Patient Quality Safety and Outcomes

- AN GIG
Committee o{%a J1C

Tue 25 April 2023, 09:30 - 12:30 07 NHS

Microsoft Teams
Agenda

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 7th February 2023
Attached Chair

Bj 1.4 Draft Minutes PQSOC Committee 07_02_23 Chair Approved.pdf (10 pages)
1.5. Committee Action Log

Attached Chair
B 1.5PQSOC Action Log April 2023.pdf (4 pages)

2. Items for Approval/Ratification

2.1. Committee Annual Report 2022/23

Attached Director of Corporate Governance

Bi 2.1 PQSOC Annual Report 2022-23.pdf (3 pages)
B 2.1a2022-23 PQSOC Annual Report v2.pdf (29 pages)

3. Items for Discussion

3.1. Patient Quality and Safety Outcomes Measures Report, March 2023

Attached Clinical Executive Directors
B 3.1 PQSOC Performance Report - April 2023 - DRAFT (002) (002).pdf (56 pages)

3.2. Committee Risk Report, April 2023

Attached Director of Corporate Governance

B 3.2 PQSOC_Strategic risk report_Apr2023.pdf (6 pages)
Bj 3.2a Appendix 1_PQSOC Risk Regsiter Overview April 2023.pdf (4 pages)
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B 3.2b Appendix 2 Committee Risk Report April 23 V3.pdf (78 pages)
3.3. Annual Reports

3.3.1. Blood Management

Attached Medical Director
B 3.3.1 Blood Management document FINAL JMC(1).pdf (15 pages)

3.3.2. Pharmacy and Medicines Management

Attached Medical Director

B 3.3.2 Pharmacy MM Annual report 21-22_(1).pdf (4 pages)
Bj 3.3.2a Pharmacy and Medicines Management Annual report 21-22 final (002).pdf (35 pages)

3.3.3. Research and Development

Attached Medical Director

Bj 3.3.3 Research and Development v3 april 2023(1).pdf (4 pages)
B 3.3.3a ABUHB R & D Strategy (3).pdf (28 pages)

3.3.4. Dementia Care

Attached Director of Nursing

B 3.3.4 PQSOC DEMENTIA ANNUAL REPORT.pdf (6 pages)
Bj 3.3.4a Dementia Standards Pathway document-English - Final.pdf (20 pages)
Bj 3.3.4b Regional Dementia Board Annual Report 2022-23 DRAFT.pdf (24 pages)

3.3.5. Falls and Bone Health Committee

Attached Director of Therapies and Health Sciences

Bj 3.3.5 Falls and Bone Health Report April 2023.pdf (36 pages)

3.3.6. Nutrition and Hydration Group

Attached Director of Therapies and Health Sciences

Bj 3.3.6 Board and Committee Report N&H April 23.pdf (7 pages)
Bj 3.3.6a Nutrition & Hydration.pdf (2 pages)
Bj 3.3.6b Nutrition & Hydration.pdf (4 pages)

3.4. National Audit of Care at the End of Life (NACEL) Management

Attached Director of Nursing
Bj 3.4 PQSOC NACEL April 2023 Final.pdf (12 pages)

3.5. National Review of Consent to Examination and Treatment Standards in NHS Wales:
Welsh Risk Pool Report and Management Response

Attached Medical Director

Bj 3.5 A National Review of Consent to Examination Treatment Standards in NHS Wales PQSOC Flnal April 2023.pdf (7
pages)

Bj 3.5a Consent action plan March 2023.pdf (8 pages)

Bj 3.5b Welsh Risk Pool Letter to ABUHB- March 2023.pdf (2 pages)

B 3.5c WRP National Review - Consent to Examination & Treatment Final ABUHB (With Action Plan).pdf (21 pages)

3.6. Clinical Audit Activity Report - March 2023

Attached Medical Director
B 3.6 Clincial Audit Activity Report Final March 2023 v2.pdf (19 pages)



4. Items for Information

4.1. Highlight Reports

4.1.1. Quality & Patient Safety Operational Group
Attached Clinical Executive Directors

B 4.1.1 QPSOG report from meeting 15 03 23.pdf (4 pages)
4.1.2. Children’'s Rights Participation Forum

Attached Clinical Executive Directors

Bj 4.1.2 ABUHB Children and Young People’s Rights & Participation Forum - 28.02.23.pdf (3 pages)
Bj 4.1.2b Children's Rights Highlight Reports Feb 2023.pdf (6 pages)
B 4.1.2a Platfform - Gwent4YP.pdf (11 pages)

4.1.3. Safeguarding Group Highlight Report

Attached Clinical Executive Directors

B 4.1.3 Safeguarding Highlight Report - December 2022.pdf (4 pages)

4.1.4. Clinical Effectiveness and Standards Committee

Attached Clinical Directors

Bj 4.1.4 CSEG Jan 23 meeting notes for Mar 2023.pdf (11 pages)

4.1.5. WHSSC QPS Committee Report

Attached Clinical Directors

B 4.1.5 WHSSC QPSC Chairs report.pdf (10 pages)

4.2. PQSO Committee Workplan 2022/23

Attached Director of Corporate Governance

B 4.2 MASTER PQSO_Committee Work Programme 2022-23 Draft(5).pdf (7 pages)
Bj 4.2a PQSOC Workplan update April 2023.pdf (1 pages)

5. Other Matters

5.1. Iltems 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 Next Meeting - Wednesday 20th June 2023
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a B Aneurin Bevan
R % 7" NHS {universy eath soars MINUTES OF ANEURIN BEVAN UNIVERSITY

HEALTH BOARD PATIENT, QUALITY, SAFETY &
OUTCOMES COMMITTEE MEETING

DATE OF MEETING 7t February 2023
VENUE MS Teams

PRESENT

IN ATTENDANCE

APOLOGIES

Pippa Britton, Independent Member (Chair)
Louise Wright, Independent Member

Paul Deneen, Independent Member

Helen Sweetland, Independent Member

Jennifer Winslade, Director of Nursing

Rani Dash, Director of Corporate Governance

Peter Carr, Director of Therapies & Health Science
Leanne Watkins, Director of Operations

Tracey Partridge-Wilson, Assistant Director of Nursing
Bryony Codd, Head of Corporate Governance

Paul Underwood, General Manager

Stephen Chaney, Deputy Head of Internal Audit, NWSSP
Linda Alexander, Deputy Director of Nursing

Paul Mizen, Clinical Lead/Assistant Medical Director
Danielle O’Leary, Head of Corporate Services, Risk and
Assurance

Jonathan Simms, Clinical Director of Pharmacy

Steve Bonser, Head of Transformational Change

Lucy Kings, Head of Nursing, Primary Care

Leeanne Lewis, Assistant Director of Quality & Patient
Safety

Scott Taylor, Head of Health & Safety

Rhys Fulthorpe, Health & Safety Manager

Trish Chalk, Assistant Director of ABCi & Interim Deputy
Director of Planning

Ian Jenkins, Head of Systems Planning Unscheduled Care
Linda Joseph, Deputy Chief Officer, CHC

Krisztina Kozlovszky, Internal Audit Manager, NWSSP
Catherine Currier, Meeting Secretariat

James Calvert, Medical Director
Karen Hatch, Assistant Director of Therapies & Health
Sciences
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PQSOC/0702/1.
PQS0C/0702/1.1

PQSOC/0702/1.2

PQS0OC/0702/1.3

PQSOC/0702/1.4

PQSOC/0702/1.5

PQSOC/0702/2.
PQSOC/0702/2.1

PRELIMINARY MATTERS

Welcome and Introductions

Pippa Britton (PB), Committee Chair welcomed and noted
the guests attending for specific agenda items.

Apologies for Absence

The Committee noted the above apologies.

Declarations of Interest

There were no Declarations of Interest.

Draft Minutes of the last Meeting held on 6th
December 2022

The minutes of the meeting held on 6" December were
accepted as an accurate record.

Committee Action Log
Members noted the updated action log.

It was confirmed that the Psychosis Audit had been
presented to Clinical Standards & Audit Group and would
be included within the Clinical Audit Report.

An update on the Patient Charter would be included in the
Quality Strategy Update.

Peter Carr (PC), Director of Therapies & Health Science
confirmed the Service was on track to deliver the Nutrition
& Hydration update to the April 2023 Committee meeting.
A request was made that the Nutrition & Hydration Report
included a deep dive in Dementia. Action: Director of
Therapies and Health Science

The Patient, Quality & Safety Outcomes Committee NOTED
the updates.

ITEMS FOR APPROVAL/RTATIFICATION/DECISION

There were no items for inclusion in this section.
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PQSOC/0702/3.
PQS0C/0702/3.1

ITEMS FOR DISCUSSION

Patient Quality and Safety Outcomes Measures
Report, January 2023

Jenny Winslade (JW), Director of Nursing introduced a
presentation, which aimed to provide an update on the
Workforce Nursing Staffing Levels (Wales) Act 2016,
Quality & Safety Pillars, Urgent Care, Planned Care and
Cancer Care.

Linda Alexander (LA), Deputy Director of Nursing provided
an overview of the Nursing Staffing Levels Wales Act 2016,
the Health Board’s compliance and actions being
undertaken. Currently an annual update was provided and
it was noted that in future, it was planned to provide a bi-
monthly update in line with Welsh Government submissions
to ensure the Committee received the appropriate ongoing
assurance.

JW took the Committee through the work being undertaken
on the development of Pillars of Quality and the
development of a Quality Strategy Structure.

Trish Chalk (TC), Assistant Director of ABCi & Interim
Deputy Director of Planning provided an update on the Safe
Care Collaborative and the joint work with Improvement
Cymru and the Institute of Healthcare Improvement.

Paul Deneen (PD), Independent Member requested an
update Duty of Candour training for staff. Leeanne Lewis
(LL), Assistant Director of Quality & Patient Safety
explained that the All-Wales Training Pack had not been
released by Welsh Government yet but confirmed that
Divisional Readiness Assessments were being undertaken.

The Committee felt it would be beneficial to gain and
understanding of how much Mandatory & Statutory
Training Health Board staff were required to undertake and
how long in hours this takes. Peter Carr (PC), Director of
Therapies & Health Science confirmed a review of
Mandatory & Statutory Training across the organisation was
being undertaken. A report should be provided to the
People & Culture Committee with a cross-over into this
Committee’s statutory duty to be assured regarding IPC
and training etc.

