our Policy
Safety = Change of approach

Incidents
Update to be provided at PQSOC in

December 2023.
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COVID-19
Investigations

July & August
plipic

71/108

Wave 1 Wave 2 Wave 3 Wave 4
(27/02/2020 - (27/07/2020 - (17/08/2021 - (20/12/2021 -
26/07/2020) 16/05/2021) 19/12/2021) 30/04/2022)**
Total Incidents 316 1141 322 1033
Investigations Not
Started 0 517 6 418
Under Investigation 0 33 1 48
Downgraded/ 32 56 168 233
Recatergorised
Referred to Scrutiny 0 259 14 21
Panel
Completed 284 276 133 313
Investigations
Check +/- 0 0 0 0
Deaths 147 379 51 117
Highlights:

Wave 1: 100% complete
Wave 2: 52% complete
Wave 3: 98% complete
(remaining are MHLD
cases)

Wave 4: 55% complete
Overall: 64% complete*
*completion rates include

cases going through MDT
and up to 31 August 2023

Team performance tracking close to required trajectory to complete programme on time with staff resource in

post

* NNCP site visit positive; assurance regarding governance, completion rates, processes provided
* Weekly MDT panels scheduled
* NNCP CIVICA user experience survey live
* Incoming enquiries from patients and/or relatives extremely low
* No queries post investigation outcome responses (except existing complaints pre programme)

* No increase in support requests to Llais

* No escalation of cases to AB Scrutiny Panel or legal
* QPSOG updated with learning feedback, meetings to follow

Challenges:

* Retention of FTC staff
* Maintaining investigation pace
* General record keeping and access to information

Mitigating Actions:
* Pushing case completion pace for remaining 2023 period

» Early conversations regarding staff plans and redeployment
* Working with divisional colleagues to access records
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Issue |Cause __ |RemedialAction |Who __|When _

Retention of FTC staff High FTC resource & high Requested 3 Month extension COVID-19 On going
risk of losing resource (to 30 June 2024) for critical Investigation
prior to 31 March 2024. resource to secure Team (CIT)

programme completion.

Non-Clinical Investigator
strategy tried & tested,
recruited into vacancies.

Early conversations with staff
re: next steps and

COVI D- 1 9 redeployment
InveStigationS Investigation resource to  Out of scope of the NNCP Actions with IP&C IP&C On going

undertake live wave in framework.

Prog ra m me line with Duty of Candour

Risks General record keeping & Clinical notes sparse for N/A
access to information COVID-19 identification

& management.

Locating pertinent notes N/A

due to non-

chronological back

scans.

Mental Health notes in Liaising with Health Records COVID-19 On going
off-site storage colleagues. Improvement Investigation

facilities. seen late June. Team (CIT)
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COVID-19
Investigations

Programme
Risks

73/108

Delayed start to
programme &
resource to complete
programme on time.

Investigation resource
to undertake live
wave in line with Duty
of Candour.

Availability and time
to locate clinical
notes.

High FTC resource
and high risk of
losing resource prior
to 31 March 2024.

Out of scope of the
NNCP framework.

Mental Health notes
in off-site storage
facilities.

Requested 3 Month
extension (to 30 June
2024) for critical resource
to secure programme
completion.

Non-Clinical Investigator
strategy tried & tested
outcome positive. Further
recruitment in progress.

Actions with IP&C

Liaising with Health
Records colleagues

COVID-19 Ongoing
Investigation
Team (CIT)

IP&C Ongoing

COVID-19 Ongoing
Investigation
Team (CIT)
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Data Analysis and Safeguarding System Assurance

Following the launch of the Quality Strategy, the Corporate Safeguarding
Team is exploring what measures it can put in place to monitor quality and
performance.