The Committee noted that the delay in Welsh Government
releasing the All Wales Duty of Candour training package
would impact on the Health Board’s ability to implement
and be compliant with the Act which comes in force 1st April
2023. JW highlighted that the risks from the volume and
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complexity of work required to comply with the Duty of
Candour Act had been escalated to Welsh Government.

Tracey Partridge-Wilson (TP-W), Assistant Director of
Nursing provided an update on work regarding National
Reportable Incidents including learning from the incidents
and events.

Helen Sweetland (HS), Independent Member asked if, due
to the size of the Health Board, we were confident all events
were reported and respond to. TPW noted that further
consideration was needed and work was ongoing with the
Delivery Unit. A request was made for future reports to
include yearly figures to allow for comparison.

TPW provided an update on Complaints and Serious
Incidents (SIs) including a review of Divisional Quality
Patient Safety resources to ensure timely responses.

The Committee noted the protracted SIs and the delays in
providing information to the Coroner. TPW explained the
issue of protracted investigations was being considered as
part of the Divisional Resource Review. It was confirmed
Coroner information was being provided following an
internal Quality Review and submitted just before deadline
to ensure best information was provided. The Clinical
Executives participated in the submission and monitoring
of information submitted to the Coroner, who was kept
aware and updated. The Committee noted the increased
impact on clinicians following changes to Coroner
processes.

TP-W provided an update on CIVICA, how it was used to
obtain feedback from families, carers etc in real time. A
request was made for a briefing note to be circulated after
the meeting.

PC provided an overview of Health, Safety & Security data
and the positive impact of work of the Health & Safety Team
with the Police. An update on RIDDOR Reporting
compliance was provided and actions being undertaken.

LA provided a high level overview of Infection Prevention
Control and Healthcare Acquired Infections (HCAISs).

A patient story was shared, relating to hospital acquired
COVID. It was noted the Health Board was in the process
of investigating all cases of hospital acquired COVID to
ensure learning and as part of the process patients/families
are offered the opportunity to share their story. Pippa
Britton (PB), Committee Chair requested the thanks of the
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Committee was passed on to the family for being willing to
share their story.

The Committee discussed the importance of hearing from
families and providing them with an opportunity to share
their experience; of learning from these incidents and the
care of Dementia patients including the need to maintain
contact with their families. The Committee requested that
when the Dementia Deep Dive was undertaken it included
undiagnosed dementia in the community.

LA provided an overview of COVID-19 investigations. It
was noted a review was ongoing in relation to Safeguarding
Training and an update was provided on the roll out of an
online Children’s Safeguarding form. The Committee
requested a brief was provided at the April Committee
meeting on the roll out of the Children’s Safeguarding
Online Form including rollout timeline.

PC provided an overview of falls across the Health Board
including statistics and reviews undertaken. The
Committee discussed if there were any patterns and PC
provided feedback on the response to trends.

JW presented an update on Urgent Care highlighting key
messages relating to Medical Staffing, Nurse Staffing and
patient flow. The Committee discussed capacity in the
Community to provide Rehabilitation Support and an
update was provided on the work with CRT Teams,
Redesigning Services For Older People and the
development of a Rehabilitation Strategy in collaboration
between hospital and community therapists.

Trish Chalk left at 11:16.
Ian Jenkins, Head of Systems Planning Unscheduled Care
joined the meeting.

Ian Jenkins (IJ), Head of Systems Planning Unscheduled
Care provided an overview of Planned Care activity,
performance and expected activity levels.

Paul Mizen (PM), Assistant Medical Director provided an
update on cancer performance, backlog recovery, projected
activity and recovery challenges. The Committee asked
how the Health Board benchmarked to other Health Boards
across Wales. It was agreed this information would be
shared with the Committee. Helen Sweetland (HS),
Independent Member noted the pressures affecting all
Welsh Health Boards and this was not unique to ABUHB.
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PB thanked all the contributions and those who pulled the
information together and noted the assurance provided to
the Committee.

Linda Alexander left at 11:31.

Action:

Assistant Director of Nursing to include yearly figures
for SI's and Never Events in future reports.

Director of Nursing to circulate briefing note on
CIVICA following the meeting.

Director of Nursing/Director of Therapies & Health
Scientists to include undiagnosed dementia in the
Community, as part of the Dementia Deep Dive.
Director of Nursing to arrange for a briefing on the roll
out of the Children’s Safeguarding Online Form to be
provided to the April Committee meeting.

Assistant Medical Director to request the Planning
Team share with the Committee the Health Board’s
Cancer Performance benchmarked against other Welsh
Health Boards.

The Committee RECEIVED an overview of the Health

Boards Quality, Safety Metrics and Summary of
Performance for ASSURANCE.

6/501



7/10

PQSOC/0702/3.2

PQS0OC/0702/3.3

Committee Risk Report, January 2023

Danielle O’Leary (DO’L), Head of Corporate Services, Risk
& Assurance provided an overview of the Committee’s
Strategic Risk Report. DO’L highlighted two risks CR013
and CR023 and provided an update on each risk.

DO’L explained that at a recent Audit Risk & Assurance
Committee a deep dive was undertaken of the Committee’s
strategic risks, and it was proposed a similar exercise was
undertaken for the PQSOC Committee. The Committee
agreed with the proposal.

Action:

e Head of Corporate Services, Risk & Assurance to
undertake a deep dive of the strategic risks on behalf of
the Committee.

The Committee RECEIVED the overview of the Strategic
risks which routinely report to the PQSO Committee and
NOTED the update in respect of risk CRR028 as requested
by the Committee.

Healthcare Inspectorate Wales Inspection Review, to
include Tracking of Improvement Actions Arising
from Inspections and Review

Tracy Partridge-Wilson (TP-W), Assistant Director of
Nursing introduced the report, which provided an update on
HEIW visits undertaken since December 2022 and ongoing
actions. It was noted that the management of Independent
Contractors was being discussed with Clinical Executives to
ensure the Health Board received appropriate assurance.

The Committee raised the issue of patient photographs and
completion of documentation. TP-W explained the
inconsistency in having patient photographs, as part of
their medical record, was due to patient preference and was
being worked through with HEIW. The variety of patient
documentation systems across the Health Board was noted
as a barrier and the transition to WICIS. Pippa Britton (PB),
Committee Chair agreed to discuss with the Chair a review
of the different patient record systems and which
Committee this should be reported to. It was noted that
the appointment of the Chief Digital Officer would be key to
resolving this issue.

The Committee NOTED the Operation Jasmine Report with
no questions.
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PQS0OC/0702/3.4

Jonathan Simms (JS), Clinical Director of Pharmacy
provided an overview of Controlled Drug Management and
highlighted the amount of testing undertaken, compliance,
reconciliation and actions being progressed.

The Committee discussed Omnicell and how the Health
Board ensured the right staff had completed the training. It
was confirmed that each ward had a Superuser and
guidance was being developed to ensure staff understood
the benefits of the technology to operational delivery.

Action:

e Committee Chair to discuss with the Chair a review of
the different patient record systems and which
Committee this should report to.

The Committee NOTED the findings of the Medicines
Management Internal Audit report, the actions that have
been taken to address the recommendations and the
update provided on HEIW Reviews and actions being taken.

Clinical Audit
Peter Carr left the meeting at 12:03 due to a fire alarm.

Leeanne Lewis (LL), Assistant Director Patient & Quality
Safety provided an overview via a presentation
summarising the reports and highlighting key messages.

The Committee noted that the limited assurance reports
had provided an opportunity to review and improve current
processes and approach. The Committee discussed the
resources required to implement the AMaT and to support
Clinical Audits, which were currently being reviewed, as
part of the Quality Strategy. The Committee Chair
requested the outcome of the Clinical Audit Resource
Review was provided to a future Committee meeting.

The Committee NOTED the findings of the Medicines
Management Internal Audit report and NOTED the actions
taken to address the recommendations.

The Committee NOTED the assurance provided by the
Clinical Audit Team in developing an Internal Audit Report
- Clinical Audit Plan January 2023 for the next twelve to
twenty-four months.

The Committee NOTED the assurance provided by the
Clinical Audit Team to develop a Clinical Audit Programme
for the next 12-24 months.
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PQSOC/0702/3.5

PQSOC/0702/4.
PQS0C/0702/4.1

PQS0OC/0702/4.2

The Committee NOTED the Clinical Audit Activity Report.

Annual Reports: Health Board Organ Donation Report

Paul Mizen (PM), Assistant Medical Director presented the
Health Board’s Annual Organ Donation Report and
highlighted that the Organ Donation Committee had been
re-established following the pause during the pandemic.

The Committee noted that the Terms of Reference states
the National Organ Annual Report would be submitted to
the Committee in August/October 2023 and it was
requested this was added to the Committee’s Froward Work
Plan.

Action:
¢ Meeting Secretariat to update Committee Forward
Work Plan to include the National Organ Annual Report.

The Committee NOTED the latest Organ Donation
Performance Report and the work programme.

ITEMS FOR INFORMATION

Highlight Reports

The Committee received the following reports for
information:

a) QPSOG Highlight Report 18t January 2023
b) ABUBH Children’s Rights & Participation Forum
December 2023

Assurance Reports to the Finance & Performance
Committee, January 2023

The Committee received the following reports for
information:

a) Stroke GIRFT Update
b) Six Goals Urgent & Emergency Care

The Committee noted the GIRFT Stroke Action Plan was
missing timeframe/target dates and Bryony Codd (BC),
Head of Corporate Governance agreed to highlight this to
Peter Carr (PC), Director of Therapies & Health Sciences.

Action:

e Head of Corporate Governance to highlight to the
Director of Therapies & Health Sciences the missing
timeframes in the GIRFT Stroke Action Plan.
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oo loylo (1P YL Bl Committee Workplan 202/23

The Committee noted the additional of the National Organ
Annual Report to the Committee Workplan, which was
received for information.

Lo ey V1 PV OTHER MATTERS

oo loyli V(1 PYA W N Items to be Brought to the Attention of the Board and
Other Committees

e The People & Culture Committee to receive a report on
the review of Mandatory & Statutory Training.

ool (1P VAR Any Other Urgent Business

The Committee noted the quality of information and
presentation style helped to support the Committee and in
providing assurance.

oo loyli 1 PYA-BcE Date of Next Meeting

The date of the next Patient Quality & Safety Outcome
Committee was noted as 25t April 2023.
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CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN BEVAN
ANEURIN BEVAN UNIVERSITY HEALTH BOARD

PATIENT QUALITY, SAFETY AND OUTCOMES COMMITTEE

Not Due

Completed

Transferred to another Committee

Minute
Reference

Committee

Agreed Action

Target Date

Progress/

Completed

Meeting

6t December | PQSOC Health & Safety Compliance Head of Health Q1, To be added to the PQSO
2022 0612/14 Report: Members requested a and Safety/ 2023/24 Committee Workplan for
detailed report on violence and Secretariat 2023/24 - June 2023 meeting.
aggression, including comparative
data across Wales and the impact of
negative social media comments on
the health and safety of staff
members.
19th October | 1910/13 Annual Assurance Report on Director of February To be included within the
2021 Health & Care Standards: Therapies & 2023 Nutrition & Hydration Group
Nutrition and Hydration: An Health Science Annual Report 2022/23,
update, inclusive of report from scheduled to be presented to
Patient Dining Review. the Committee in April 2022.
7t February | PQSOC Patient Quality & Safety Director of June 2023 To be included within the PQSO
2023 0702/3.1 Outcomes Measures Report, Nursing Committee workplan for
January 2023: Health Board’s 2023/24 as a routine bi-
Compliance of Nursing Staffing Wales monthly assurance report.
Act 2016 to be presented bi-monthly.

1/4
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ACTION LOG

CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

Committee Minute Agreed Action Target Date Progress/
Meeting Reference Completed
7t February | PQSOC Patient Quality & Safety Director of June 2023 In discussion with the
2023 0702/3.1 Outcomes Measures Report, Therapies & Committee Chair, this action
January 2023: An update on a Health Sciences has been transferred to the
review of Mandatory & Statutory People & Culture Committee
Training to be provided to the PQSOC with its delegated responsibility
Committee and the overall report to to seek assurance on training
be submitted to the People & Culture and development.
Committee.
7t February | PQSOC Patient Quality & Safety Director of June 2023 To be included within the
2023 0702/3.1 Outcomes Measures Report, Nursing/Meeting Dementia Annual Report
January 2023: The Committee Chair | Secretariat 2022/23, scheduled to be
requested the results of the presented to the Committee in
Dementia Deep Dive included April 2022.
undiagnosed dementia in the
Community was added to the next
PQSOC Committee agenda.
7th February | PQSOC Patient Quality & Safety Director of June 2023 To be addressed within the
2023 0702/3.1 Outcomes Measures Report, Nursing PQSO Outcomes Report
January 2023: The Independent presented to the Committee in
Members requested an update was April 2023.
provided on the rollout of the Online
Children’s Safeguarding Form.
7t February | PQSOC HIW Inspection Review to Committee Chair Discussion held with Chair.
2023 0702/3.3 include Tracking of Improvement Board briefing to be scheduled
Actions Arising from Inspections to discuss quality of clinical
and Review: Committee Chair to record keeping.
discuss with Health Board Chair if a
review of different patient record

2/4
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Minute

04.07- GIG
P NHS

Bwrdd lechyd Prifysgol
Aneurin Bevan
University Health Board

Agreed Action

ACTION LOG

Target Date

CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

Progress/

Meeting

Reference

systems was required and if this
should be presented to the Board.

Completed

7t February | PQSOC Clinical Audit: The Committee Chair | Director of June 2023 To be included within the PQSO
2023 0702/3.4 requested this report is provided at Nursing/Meeting Committee workplan for

each PQSOC Committee meetings. Secretariat 2023/24 as a routine assurance

report.

7th February | PQSOC Annual Reports — Health Board Medical June 2023 To be scheduled within the
2023 0702/3.5 Organ Donation Report: In line Director/Meeting PQSO Committee workplan for

with the ToR the National Organ Secretariat 2023/24.

Annual Report will need to be

presented to the August/October

PQSOC
7t February | PQSOC Patient Quality & Safety Director of March 2023 Complete. Email sent 13th
2023 0702/3.1 Outcomes Measures Report, Nursing February 2023

January 2023: Following an update

on CIVICA. It was agreed a Briefing

Note would be circulated on CIVICA

and the planned roll out.
7th February | PQSOC Patient Quality & Safety Medical Director | March 2023 Complete. Email sent 28t
2023 0702/3.1 Outcomes Measures Report, February 2023

January 2023: Following an update
on the Health Board’s Cancer
Performance it was agreed
Benchmarking Information would be
shared with the Independent
Members.

3/4
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7 NHS et i i 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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, Gl CYFARFOD BWRDD IECHYD PRIFYSGOLN

0&9 3 fowrs eyl ANEURIN BEVAN
NHS |university Health Board ANEURIN BEVAN UNIVERSITY HEALTH BOARD
MEETING

DYDDIAD Y CYFARFOD: 25 April 2023
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Patient Quality, Safety and Outcomes Committee
TEITL YR ADRODDIAD: Patient Quality, Safety and Outcomes Annual
TITLE OF REPORT: Report 2022 - 23
CYFARWYDDWR Rani Dash, Director of Corporate Governance
ARWEINIOL:
LEAD DIRECTOR:
SWYDDOG ADRODD: Bryony Codd, Head of Corporate Governance
REPORTING OFFICER:

Ar Gyfer Penderfyniad/For Decision

Pwrpas yr Adroddiad
Purpose of the Report

Sefylifa / Situation

This paper presents the Patient, Quality, Safety and Outcomes Committee Annual
Report 2022-23, referred to as the Annual Report throughout this paper.

The Annual Report (Appendix A) is provided for endorsement prior to submission
to the Board on 24t May 2023.

ADRODDIAD SCAA
SBAR REPORT

Cefndir / Background

Section 2 of Aneurin Bevan University Health Board’s Standing Orders states that
“The Board may and, where directed by the Welsh Government must, appoint
Committees of the Health Board either to undertake specific functions on the
Board’s behalf or to provide advice and assurance to the Board in the exercise of
its functions. The Board’s commitment to openness and transparency in the
conduct of all its business extends equally to the work carried out on its behalf by
committees”.

The scope of the Patient Quality, Safety and Outcomes extends across the full
range of Health Board business and encompasses all areas of patient experience,
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quality and safety relating to patients, carers and service users, within directly
provided services and commissioned services of the Health Board. The Committee
embraces the Health and Care Standards as the Framework in which it fulfils its
purpose.

Each Committee is responsible for developing an annual report for submission to
the Board via the Chair within 6 weeks of the end of the reporting year, setting
out its activities during the year and including the review of its performance.

The Board shall use the information from this evaluation activity to inform:

= The ongoing development of its governance arrangements, including
its structures and processes;

= Its Board Development Programme, as part of an overall Organisation
Development framework; and

= The Board’s report of its alignment with the Welsh Government’s
Citizen Centred Governance Principles.

The Annual Report seeks to provide a comprehensive evaluation on the business
undertaken by the Committee over the course of the 2022-23 financial year
including any issues, and gaps in assurance that have required escalation to the
Board.

Argymhelliad / Recommendation

The Patient Quality, Safety and Outcomes Committee is asked to CONSIDER and
ENDORSE its Annual Report 2022-23 prior to submission to the Board on 24t May
2023.

Amcanion: (rhaid cwblhau)

Objectives: (must be complete

Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:
Datix Risk Register Reference
and Score:
Safon(au) Gofal ac Iechyd: Governance, Leadership and Accountability
Health and Care Standard(s): Choose an item.
Choose an item.
Choose an item.
Blaenoriaethau CTCI Choose an item.
IMTP Priorities The objectives will be referenced to the IMTP
Link to IMTP
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Galluogwyr allweddol o fewn y Choose an item.
CTCI Choose an item.
Key Enablers within the IMTP Choose an item.
Choose an item.
Amcanion cydraddoldeb Choose an item.
strategol Choose an item.
Strategic Equality Objectives Choose an item.
Choose an item.
Strategic Equality Objectives There is no Equality and Diversity impact.
2020-24

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth:
Evidence Base:

N/A

Rhestr Termau:
Glossary of Terms:

Not required

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y
Cyfarfod Bwrdd Iechyd Prifysgol
Parties / Committees consulted
prior to University Health Board:

Effaith: (rhaid cwblhau)

Impact: (must be completec

Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

No does not meet requirements

An EQIA is required whenever we are developing a
policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant
Cenedlaethau’r Dyfodol - 5
ffordd o weithio

Well Being of Future
Generations Act - 5 ways
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Choose an item.
Choose an item.

Not applicable to the report, however,
considerations will be included in considering how
the business of the Committee aligns to the
WBOoFG Act
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Chair’s Foreword

I am pleased to present the Patient Quality, Safety and Outcome Committee’s
(the Committee’s) Annual Report for the year ended 31 March 2023.

In this report we provide an overview of the work of the Committee, which
extends to the full range of Health Board responsibilities; and encompasses
all areas of patient experience, quality and safety relating to patients, carers
and service users.

In particular, I welcome the approval of the Quality Strategy by the Board in
March 2023, which will ensure that quality is embedded in our culture and
that we are delivering the highest quality healthcare to our local communities
and putting Quality, Safety and Learning at the heart of everything we do.

In addition, the Patient Experience and Involvement Strategy, which will help
drive our teams and our staff members passion to improve people’s
experiences within our services.

Finally, I would like to express my personal appreciation to all who
contributed to the patient quality, safety and outcomes agenda over the last
12-months.

Diolch yn Fawr / Thank you

Pippa Britton
Chair
Patient Quality, Safety and Committee
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1.1

1.2

1.3

1.4

2
2.1

Introduction

Section 2 of the Standing Orders of the Aneurin Bevan University Health
Board (referred to throughout this document as ‘ABUHB, the Board’ or
the ‘Health Board’) provides that:

“The Board may and, where directed by the Welsh Government must,
appoint Committees of the Health Board either to undertake specific
functions on the Board’s behalf or to provide advice and assurance to
the Board in the exercise of its functions. The Board’s commitment to
openness and transparency in the conduct of its business extends
equally to the work carried out on its behalf by committees”.

The Term of Reference of the Patient Quality, Safety and Outcomes
Committee (referred to throughout this document as ‘PQSQO’ or the
‘Committee’) were approved by the Board in March 2022 (see
Appendix 1). These were not changed during the reporting year.

The Committee formally adopted its Terms of Reference, following the
Board’s approval, on 05 April 2022.

The purpose of the PQSOC is to provide: evidence based and timely
advice to the Board to assist it in discharging its functions and meeting
its responsibilities with regard to the quality and safety of healthcare;
and assurance to the Board in relation to the Health Board’s
arrangements for safeguarding and improving the quality and safety of
patient centred healthcare in accordance with its stated objectives and
the requirements and standards determined for the NHS in Wales.