These will include: -

= Training Data
= Staff evaluations post training

= Activity Data
— Child Protection Medicals
— PRUDIC's
— Child Strategy Discussions
— Section 5 Practitioner Concerns

Safeguarding

= Audit Schedule
= Service User Feedback
Whilst processes are in place to monitor quality and performance systems of

independent contractors, these need to be strengthened in relation to
safeguarding, in order for ABUHB to be assured.
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The Corporate Safeguarding Team are currently supporting Safeguarding
Boards with:

> 4 Child Practice Reviews
> 1 Adult Practice Review
> 5 Domestic Homicide Reviews

Safeguarding

Recently published reviews have been presented to Safeguarding
Committee, which have highlighted the need to formalise how learning is
embedded in to practice.
Current g
Practice The Safeguarding Committee has established a Sub Group to maintain a
- composite action plan in relation to the published reviews and to monitor
Reviews Drogress.

A developing theme from the Domestic Homicide Reviews is around
professional curiosity and how we encourage staff to have wider
conversations with patient and their carers in regard of general
welfare/safety. This is being addressed through Safeguarding Level 3
training and Ask and Act Training.
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= ABUHB is required to provide Safeguarding Training in relation to
Children and Adults in line with national standards.

= Current training compliance:

Safeguarding 1 84.07%  83.05%

2 84.57% 82.03%

Training and
Development

» Safeqguarding level 3 training package commenced in April 2023.
Both adults and children’s training packages are currently
evaluating well.

= Divisional leads urged to support the training plan by encouraging
staff to book on to training. To ensure this is manageable it has
been suggested that higher banded staff (6-7s) attend first then
gradually working down to their Band 5 staff.
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Safeguarding

77/108

Timeliness and
Quality of
Safeguarding
Referrals from
ABUHB
Professionals

Poor compliance/
uptake of Adult
Level 3 Training

Concerns
regarding findings
of Child Protection
Medicals not
always influencing
outcomes for
children believed
to be at risk of
harm

Practitioners are not always .
recognising the requirement to
refer or prioritising the

completion of the DTR forms.

Some staff do not feel confident -
in reporting concerns, therefore
await management
approval/assistance to do so.

» Staff shortages impacting .
volume able to attend
training

* Understanding the value of
the training for staff groups .

identified in the
intercollegiate document
e Training not mandated via
ESR .

* Multi agency partners do not .
always unde4dstand the
terminology used in reports.

* Report Authors are not
always invited to present
their report at Initial Child .
Protection Conferences
(ICPC)

+ ABUIHB staff not aware of

escalation procedure where .

they feel that the outcome of
the ICPC may not be safe.

Head of Safeguarding to Corporate
write to Divisional Nurses Safeguarding
and ask that the importance Team

of timely completion of DTR’s
is shared

Models of Safeguarding
Supervision to be explored in
some priority areas.

All Divisions

Mapping of staff groups
requiring level three
safeguarding training now
complete

Discussion at Safeguarding
Committee and request to
Divisions to actively
encourage engagement
Discussions with ESR to have
Level Three training added to
this platform ongoing

Corporate
Safeguarding
Team

Corporate
Safeguarding
Team

Head of Safeguarding to
present to managers of
Children's Services and
Police regarding our
concerns.

Local authorities to ensure
report author is invited so
they can attend or send a
deputy

Gwent Safeguarding
Professional Escalation Policy
to be circulated to those
attending meetings on behalf
of ABUHB and to be
highlighted in Safeguarding
Supervision

Ongoing

Ongoing

November
2023
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Cause

Issue

Cluster of hospital acquired C difficile >
on Ebbw Ward, YAB

Suboptimal antimicrobial
prescribing

» Lapse with fundamental IP
measures

Cluster of hospital acquired C difficile
on Ward 3/2, Nevill Hall

» Use of broad spectrum antibiotics

General increase of C difficile infection > Antimicrobial prescribing
» Lapse with fundamental IP

measures

Staph Aureus & Gram Negative BSI

Remedial Action Who When

» Microbiology linked with Clinician to Microbiology Completed August
discuss treatment plan for individual 23
cases Infection Prevention September 2023
» IP to arrange ward based practical
training