This report describes how the PQSOC discharged its role and
responsibilities during the period 1 April 2022 to 31 March 2023. This
was a year of change for the Committee, it being a first full year in role
for some committee members and a year in which there were both
interim and permanent changes in the executive team supporting PQSO
Committee in meeting its responsibilities.

2022-23 Work Programme

ABUHB Standing Orders require the Board Secretary to produce an
Annual Plan of Board business. This should incorporate formal Board
meetings, regular Board Development sessions and, as appropriate,
planned activities of the Board’s Committees and Advisory Groups.
The Work Programme adopted for PQSOC in 2022-23 is attached to
this report (see Appendix 2).

21/501



5/29

2.4

3

3.1

3.4

3.3

3.5

A Work Programme is desighed to align to its terms of reference and
the requirement for it to seek information to be able to give advice or
gain assurance for itself and on behalf of the Board. The Work
Programme is, however, a framework rather than a prescriptive
agenda. This gives PQSOC flexibility to identify changing priorities or
any need for further assurance or information.

PQSO Committee Meetings and Membership

During 2022-23, PQSOC met five times via Microsoft Teams- in April
2022, June 2022, August 2022, December 2022 and February 2023.
The meeting scheduled to take place in October 2022 was cancelled due
to systems pressures at that time, however all reports were received at
the December 2022 meeting. Detail of the members and executive
directors who attended these meetings is provided at Appendix 3.

The Committee comprised the following Independent Members:

» Pippa Britton Chair

» Louise Wright Vice Chair

» Paul Deneen

*» Helen Sweetland

» Shelley Bosson (until 1.11.22)

In accordance with the Public Bodies (Admissions to Meetings) Act 1960
the organisation is required to meet in public. As a result of the public
health risk linked to the pandemic there have been limitations on public
gatherings, and it has not therefore been possible to allow the public to
attend committee meetings throughout 2022/23. This has therefore
meant that the Health Board has not complied with its Standing Orders
in this regard.

To ensure business was conducted in as open and transparent manner as
possible during this time the meeting agenda packs have been published
to the Health Board’s website in advance of meetings.

The Committee’s agenda and papers were made public, save where it
was necessary to meet ‘in private', which it did on two occasions in
2022-23. Private meetings are held where it would not be appropriate
to discuss a matter in public, due to issues of patient or staff
confidentiality, commercial confidentiality, or discussion of serious
incidents or escalated concerns which would not be in the public
interest.
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4

4.1

5.1

5.2

Issues discussed in private session include calling black escalation and a
specific incident and investigation outcome.

PQSOC Reporting Arrangements

Following each meeting, the PQSOC submits an Assurance Report to the
following Board meeting, outlining topics discussed, areas of concern
and areas of risk. All Board papers can be accessed via the following

link.

PQSOC Work Programme: 2022-23

The PQSOC Work Programme for 2022-23 is set out in Appendix 2.

During the year, PQSOC received internal presentations or annual
reports on:

An overview of the new Dementia Standards and the launch, on
the 6t April 2022, of the All-Wales Hospital Dementia Charter
Overview of compliance and performance against National
Clinical Audit and Local Audit Arrangements

Compliance with Cleaning Standards, including Benchmarking
Data, and Actions underway to address associated issues and
risks

An update of progress following the initial presentation in
September 2021 of the review of Access Arrangements in
General Medical Services (GMS) undertaken in June 2021

An update on the work being undertaken in theatres and
scheduled care, relating to theatre safety, following concerns
regarding an increase in ‘Never Events’ in surgical and theatres
directorates.

An overview of the Covid-19 investigative framework
Learning from Death Report and the statutory requirement for
all deaths in Wales, in both primary and secondary care, to be
subject to scrutiny by the Medical Examiner.

Health Board’s approach to continued organisational learning in
respect of Operation Jasmine.

Overview of Enhanced Care: linking provision, cost and outcomes
The Health Board’s plan and progress in response to the Welsh
Government 'Six Goals for Urgent and Emergency Care’ and
how these plans have now been aligned within the Health Board’s
'Six Goals’ Programme Plan

Assurance of work undertaken to address required improvements
outlined in the National Clinical Audit of Psychosis with
respect to the Early Intervention Service (EIS) (2020/2021).
Cancer performance including identified improvement actions to
address the current challenges.

6
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Report outlining the Health Board’s action plan in response to the
national review of Venous Thromboembolisms.
Safeguarding Annual Report, including progress, performance,
risk and learning together with an overview of emerging themes
and trends.

Infection Prevention and Control Annual Report, outlining
the infection prevention work undertaken in 2021/22,
management arrangements and progress against performance
targets.

An update on the review of care for individuals with Learning
Disabilities

Overview of the Health Board’s contractual arrangements for
WAST inter-site transfers.

Health Board’s current position and governance arrangements in
relation to Health and Safety Compliance.

Together, these provided the Committee with an overview of how the
PQSOC agenda was being implemented at a local level.

The Committee also received various external reports, including:

Regular reports outlining progress of the delivery against
recommendations and outstanding actions from HIW
inspections conducted across the Health Board.

GUH Quality Assurance Report

Falls management

Audit Wales Review of ABUHB Quality Governance
Arrangements, which concluded that the Health Board had clear,
articulated corporate arrangements for quality governance and
key areas of quality and safety; however, further improvement
was required at Divisional and Directorate level.

HIW Unannounced visit to GUH, triggered by ongoing
pressures in the urgent care system. Overall, HIW were not
assured that all systems and processes in place were sufficient to
ensure all patients were consistently receiving acceptable
standards of safe an effective care, although the hard work of
staff was recognised.

Discussion of the key points from the Ockenden Review and
identified actions being taken in Wales to review the report and
extract learning.

HMP Prison Services Self Assessment, based upon
recommendations taken from HIW’ review of the Quality
Governance Arrangements within Swansea Bay University Health
Board, for the delivery of healthcare services to Her Majesty’s
Prison Swansea.
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5.3

6.1

6.2

7.1

The Committee approved

¢ Clinical Audit Strategy- to support the delivery of a meaningful
programme of audit designed to provide assurance and inform
quality improvement across the Health Board.

Patient Centred Care

The Committee has sought assurance that arrangements for capturing
the experience of patients, citizens and carers are sufficient,
effective and robust.

Presentation of a Patient-Staff Story at a Board meeting continued in
2022-23, on topics such as:

e Long COVID Service - staff member shared their experience of
using the service and the impact of long-COVID on their health
and wellbeing.

e Virtual Ward - a place based structured, face-to-face or virtual
multi disciplinary team (MDT) conversation between a range of
multi-disciplinary and multi-sector professionals, where
people/patients with a variety of complex and inter-related issues
are discussed and care planning takes place.

e 'Bob’s Story’ -What Matters to Me - which highlighted the
importance of dignity and respect for patients.

Assurance and Improvement

The Committee receive a performance Report at each meeting, this has
continued to develop during the year and provides an overview at each
meeting 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:

— Workforce Nursing Staffing Levels (Wales) Act 2016

— Quality and Safety Pillars (incident reporting, patient experience
and staff feedback, complaints and concerns, health and safety,
infection prevention and control, safeguarding)

— Urgent Care

— Planned Care

— Cancer
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Committee Oversight of Risk

At each Committee meeting during 2022/23 the Committee received a
strategic risk report. An overview of the risks that are reported to the
Committee is provided with detailed risk assessments of the risks that
receive direct oversight from the Committee. The Committee also has
an opportunity to highlight any areas of concerns or significant risk, as
appropriate.

There has been an increased synergy between the risk report, the
patient outcomes report and Committee agenda items over the year.
This was informed by the work of the Audit, Risk and Assurance
Committee (ARAC) when in July 2022, the ARA Committee received an
internal audit review on the BAF. The purpose of the review was to
“evaluate the BAF process and supporting arrangements that are
embedded within Aneurin Bevan University Health Board governance
structure.” The report concluded a reasonable level of assurance could
be taken and made 4 recommendations (2 medium, 2 low) to further
develop, embed and strengthen the BAF to ensure Board and
Committee business focused on the areas of weakest assurance and
highest risk. The findings of the report were used as a baseline to
inform the revised approach for 2023/24.

At a further meeting of ARAC in August 2022, a presentation from the
Director of Corporate Governance outlined an updated approach to
development of the BAF allowing for closer alignment and reporting with
the Corporate Risk Register. It was also proposed that enhanced
assurance mapping would be included to replicate the Three Lines of
Defence Model The three lines of defence for assurance and reassurance GGl @S
highlighted as best practice for evidencing sources of assurance and
reassurance through the Good Governance Institute (GGI).

It was agreed that a system of assurance would be developed and
would focus on the following:

e Board Assurance Framework (Risk Based)
— Aligned to Corporate Risk Register, focussed on Strategic Risks
and Strategic Priorities
e Assurance Mapping (Process Based)
— Organisational assurance mapping to review system-wide internal
control.
¢ Quality Assurance Framework
— To ensure a systematic, continued, and sustained improvement in
the quality of care

The first steps to achieving this revised approach to the BAF have been

taken and at the March 2023 Board meeting, the Board received the
9
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first iteration of the report, complete with assurance mapping and
action plans identified to address gaps in assurances. Further
development of the presentation of the report is expected to align with
a rationalisation of the currently held strategic risks and a revised Risk
Management Strategy. This is expected to be presented to the May
2023 Board.

8.2 Themes of Risks Reported

At the time of writing the Committee had responsibility for oversight of
10 organisational risks that relate to various aspects of Patient, Quality,
Safety and Outcomes. A breakdown of the current risks is depicted
below:

T

A high-level breakdown of the themes that have been consistently
reported to the Committee are as follows:

¢ Patient flow and discharge

e Inter-site patient transfers

¢ Mental Health service provision

e Increased levels of patient acuity

¢ Increase in Putting Things Right (PTR) complaints and incidents.
e Safeguarding

At the October 2022 Committee meeting, members were advised of the
Risk Management Strategy Benefits Realisation Plan. This made clear links
to the objectives contained within the Health Board Risk Management
Strategy and how each objective would be measured and monitored and
the intended outcomes of each.

A further update on Health Board commissioned arrangements was
provided at the October 2022 meeting, following an internal audit review
into the Mental Health and Learning Disabilities Commissioning
arrangements. Members were advised that to align with the proposed
system of assurance to support the Board and Risk Assurance Framework,
an organisational mapping exercise to determine sources of assurance
would be undertaken. It is anticipated that this work will conclude and be
reported back to the Committee during 2023/24.

10

10/29 27/501



9. Self-assessment and Evaluation

9.1 The Board has undertaken an overall assessment of its effectiveness
during 2022/23 using the NHS England and NHS Improvement (NHSE
and NHSI) Well-led Framework for Leadership and Governance
Developmental Reviews.

The Well-led Framework supports boards to maintain and develop the
effectiveness of their leadership and governance arrangements and has
a strong focus on integrated governance and leadership across quality,
finance and operations as well as an emphasis on organisational culture,
improvement and system working.

From 2023/24, Committees will undertake a mid-year self-assessment
of their effectiveness to inform the Board’s end of year assessment.

10. Key Areas of focus in 2023-24

10.1 Arrangements to ensure focus on and, where necessary, strengthen
Board and committee oversight on patient experience, quality and safety,
in line with the six domains of quality outlined in the Health Board’s
Quality Strategy:

* Person-centred care
- Safe care

+ Timely care

« Efficient care

« Effective care

+ Equitable care

11. Conclusion

11.1 This report provides a summary of the diverse and often complex work
undertaken by the PQSOC during 2022-23, and demonstrates that the
Committee has complied with its Terms of Reference as approved in
March 2022.

11
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Document Title: Patient Quality, Safety and Outcomes Committee
Terms of Reference — 2022/23

Date of Document: March 2022

Version: Draft

Previous version: May 2021

Approved by: Board

Review date: March 2023

1. INTRODUCTION
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1.2 Section 2 of the Standing Orders of the Aneurin Bevan University Health
Board (referred to throughout this document as ‘ABUHB, the Board’ or
the ‘Health Board’) provides that:

“The Board may and, where directed by the Welsh Government must,
appoint Committees of the Health Board either to undertake specific
functions on the Board’s behalf or to provide advice and assurance to
the Board in the exercise of its functions. The Board’s commitment to
openness and transparency in the conduct of its business extends
equally to the work carried out on its behalf by committees”.

1.3 The Health Board has established a committee to be known as the
Patient Quality, Safety & Outcomes Committee (referred to
throughout this document as ‘the Committee’). The Terms of Reference
and operating arrangements set by the Board in respect of this
committee are provided below.

PURPOSE

2.1 The scope of the Committee extends to the full range of ABUHB
responsibilities. This encompasses all areas of patient experience,
quality and safety relating to patients, carers and service users, within
directly provided services and commissioned services. The Committee
will embrace the Health and Care Standards as the Framework in which
it will fulfil its purpose:

e Staying Healthy

Safe Care

Effective Care

Dignified Care

Timely Care

Individual Care

Staff and Resources

2.1 ADVICE

The Committee will provide accurate, evidence based (where possible)
and timely advice to the Board and its committees in respect of the
development of the following matters, consistent with the Board’s
overall strategic direction

e Citizen Experience; and

e Quality and Safety of directly provided and commissioned

services.

2.2 ASSURANCE

14

14/29 31/501



15/29

In respect of the achievement of the Boards’ strategic aims, objectives
and priorities, the Committee will seek assurances on:

The robustness of the Board’s Clinical Quality Governance
Arrangements;

the experience of patients, citizens and carers ensuring continuous
learning;

the provision of high quality, safe and effective healthcare within
directly provided and commissioned services; and

the effectiveness of arrangements in place to support Improvement and
Innovation.

3 DELEGATED POWERS AND AUTHORITY

3.1

With regard to the powers delegated to it by the Board, the Committee
will:

Seek assurance that the Health Board’s Clinical Quality Governance
Arrangements remain appropriate and aligned to the National Quality
Framework and is embedded in practice.

. Seek assurance that arrangements for capturing the experience of

patients, citizens and carers are sufficient, effective and robust,
including:
e the delivery of the Patient Experience Plan; and

e the implementation of Putting Things Right regulations (to
include patient safety incidents, complaints, compliments,
clinical negligence claims and inquests) reporting trends, with
particular emphasis on ensuring that lessons are learned.

. Seek assurance that arrangements for the provision of high quality,

safe and effective healthcare are sufficient, effective and robust,
including:

e the systems and processes in place to ensure efficient,
effective, timely, dignified and safe delivery of directly
provided services;

e the commissioning assurance arrangements in place to ensure
efficient, effective, timely, dignified and safe delivery of those
services commissioned for delivery on ABUHB’s behalf;

e the arrangements in place to undertake, review and act on
clinical audit activity which responds to national and local
priorities;

e the recommendations made by internal and external review

bodies, ensuring where appropriate, that action is taken in
response;

15
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3.2

3.3

e the arrangements in place to ensure that there are robust
infection prevention and control measures in place in all
settings;

e the development of the Board’s Annual Quality Priorities; and,

e performance against key quality outcomes focussed indicators
and metrics.

D. Seek assurance on the arrangements in place to support Research
and Development and Improvement and Innovation, including:

e an overview of the research and development activity within
the organisation;

e alignment with the national objectives published by Health and
Care Research Wales (HCRW);

e an overview of the quality improvement activity within the
organisation.

E. Seek assurance that arrangements for compliance with Health
and Safety Regulations and Fire Safety Standards are sufficient,
effective and robust, including:

e the operating practices in respect of: staff health and safety;
stress at work; patient health and safety, i.e., patient falls,
patient manual handling; violence and aggression; fire safety;
risk assessment processes; safe handling of loads; and
hazardous substances

The Committee will consider and recommend to the Board for approval
those policies reserved for the Board and delegated to this Committee
for review, in-line with the Board’s Policy Management Framework and
Scheme of Delegation and Reservation of Powers.

The Committee will seek assurances on the management of strategic
risks delegated to the Committee by the Board, via the Corporate Risk
Register.

Authority

3.4

The Committee is authorised by the Board to investigate or have
investigated any activity within its terms of reference. In doing so, the
Committee shall have the right to inspect any books, records or
documents of the Health Board relevant to the Committee’s remit and
ensuring patient/client and staff confidentiality, as appropriate.

The Committee may seek any relevant information from any:

= employee (and all employees are directed to cooperate with any
reasonable request made by the Committee); and

= any other committee, sub committee or group set up by the Board to
assist it in the delivery of its functions.
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3.5 The Committee is authorised by the Board to obtain outside legal or
other independent professional advice and to secure the attendance of
outsiders with relevant experience and expertise if it considers it
necessary (subject to the Board’s procurement, budgetary and any
other applicable standing requirements).

Access

3.6 The Head of Internal Audit shall have unrestricted and confidential
access to the Chair of the Committee.

3.7 The Chair of the Committee shall have reasonable access to
Executive Directors and other relevant senior staff.

Sub Committees

3.8 The Committee may, subject to the approval of the Board, establish sub
committees or task and finish groups to carry out on its behalf specific
aspects of Committee business.

Committee Programme of Work

3.10 Each year the Board will determine the Committee’s priorities for its
annual programme of work, based on the Board’s Assurance Framework
and Corporate Risk Register. This approach will ensure that the
Committee’s focus is directed to the areas of greatest assurance needs.
This will therefore mean that these Terms of Reference are provided as
a framework for the Committee’s annual programme of work and is not
an exhaustive list for full coverage.

This approach recognises that the Committee’s programme of work will
be dynamic and flexible to meet the needs of the Board throughout the
year.

4 MEMBERSHIP

Members

4.1 Membership will comprise of five (5) members:
Chair: Independent member of the Board
Vice Chair: Independent member of the Board

Other Members: Three other independent members of the Board [one
of which should be the Vice Chair of the Health Board
and the Chair of the Audit, Risk and Assurance
Committee]
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The Committee may also co-opt additional independent ‘external’
members from outside the organisation to provide specialist skills,
knowledge and expertise.

Attendees

4.2

4.3

In attendance: The following Executive Directors of the Board will be
regular attendees:

e Director of Nursing

e Director of Therapies and Health Science

e Medical Director

e Director of Primary, Community Services and Mental Health

By invitation:
The Committee Chair extends an invitation to the ABUHB Chair and
Chief Executive to attend committee meetings.

The Committee Chair will extend invitations to attend committee
meetings, dependent upon the nature of business, to the following:
e other Executive Directors not listed above;
e other Senior Managers and
e other officials from within or outside the organisation to attend
all or part of a meeting to assist it with its discussions on any
particular matter.

Secretariat

4.4

The Office of the Director of Corporate Governance will provide
secretariat services to the Committee.

Member Appointments

4.5

4.6

4.7

The membership of the Committee shall be determined by the Board,
based on the recommendation of the Chair of ABUHB - taking account
of the balance of skills and expertise necessary to deliver the
Committee’s remit and subject to any specific requirements or
directions made by the Welsh Government.

Members shall be appointed to hold office for a period of one year at a
time, up to a maximum of their term of office. During this time a
member may resign or be removed by the Board.

Terms and conditions of appointment, (including any remuneration and
reimbursement) in respect of co-opted independent external members

are determined by the Board, based upon the recommendation of the
Chair of ABUHB.
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Support to Committee Members

4.8 The Director of Corporate Governance, on behalf of the Committee
Chair, shall:
e arrange the provision of advice and support to committee members
on any aspect related to the conduct of their role; and
e ensure the provision of a programme of development for committee
members as part of the Board’s overall Development Programme.

5 COMMITTEE MEETINGS

19/29

Quorum

5.1 At least three members must be present to ensure the quorum of the
Committee, one of whom should be the Committee Chair or Vice Chair.

5.2 Where members are unable to attend a meeting and there is a
likelihood that the Committee will not be quorate, the Chair can invite
another independent member of the board to become a temporary
member of the Committee.

Frequency of Meetings

5.3 The Chair of the Committee shall determine the timing and frequency of
meetings, which shall be held no less than bi-monthly (six times
yearly), and in line with the Health Board’s annual plan of Board
Business.

5.4 The Chair of the Committee may call additional meetings if urgent
business is required to be taken forward between scheduled meetings.

Openness and Transparency

5.5 Section 3.1 of ABUHB Standings Orders confirms the Board’s
commitment to openness and transparency in the conduct of all its
business and extends equally to the work carried out on its behalf by
Committees. The Board requires, wherever possible, meetings to be
held in public. The Committee will:

¢ hold meetings in public, other than where a matter is required to
be discussed in private (see point 5.6);

e issue an annual programme of meetings (including timings and
venues) and its annual programme of business;

e publish agendas and papers on the Health Board’s website in
advance of meetings;

e ensure the provision of agendas and minutes in English and Welsh
and upon request in accessible formats, such as Braille, large
print, and easy read; and
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e through ABUHB’s website, promote information on how attendees
can notify the Health Board of any access needs sufficiently in
advance of a proposed meeting, e.g., interpretation or translation
arrangements, in accordance with legislative requirements such
as the Equality Act 2010 and Welsh Language Standards 2018.