» Dr acknowledged feedback & shared Doctor

learning points with team

Completed August
2023

» Drs training implemented Infection Prevention
» IP link with site hub to inform HPV cleans
» Promoted the use of SIGHT mnemonic

particularly for medical division

Completed August
2023
Ongoing

Issue Cause

Fewer cases in August 2023. no
MRSA bacteraemia & no ward
clusters

Seasonal increase in Gram negative » High percentage of cases have
BSI urinary tract identified as source
of infection

78/108

Remedial Action Who When

Continue to promote ANTT Infection Prevention Ongoing

» Care homes being offered UTI education Infection Prevention October 2023
» Continue to promote HOUDINI - make

the catheter disappear
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Daily number of inpatient cases in hospital, by health board of admission

Aneurin Bevan UHB
Betsi Cadwaladr UHB
Cardiff and Vale UHB
Cwm Taf Margannwg UHB
Hywe! Dda UHB

Fowys THB

Swansea Bay UHB
Velindre NHST

Wales 0

100

50

D aily number

15 Jun 23 |
22 Jun 23
29 Jun 23

Patient died within 28 days of a
healthcare associated C difficile
infection. C difficile was cited on the
death certification

Care home residents and staff with
shingles & chicken pox

Patients with scabies on Cedar parc

791/'t1 dg:)yty Tri Cwm

a6 Jul 23

13 Jul 23
20 Jul 23
27 Jul 23
03 &ug 23 h
10 &ug 23
31 aug 23
a7 Sep 23 '.

Initial treatment was not in line
with guidelines.

» long gap between stool sample
collection (6/7/23) and
authorisation of result
(13/7/23), and treatment was
therefore not commenced until
13/7/23.

» Infection Prevention practice
not robust

» Staff with no history of VzV or
vaccine

> Patient admitted with scabies

14 Sep 23

Covid-19

Remedial
i Action
B Aneurin Bevan UHB ctio

Infection Ongoing
Prevention

0 Bets Cadvdladr VB | 6 \yardis > Increase of
B Cardiff and Vale UHB closed due visitors
[ com Taf Morgannwg UHB | tO outbreaks > Change to
. Hywe! Dda UHB of Covid-19 testing
strategy
ey > Staff
! Swansea Bay UHB working
Velindre NHST with
symptoms
» Shared
facilities

> Correct treatment then commenced

» Linked with Dr regarding accessing
treatment out of hours

> Staff education

» Advised to risk assess ‘non-immune’
contacts from Day 8 to 21 post exposure
(guidance provided).

» All patients and staff received
prophylactic treatment.