Withdrawal of individuals in attendance

5.6 There may be circumstances where it would not be in the public interest

6.1

6.2

to discuss a matter in public, e.g., business that relates to a confidential
matter. In such cases the Chair (advised by the Director of Corporate
Governance where appropriate) shall schedule these issues accordingly
and require that any observers withdraw from the meeting. In doing
so, the Committee shall resolve:

That representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest in accordance with Section
1(2) Public Bodies (Admission to Meetings) Act 1960 (c.67).

In these circumstances, when the Committee is not meeting in public
session it shall operate in private session, formally reporting any
decisions taken to the next meeting of the Committee in public session.

RELATIONSHIP & ACCOUNTABILITIES WITH THE BOARD AND

ITS COMMITTEES/GROUPS

Although the Board has delegated authority to the Committee for the
exercise of certain functions (as set out within these terms of
reference), the Board retains overall responsibility and accountability for
all matters relating to performance and resources.

The Committee is directly accountable to the Board for its performance
in exercising the functions set out in these terms of reference.

The Committee will work closely with the Board’s other committees,
joint and sub committees and groups to provide advice and assurance
to the Board through the:
e joint planning and co-ordination of Board and Committee
business;
e sharing of appropriate information; and
e applicable escalation of concerns.

In doing so, this contributes to the integration of good governance
across the organisation, ensuring that all sources of assurance are
incorporated into the Board’s overall risk and assurance framework.

20

37/501



21/29

6.3

The Committee shall embed the Health Board’s agreed Values and
Behaviours, as set out in the Board’s Values and Behaviours
Framework, through the conduct of its business.

7. REPORTING AND ASSURANCE ARRANGEMENTS

7.1

The Committee Chair shall:

e report formally, regularly and on a timely basis to the Board on
the Committee’s activities. This includes verbal updates on
activity, and the submission of Committee minutes and written
reports;

e bring to the Board’s specific attention any significant matters
under consideration by the Committee;

e ensure appropriate escalation arrangements are in place to alert
the Chair of ABUHB, Chief Executive or Chairs of other relevant
committees/groups of any urgent/critical matters that may affect
the operation and/or reputation of the Health Board.

7.2 The Board may also require the Committee Chair to report upon the

Committee’s activities at public meetings, e.g., Annual General Meeting,
or to community partners and other stakeholders, where this is
considered appropriate, e.g., where the committee’s assurance role
relates to a joint or shared responsibility.

7.3 The Director of Corporate Governance shall oversee a process of regular

and rigorous self-assessment and evaluation of the Committee’s
performance and operation including that of further committees
established.

7.4 The Committee shall provide a written annual report to the Board on its

8.

8.1

activities. The report will also record the results of the Committee’s
self-assessment and evaluation.

APPLICABILITY OF STANDING ORDERS TO COMMITTEE

BUSINESS

The requirements for the conduct of business as set out in ABUHB's
Standing Orders are equally applicable to the operation of the
Committee, except in the following areas:

e Quorum

e Issue of Committee papers
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9. CHAIR’S ACTION ON URGENT MATTERS

9.2 There may, occasionally, be circumstances where decisions which
would normally be made by the Committee need to be taken
between scheduled meetings, and it is not practicable to call a
meeting of the Committee. In these circumstances, the Chair of the
Committee, supported by the Director of Corporate Governance as
appropriate, may deal with the matter on behalf of the Committee -
after first consulting with at least two other Independent Members
of the Committee. The Director of Corporate Governance must
ensure that any such action is formally recorded and reported to the
next meeting of the Committee for consideration and ratification.

9.2 Chair’s action may not be taken where the Chair has a personal or

business interest in the urgent matter requiring a decision.

10. REVIEW

10.1 These Terms of Reference shall be reviewed annually by the

Committee. The Committee Chair will report any changes to the Board
for ratification.
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Matter to be Considered by Committee

Preliminary Matters

Frequency

Responsible
Lead

Appendix Two

Scheduled Committee Dates 2022/23

Attendance and Apologies Standing Chair v v v v v v v
Declarations of Interest Item All Members v v v v v v v
Minutes of the Previous Meeting Chair v v v v v v v
Action Log and Matters Arising Chair v v v v v v v
Committee Requirements as set out in Standing Orders
Development of Committee Annual Annually Chair & Director v
Programme of Business 2022/23 of CG
Review of Committee Programme of Standing Chair v v v v v
Business ltem
Annual Review of Committee Terms of Annually Chair & Director v
Reference 2022/23 of CG
Annual Review of Committee Annually Chair & Director deferred
Effectiveness 2022/23 of CG
Committee Annual Report 2022/23 Annually Chair & Director v
of CG
Quality Domain: Safe Care
Pharmacy and Medicines Management Annually Medical Director v
Annual Report
Internal Audit Review: Medicines Annually Medical Director v
Management (Reasonable Assurance) —
Update on actions
Learning from Death Report Bi-Annually Medical Director v v
Cleaning Standards Annual Report Annually Director of deferred
Operations
Nutrition and Hydration Standards and Annually Director of v
Strategy’ Therapies & HS
Falls Prevention and Management Report | Bi-Annually Director of v
Therapies & HS
23
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Matter to be Considered by Committee Frequency Responsible Scheduled Committee Dates 2022/23
Lead

Health and Safety Compliance Report Annually Director of
Therapies & HS

Safeguarding Annual Report Annually Director of v
Nursing

Safeguarding Group Highlight Report Quarterly Director of v v
Nursing

Operation Jasmine Action Plan Bi-Annually Director of v v
Nursing

Children's Rights & Participation Forum Bi-Annually Director of v v
Nursing

Infection Prevention and Control Annual Annually Director of v

Report Nursing

Infection Prevention and Control Report Quarterly Director of v v PQSO
Nursing report

Blood Management Annual Report Annually Medical Director deferred

Organ Donation Annual Report Annually Medical Director v

Quality Domain: Effective Care

Quality Assurance Framework Annual Annually Clinical v

Review and Evaluation of Progress Executives

Commissioning Assurance Framework, Bi-Annually Clinical

Development and Implementation Executives

Clinical Effectiveness and Standards Bi-Annually Medical Director v v

Committee Report

Annual Clinical Audit Plan (prior to Annually Medical Director v

ratification) by the Audit, Risk &

Assurance Committee

Clinical Audit Activity Report (Local and Quarterly Medical Director v v

National) Feb 23 to include Annual Clinical

Audit Draft Internal Audit Report

24

41/501



25/29

Matter to be Considered by Committee

Frequency

Responsible
Lead

Scheduled Committee Dates 2022/23

2 5th

April | June Aug Oct Dec April
Quality Improvement Annual Report Annually Director of deferred
Planning
Research and Development Annual Annually Medical Director v
Report
Medical Devices Annual Report Annually Director of v
Therapies & HS
Point of Care Testing Annual Report Annually Director of v
Therapies & HS
Quality and Safety Outcomes Report Standing Clinical v v v v v v v
Item Executives
Committee Risk Report, including BAF Standing Director of v v v v v v v
ltem Corporate Gov
WHSSC QPS Committee Report Standing Director of v v v v v v v
Item Nursing
Quality Domain: Dignified Care & Individual Care
Patient Story Standing Clinical TBC TBC TBC TBC TBC TBC TBC
Item Executives
Putting Things Right Policy Every 3-yrs Director of v
(2022) Nursing
Putting Things Right Reporting Standing Director of v v v v v PQSO PQSO
(complaints, compliments, and redress) Item’ Nursing report report
Quality & Engagement (Wales) Act, Annually Director of v PQSO
Preparedness and Implementation Nursing report
Patient Experience Report Quarterly Director of v v v
Nursing
Dementia Care Annual Report Annually Director of v
Nursing
'Via Quality and Safety Outcomes Report
25
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Matter to be Considered by Committee Frequency Responsible Scheduled Committee Dates 2022/23
Lead
Clinical Negligence Claims and Coroners | Bi-Annually Director of v PQSO
Inquests Report Nursing report
Patient Safety Incidents and Learning Standing Director of v v v v PQSO PQSO
ltem? Therapies & HS report report
Covid-19 Concerns and Claims Bi-Annually Director of v v
Nursing
Service Specific Deep-Dive Assurance Reviews
Learning Disabilities Annually Director of v
PCCMH
Urgent and Emergency Care Demand and | Quarterly Director of v v deferred
Impact on Outcomes Operations
Maternity Services: Organisational Bi-Annually Director of v v
Improvement and Action Plan Nursing
Child and Adolescent Mental Health Crisis | Annually Director of
Hub and Safe Accommodation Nursing
Self-Harm & Suicide - Children & Young Annually Director of
People Nursing
Primary Care Quality Bi-Annually Director of deferred
PCCMH
Independent Audit, Regulation and Inspection
Internal Audit Reports relevant to the remit | Ad-hoc Clinical As scheduled within the Annual Internal Audit Plan
of the Committee Executives
External Audit Reports relevant to the Ad-hoc Clinical As scheduled within the Annual External Audit Plan
remit of the Committee Executives
Action Plan for “Review of Quality Bi-Annually Clinical v = v
Governance Arrangements” Audit, Wales Executives
Review (2021/22)
Internal Audit Review - Quality Bi-Annually Director of v v
Governance arrangements for the Primary,
2 Via Quality and Safety Outcomes Report
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Matter to be Considered by Committee

commissioning of NHS Continuing Care
within the Mental Health & Learning
Disabilities (limited assurance) — Action
Plan Update

Frequency

Responsible
Lead

Community Care
& Mental Health

Scheduled Committee Dates 2022/23

Internal Audit Review — Medical Devices — | Bi-Annually Director of v v
Action Plan Update Therapies & HS (lirlked
(0]

Annual

Report)
Overview of Audit Recommendation Quarterly Director of v v v
Tracking (relevant to the Committee) Corporate Gov
Inspections of Healthcare Inspectorate Ad-hoc Director of As published
Wales Nursing
Inspections of the Community Health Ad-hoc Director of As published
Council Nursing
Tracking of Improvement Actions Arising | Quarterly Director of v v v
from Inspections and Reviews Nursing
Healthcare Inspectorate Wales Annually Director of v
Operational Plan Nursing
Healthcare Inspectorate Wales Annual Annually Director of v
Report Nursing Included

in Dec
22

WRP Report and Management Medical Director v
Response/Action Plan: National Review of
Consent to examination and treatment
standards in NHS Wales
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Appendix 3