» Promote best
practice

» Monitor
compliance
with Covid
safety
measures

» Link with site
teams for
correct
patient
placement

National Reportable Incidents & Non-ReportabIe Incidents

Infection Prevention

Microbiology

Infection Prevention

Infection Prevention

Occupational Health

Ongoing

Completed Aug-
2023

September 2023

Completed Aug-
2023

Completed Aug-23
99/512



MRSA MSSA E. coli Klebsiellasp  P. aeruginosa

C. difficile bacteraemia bacteraemia bacteraemia bacteraemia bacteraemia
Aneurin Bevan UHB 77 2 37 145 a0 10
Betsi Cadwaladr UHB 109 1 67 216 b5 15
H ea Ithca re Cardiff and Vale UHB 45 5 67 1?9 a0 9
Cwm Taf Morgannwg UHB 46 5 56 172 45 5
a Ssociated Hywel Dda UHB 67 - :_n 1?5 43 1_4
- o Powys THB 6 i [ 2 0
I nfectlo n S p— Swansea Bay UHB 85 5 61 125 37 10
Velindre NHST 1 1 ] 3 5 |
AI I wa Ies Wales 440 23 328 988 289 63
co m p a ri SO n C. difficile haclt-lHSA _ MSSA _ ] _ Klebsiella sp P. amg‘m_ﬂ
eraemia  bacteraemia  bacteraemia  bacteraemia  bacteraemia
Aneurin Bevan UHB 30.79 0.8 14.8 57.58 19.99 4
Au g u St Betsi Cadwaladr UHB 37.07 0.34 22.79 73.46 20.07 2.1
Cardiff and Vale UHB 23.23 2.37 31.77 65.51 23.71 4,27
plipic; Cwm Taf Morgannwg UHB 24,46 2.66 29.78 91.47 73.93 2.66
Hywel Dda UHB 41,13 2.48 24,35 114.17 26.39 8.29
Powys THB 10.79 } | 3.8 0 [
Swansea Bay UHB 52.01 3.06 37,32 76,45 22.64 6.12
Velindre NHST
Wales 33.21 1.74 24,75 74.57 21.81 4.75
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81/108

Cluster of hospital
acquired C difficile on
Ebbw Ward, YAB

Cluster of hospital
acquired C difficile on
Ward 3/2, Nevill Hall

General increase of C
difficile infection

» Suboptimal
antimicrobial
prescribing

> Lapse with
fundamental IP
measures

> Use of broad
spectrum antibiotics

» Antimicrobial
prescribing

> Lapse with
fundamental IP
measures

Remedial Action

» Microbiology linked with
Clinician to discuss
treatment plan for
individual cases

» IP to arrange ward based
practical training

» Dr acknowledged feedback
& shared learning points
with team

» Drs training implemented

» IP link with site hub to
inform HPV cleans

» Promoted the use of SIGHT
mnemonic particularly for
medical division

Microbiology

Infection
Prevention

Doctor

Infection
Prevention

Completed
August 23

September
2023

Completed
August 2023

Completed
August 2023
Ongoing
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Staph

Aureus

82/108

__ S “m

Fewer cases in August
2023. no MRSA
bacteraemia & no ward
clusters

Seasonal increase in
Gram negative BSI

Infection
Prevention

Continue to promote ANTT

» Care homes being offered Infection
UTI education Prevention
» Continue to promote
HOUDINI - make the
catheter disappear

» High percentage of
cases have urinary
tract identified as
source of infection

Ongoing

October
2023
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Mental
Health &

LD
Division

83/108

Hospital/ Date of
Ward/ Area Inspection

Cedar Parc| 7-9/08/23 |v 29 74 7 43 TBC N/A
An alarm policy must be implemented to support staff in their roles. Divisional procedure for the use of 31/08/23 Draft complete
personal alarms on in-patient units to & circulated, to
be produced in addition to be ratified in
manufacturers guidance. Divisional QPS
(Sept)
The HB must ensure that DNACPR forms are kept in a fixed and accessible | Current paper-lite file clasps to be 30/09/23 In progress
location within patient records to ensure patient safety. reviewed across MH&LD Division where (recommendatio
they are in use. ns/ options
developed for
Divisional
consideration)
Ensure all staff on Cedar Parc are compliant with PMVA training. Within the current substantive staffing October In progress -
cohort, all staff are PMVA trained with 2023 staff booked on
the exception of one staff member who
has been on long term sick. They have
been booked for training in October
2023 (first available).
We found multiple missing signatures within the medication charts we All staff to complete Medication 28/08/23 In progress
viewed. We further reviewed the hospitals weekly medication chart audit Management Training on ESR.
completed since 2020 and saw instances when it had not been completed
within the set timescales. This audit documented numerous missed
signatures with accompanying comments that the staff concerned had
been informed or emailed. The monthly Controlled Drugs audit also
identified missing staff signatures. During our discussions with staff they
were not able to describe any additional governance oversight nor
processes implemented to encourage shared learning and prevent
reoccurrence of this error. We notified staff of this issue but still found an
additional six missing signatures within the medication records over the
course of the inspection. Staff did not address the seriousness of the
issues present and the remedial actions required. Therefore, we were not
assured that patients are being fully protected from harm on the ward.
Update the Health board’s ‘Use of Restrictive Physical Intervention’ policy The ‘Use of Restrictive Physical 30/09/23 In progress
to provide clear guidance to staff. Intervention Policy’ has been reviewed
and updated. It is currently being
consulted upon across the Health
Board.
Some staff we spoke with during the inspection were not aware of the MHA training is offered on a rolling September- In progress
legal requirement for C02 Certificate of Consent to Treatment and C03 basis. MHA trainer to book update October 1 0
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Mental Health