Patient Quality, Safety and Outcomes Committee: Attendance at meetings in 2022-23

Not a Member/Required Attendee

Meeting Dates | 5t April | 7th June | 16t August | 18th October 6th December 7th February

Independent Members

Pippa Britton
(Chair)
Louise Wright
(Vice Chair)
Paul Deneen
Helen Sweetland

Shelley Bosson

Executive Directors

James Calvert
Jenny Winslade
Peter Carr
Rhiannon Jones
Leanne Watkins
Chris O’Connor

Rani Dash
Glyn Jones
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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:

— Workforce Nursing Staffing Levels
(Wales) Act 2016

— Quality and Safety Pillars
— Urgent Care

— Planned Care

— Cancer
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Nursing
Staffing

Levels
Wales Act
2016

3/56

Section 25E (2b) Impact on care due to not maintaining the nurse staffing levels in

Incidents of patient

harm with reference
to quality indicators
and any complaints

about care provided
by nurses

Hospital acquired
pressure damage
(grade 3, 4 and
unstageable)

Falls resulting in
serious harm or
death (i.e. level 4
and 5 incidents)

Medication errors
never events

Any complaints
about nursing care

Infiltration/
extravasation
injuries

adult acute medical/surgical and paediatric inpatients wards

Total
number of
incidents/
complaints
- Sept/Oct
2022

Nov - 5
Dec - 5
Jan - 7

Total 17

Nov - 0
Dec - 4
Jan -5
Total 9

0

Nov - 0
Dec - 3
Jan - 8
Total 11

0

Number of
closed
incidents/

complaints -

Sept/Oct
2022

Nov - 1
Dec - 3
Jan - 4

Total 8 (4
avoidable)

Nov - n/a
Dec -1
Jan-1
Total 2

0

Nov - O
Dec - 0
Jan -0

Total O

Total number of

incidents/

complaints not

closed and to be

reported

on/during the
next reporting

period

9 open

7 open

11

Number of incidents/
complaints when the
nurse staffing level
(planned roster) was
not maintained

Closed HAPU'’s
related to staffing =
2

Closed falls related
to staffing = 0

All complaints
remain open-only 1
where staffing
questions answered -
1 (not maintained)

Number of incidents/
complaints where
failure to maintain the
nurse staffing level
(planned roster) was
considered to have
been a contributing
factor

2

1 not a contributing
factor
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Nursing
Staffing

Levels Wales

Act 2016

4/56

Issue

Incorrect categorisation
of HAPU's resulting in
inaccurate reporting.

Focused review not been
undertaken to determine
nurse staffing levels and
route cause of metric
reported.

Requirement to report
nurse staffing levels
aligned to complaints is
ambiguous. Not a
consistent approach
across Wales

Validation of metrics in a
timely manner.

Cause

Following RCA -
categorisation not
revisited and re-
categorised to reflect
outcome of RCA.

Staff unfamiliar with
requirements of the new
system to meet NSLWA
requirements. Continue
to populate RCA which
requires manual pull
through.

Complaints often
multifaceted, spanning
different wards,
specialities, divisions
and hospitals.

The nature of the level
of harm relating to the
NSLWA means there is
often a delay in
validating the data as
each incident requires a
thorough RCA.

Remedial Action

Further education and training
for divisions on correct
process.

Continuous evaluation to
ensure processes are
embedded.

Further education and training
for divisions on correct
process.

Move from paper RCA to
electronic datix focused review

Staff reminded of the
requirement to determine the
root cause of a complaint and
to complete the NSLWA
component on Datix to
determine nurse staffing levels
and whether this was
considered a contributing
factor.

Divisions asked to review
incidents in particular HAPU'’s
and falls at the earliest
opportunity whilst the patient
is still an inpatient to improve
accurate and timely validation.

Who

Divisional
Nurses

Nurse Staffing
Programme
Lead

Divisional
Nurses

Nurse Staffing
Programme
Lead

Divisional
Nurses

Nurse Staffing
Programme
Lead

Divisional
Nurses
Nurse Staffing

Programme
Lead

When

Commenced
Jan 2023 -
on-going

February
2023 -
ongoing

February
2023

On-going
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= Define measurements for quality

= Incident reporting (this include falls, next steps pressure
ulcers and medicines management).

= Patient Experience and Staff Feedback (await Civica). This
will include compliments.

Pillars of

Quality = Complaints and concerns

= Health and Safety (encompass security)
= Infection Prevention and Control

= Safeguarding

5/56 51/501



Quality Strategy

Implementation
Plan

6/56

Y

YV V V V

>

Quality & Engagement Act from 1st April 2023 encompassing Duty of Candour and
Duty of Quality.

Approved - Quality Strategy and Patient Experience & Involvement Strategy.
Board session delivered in March 2023.
Implementation plan underway.

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

Patient experience and involvement forms part of the pillars of quality, using Civica
to include stories and thematic experience data.

Establish a forum for learning from triangulation of data, including thematic
reviews, develop action plans and shared learning.

Safe Care Collaborative ongoing.

Quality pillars as defined in the Quality Strategy:

Patient and staff experience Health, Safety and Security These *pillars of quality’
(o Bt ‘ ‘ run through our

Incident Reporting - falls,
pressure ulcers, medicines
management, mortality

organisation, ensuring

Infection Control and that e deIiver the
Prevention highest standards of care
under these domains.

Providing data in these
ngpllla.:;?‘gncerns and Sataquariiing Pillars of Quality will
’ review our performance.
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Framework for Safe & Reliable Care

Leadership .~ iture Organisational Update Teams Update

Learning Session 1.2 - March * All teams working to identify specific SMART aim
— Stage - Action Period 3 for their respective workstreams

Engagement of '

Patients & e All teams have undertaken process mapping /

* Presentations at Learning Session 1.2 fishbone sessions to understand current system
— Faculty / infrastructure to support Safe _
Care Collaborative at ABUHB e Key family of measures to be updated by next

Learning Session - June. Includes outcome,

— AMU to Acute Workstream session process and balancing measures

Learning System

Beang an hitpewnes seeon dne s bl oo mee T e T 250 15 Lt

e Data lead working with coaches and teams to Review of primary and secondary drivers, include
aid with understanding the current system initial change ideas
and above

e Operational pressures and end of year leave has

Safe Ca re e Monthly reports for each team set up impacted progress
Collaborative

ABUHB Team 0.5 Project identified, charter/contract of
- u pd ate Intent to intent not yet complete, team still
Medical Assessment Unit at participate forming.
Acute GUH 1.0 Team forming (key individuals assigned)
Ward CO (ENT surgical ward) = forming team | or formed; aim or charter/contract of
at GUH ' intent, focus determined; initial plans
made.
Gastro-intestinal Ambulatory 1.0
Care Unit (GACU) at RGH ' 1.5 Project Planning documentation (rationale,
Ambulatory Project plan aims, scope, resources, timescales,
Monmouthshire Integrated 15 begun measures, expected outcomes, initial
Team ' focus) begun and project team formed.
Clinical Assessment & Team have met.
Treatment in Care Homes 1.5
Community  (CATCH) at County 2.0 Initial cycles for team learning begun.
Activity but Project planning, measurement, data
szl sl O vesm L0 no changes collection, obtain baseline data, study of
) Executives, Leaders for processes, current state capture.
7/56 Leadership Safety, Faculty 1.0 53)/501




— A Quality Governance Day with Exec Leads and QPS, and QI
(ABCi) has taken place.

— Quality strategy delivery plan for 23/24 with an associated
Quality Outcomes Framework in progress

— Governance and reporting subject to review with streamlined
reporting

— Quality Based Management System being developed access
ABUHB Qua|ity to data in real time & development of a standardised annual
quality plan for each Directorate using pillars of quality

Strategy | . o . .
De"very Plan — Further work on Patient experience using Civica to include stories

and thematic experience data.

— Triangulated learning data to be published to include actions
taken and an evaluation of the impact.

— Standardised format of reporting for Directorate and Divisions to
report Patient Safety and Quality outcomes.

— Understanding capacity and knowledge gaps, and where
capability is needed to implement the strategy.
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Person centred approach - directly involve our patients and staff
Review and monitor WG Quality & Engagement Act deliverables

— Duty of Candour

— Duty of Quality

Implementation of both Quality strategy and Patient Engagement and
Involvement Strategy

Key objectives for Quality & Safety outlined for the next twelve months
for monitoring, review and evaluation

Workplan as part of Quality Strategy will map goals and timeframes with
SMART objectives and a Quality Outcomes Framework

Safety walk arounds being reinstated

Review of QPS resources

PTR and QPS teams working together to develop a plan for learning and
sharing of incidents

Strengthened Divisional learning / reporting through Governance
structures and standardised agendas

Data and reporting for improvement to be strengthened from ward to
board working with external expertise where appropriate

Embed an open and transparent learning organisation, with a Just
culture, incorporating psychological safety, human factors and wellbeing

55/501



Person
Centred
Care:
Listening

and
Learning
from
Feedback

10/56

Diversity
and
Inclusion

Dementia
and Hospital
Care

Mental
Capacity Act

Person with Autism
wanted support to
volunteer.

Relatives distress
around poor
communication and
visiting.

Staff concern
around capacity
assessments and
relative/auditors
concerns around
DNACPR.

Coordinator met with the
young person the hospital
site to talk through and guide
him in the recruitment
process.

Volunteer Engagement
Strategy has been revised to
ensure inclusive
opportunities.

Contact made with Autistic
Minds to support other young
people to take up
volunteering opportunities.

Relaunched Johns Campaign
and posters for wards.
Hospital Charter Animation
developed - public awareness
16 wards involved in VIPS
dementia Improvement Pilot
Dementia Champions
Training in place

PLO service in GUH

Business case for PALS being
developed.

Staff awareness films
developed which take staff
through what needs to be
considered. Memo to staff
around DNACPR and
dedicated staff training video
produced.

Rolling programme of MCA
training now in place,
including Best Interest
Assessments.

Person is so keen to become
a volunteer and very happy
that we have agreed to him
doing this. Positive impact to
persons sense of purpose.

Volunteer Framework
reviewed to ensure inclusion
and opportunities are
extended to those with
additional needs.

Flexible and improved visiting
for carers.

Public awareness of Hospital
Charter and commitment of
ABUHB to improve inpatient
dementia care.

Dementia Charter animation
for the public developed.