& LD Division

84/108

Hospital/ Date of
Inspection

Ward/ Area

31/01/23- v

Ty Lafant 01/02/23

28 1 50

88 3

The health board must provide HIW with details of
how it will ensure that robust processes are put in
place to ensure that restraint incidents are being
effectively recorded, investigated, managed and
scrutinised in order to prevent reoccurrence and
encourage shared learning. Measures must be taken
to ensure that all relevant details of restraint
incidents are captured and recorded to include all
involved members of staff and their actions
throughout the incident.

The Health and Safety team has
reviewed the Restrictive Physical
Intervention Policy. This is due to be
presented to the Health Board’s
Health & Safety Committee on 9
February. Following a period of
consultation, it is anticipated this will
be in place in March/April 2023.

April 2023

September
2023

Current policy is fit for
purpose. The revised policy
is scheduled for sign-off via
EQIA 26/09/23.

Measures should be undertaken to ensure that staff are compliant
with the All Wales NHS Dress Code and that workplace clothing
must address key Health and Safety recommendations.

The Division will review its position across in-
patient services with regard to wearing of
uniform across all disciplines.

Junez023

September
2023

The Divisional Lead Nurse has
commissioned a patient-led survey
of patient & staff perspectives to
inform the review. Nursing staff
across the Division have been
reminded of the correct uniform
code in lieu of the outcome of the
survey.

Sep: Draft survey developed & to be
modified following feedback

We recommend that healthy eating initiatives are
implemented on the unit for the benefit of patients.

Catering Dietician has approached
the Division to discuss and share
guidance around healthy choices. To
be discussed at Divisional QPS
meeting.

Fuby2023

September
2023

Scheduled on QPS agenda for
26/07/23 but no response from
dietician. Chased for September
QPS meeting.

Pictures of the menu choices should be provided so
that patients can view a pictorial and written menu.

Division to liaise with Facilities
Division to create a visual library of
menu options.

July 2023

Division have chased
Facilities Division for an
update.
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Mental Health

& LD Division

85/108

Date of
Inspection

Hospital/
Ward/ Area

Ty Cyfannol

& Annwylfan | 5-7/09/22 4 3 7 o 44 78 5
Wards

The health board should ensure that relevant policies | Policy is currently being updated. March 2023 Corporate policy under review.

are reviewed and kept up to date prior to their
expiration date. This includes the Equality and
Diversity Policy which expired in November 2021.

The health board should ensure that relevant policies
are reviewed and kept up to date prior to their
expiration date, including the Use of Restrictive
Physical Intervention Policy which expired on 26
September 2019.

This policy will be reviewed by the end of
December 2022.

December 2022

Current policy is fit for purpose. The revised
policy is scheduled for sign-off via EQIA 26/09/23.

The health board must draft a structured policy
regarding use of the ECA on both wards. We further
recommend improvement in the documentation and
daily records entries for patients who spend time in
the ECAs so that a clear picture of their time spent on
the ECA can be established.

Seclusion & Segregation policy currently
being drafted.

December 2022

Will be completed in October 2023.

ECA guidelines to be included as
appendices, to include required
documentation to record ECA stays.

December 2022