More staff now have access to
educational resource.
Dedicated team of MCA
Specialist Practitioners
employed following successful
bid to Welsh Government.
These Practitioners support
clinical staff in clinical
practice.

His recruitment will be
divided into small steps
to enable him to
complete his
documentation and
checks with our support.

Establish with Autistic
Minds how to further
promote volunteering
opportunities for people
with Autism.

Increased public
engagement events.

Promotion of ‘Experts by
Experience’ to increase
the number of people
we can discuss
dementia care with.

Continued MCA training
and support.

Animation to be
produced specifically
around consent.

Training for staff in Mass
Vaccination Centres-
best interests.
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Patient
Education
(Options,
Advice and
Knowledge-
OAK)

Person
Centred
Care:

Volunteer to

Listening
and

Learning

from

Feedback

'Experience’
Placements

11/56

Patients with
Osteoarthritis of
the Knee (OAK) and
Menopause unable
to access self
management
education during
COVID.

National drive to
value the
contribution of
volunteers and
opportunities for
paid employment
for volunteers.

Volunteers have
requested
opportunities to
gain paid
employment.

Request from
University for
Pharmacy Students
to gain experience
in communication
with patients.

Online patient
education sessions
established.

Advertised through
pharmacy, GP
practices and via
Social Media.

Partnership with
Helpforce. First
Health Board in
Wales to pilot
Volunteer to
Career initiative.

Funding for 1 WTE
administrator to
support Volunteer
to Career initiative.
Job Description for
Patient Wellbeing.

Worked with
University.
Pharmacy student
placements on
wards engaged
with patients in
meaningful
activity.

Online education sessions has
enabled more people to access
self-management education.

50 people have attended OAK
Menopause sessions to date in
2022-23.

61 people have attended the
OAK Knee sessions from April
2022 - Jan 2023.

First Volunteer to Career paid
post now recruited at RGH.
Another volunteer has secured
a WTE HCSW position in Mental
Health Services due to
volunteer experience.

Reporting via Bevan
Commission later in 2023. A
Patient Wellbeing Assistant post
was funded via Charitable
Funds and ring fenced for
volunteers to apply for based
on their volunteering
experience should they not
have the required
qualifications.

Students have a better
awareness of the art of
communication that they will be
able to take with them in
professional practice.

Continue with online sessions
and explore community venues
for face to face.

Continuing to promote with
posters sent electronically to GP
Practices and laminated posters
sent to Pharmacies and Leisure
Centres.

Consideration of an OAK session
for people needing information
regarding MCA and consent (to
be discussed).

Engagement with Job Centres to
encourage those who may be
unemployed to apply for
Volunteer to Career
Opportunities.

This VtC pathway is now
developed and consideration is
being paid to this initiative being
‘business as usual’ especially for
groups of people who may be
more challenged in finding
employment. We are already
working with Autistic Minds and
one of their members is also on
the pathway.

Continue to explore ways to
offer students ‘experience’
placements that support and
compliment professional
education.
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Person
Centred
Care:
Listening

and
Learning
from
Feedback

12/56

Feedback from
patients around
boredom during
hospital stays.

Boredom and
Isolation

Feedback from
staff about
managing and
anticipating loss.

Loss and
Dementia

Concerns from
relatives that
loved ones may
be dying alone,
particularly
during the
pandemic

Dying Alone
in Hospital

There has been
no structured,
coordinated real-
time method of
collecting and
managing patient
feedback.

Patient
Feedback

Meaningful activities resource
provided to all ward areas,
secured through Charitable
Funds and Dementia Monies.

Training programme developed
and being rolled out.

Partnership with Cruse to
develop Anticipatory Loss
education for staff. Piloted and
successful. Training being
delivered.

Secured funding from Helpforce
to develop end of life Companion
service

60 End of Life Companions
recruited.

The Once for Wales Patient
Feedback System (Civica) is now
live and being rolled out across
the HB. Staff are invited to
training and an initial Person
Centred Care survey has been
designed and will be shared to
all appropriate sites on the
hierarchy.

All inpatient wards now have
access to meaningful activity
resource.

More staff trained in the
benefits of meaningful
activities.

More Dementia Champions
trained across wards.

Less boredom for patients.

Staff will be able to better
support patients and
families/carers of those with
dementia to anticipate and
deal with loss.

Companions have supported
people on hospital wards who
are dying. Provision of ‘respite’
for carers who may be unable
to visit or need a break.
Opportunities for those at risk
of dying alone to have access
to a Companion.

Increased use of technology to
connect patients and families.
I-Pads have been used for
patients to say goodbye.

Patients will have an
opportunity to give anonymous
feedback and staff will be able
to access this in real time. This
will allow staff to respond and
take appropriate actions on a
continual process.

To explore how meaningful
activities would better
support those with
behaviours that challenge
(often requiring enhanced
care).

Audit of impact in
progress.

Dedicated recruitment
drive for more volunteers
to support meaningful
activities.

To roll out Anticipatory
Loss training and consider
e-learning module.

Ongoing promotion with
need to increase staff and
direct referrals.

The roll out of the system
is ongoing until all staff are
familiar with it. Further
surveys can be designed
as a result of the initial
PCC survey results. Other
bespoke surveys can be
created for areas where
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Patient feedback
around lack of
psychological
support when going
through diagnosis
and treatment.

Support during
Cancer

Investigations
and Treatment

Person
Centred
Care:
Listening

Dementia- People have told us
Citizen that they are not
a n d Engagement always aware of how
to access dementia

care and some are
expressing concerns
around how to seek
support.

Learning
from
Feedback

13/56

£300,000 secured from NHS
Charities Together to develop
psychological support service.
Person Centred Care Team working
with Cancer Leads on new
volunteer roles. Currently in
discussion about supporting 5 of
the cancer pathways with
volunteers. Diversity and inclusion
considered throughout and working
to develop Peer Support for people
from diverse backgrounds or with
additional needs.

SignLive implemented across
cancer services, improving BSL
access for people who are Deaf and
accessing cancer services.

Series of Webinars held for the
public, patients and staff.

Dedicated dementia email address
for people to contact- aids better
signposting

Developed Expert by Experience
group of people living with or caring
for someone with dementia- to
inform Health Board of what needs
to change.

New in development.
People will have better
access to psychological
support prior to
diagnosis, at the point of
diagnosis, when going
through treatment and in
recovery.

Improved point of
contact access for
patients and better
signposting when people
have concerns.

Better awareness of
National Dementia
Standards with ongoing
promotion.

Increased communication
via Social Media which
encourages people to
help us shape and
influence dementia care.

2 x dedicated Community
Listening events in
Maindee and Caerleon
(supports Wales Listens
Campaign).

Continue to develop the
psychological wellbeing
service.

Focus on diverse groups
going forward especially
those people who identify
as LGBTQ+, Black and
Minority Ethnic Groups
and people who are Deaf.

To recruit members of
the public as ‘Community
Listeners’ across all
boroughs- 2 year
programme needed to
support.

Expand ‘Expert by
Experience’ and
community listening
events.
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Dementia- People have told us
Citizen that they are not
Engagement always aware of how
to access dementia
care and some are
expressing concerns
around how to seek
P support.
Care:
[}
Listening
a n d Patient We have heard
Narratives/ several stories from
Stories patients or their

Learning
from
Feedback

relatives as a result of
their experience in
our care. These have
been made into films
to be shared at
learning events.

14/56

Series of Webinars held
for the public, patients
and staff.

Dedicated dementia
email address for
people to contact- aids
better signposting

Developed Expert by
Experience group of
people living with or
caring for someone
with dementia- to
inform Health Board of
what needs to change.

Films have been shared
with the senior staff
who have shown these
films to clinical staff so
that learning and
responsive actions may
be taken. The people
who have told the
stories have been
updated on any actions
and responses.

Improved point of contact
access for patients and better
signposting when people have
concerns.

Better awareness of National
Dementia Standards with
ongoing promotion.

Increased communication via
Social Media which encourages
people to help us shape and
influence dementia care.

2 x dedicated Community
Listening events in Maindee and
Caerleon (supports Wales
Listens Campaign).

Patients/carers have been give
an opportunity to share their
experience journey.

Patients/family are updated on
actions taken. Some families are
now part of the ‘Expert by
Experience’ Group. Staff have
given positive feedback about
impact of the stories and are
able to learn from peoples lived
experience.

To recruit members of
the public as
‘Community Listeners’
across all boroughs- 2
year programme
needed to support.

Expand ‘Expert by
Experience’ and
community listening
events.

To continue to offer
people the opportunity
to discuss their
experiences.

To develop a
Community of Practice
for staff, patients and
families to share and
promote best practice.
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Reportable Incidents submitted to the
Delivery Unit 14 June 2021 to February 2023

Misidentification [ 1

Safeguarding |1

Inpatient fall with HI and death |1
Deteriorating Patient [l 5

Maternal Death Wl 2

Inpatient fall with fracture Wl 2

Treatment or misdiagnosis Hs
resulting in severe harm or death

Serious Device error [l 2

National
Reportable
Incidents

Serious medication Error W 2
Delayed treatment [l 3

Homicide (MHS service user) |1

Reportable criteria

Unexpected death [l 3
Delayed diagnosis [l 6
HCAI C Diff Outbreak I 1
Never Event NN 16
Avoidable pressure Ulcer Hospital | NI 13
Avoidable pressure Ulcer Care I
home

Unexpected admission to NICU W 2

/ 20 40
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From the 14 June 2021, the reporting framework was changed whereby
only incidents categorised as severe harm were required to be reported.

Data captured is from 14 June 2021 when phase 1 of the new reporting
framework was introduced to 24 March 2023.

A total of 97 incidents were considered to meet reporting criteria and were
submitted during this period.

Currently ABUHB benchmarks below comparator organisations for
reporting of NRIs. Data has been supplied by the DU and an internal
benchmarking and review exercise is underway to review decision making
and reporting against the new reporting framework

Learning and Improvement

e Despite ongoing public engagement some members of the public and
staff from partner agencies (social services) are unaware that eLGHs do
not have an Emergency Department.

Site teams are expected to respond to unwell self-presenters in the
Minor Injury Units (MIU) and to be reminded of their role and
responsibilities when patients present. Self-presenting deteriorating
patient Action Cards to be reinforced with the medical teams. Roles and
responsibilities are discussed at medical induction and are repeated at
each changeover.

Lack of familiarity with AKI policy especially in relation to the use of IV
contrast

Urea as a stand-alone option on e-blood test requesting led to a full
electrolyte profile not being performed. This option has now been
removed.

Lack of recognition of new confusing being a sign of clinical
deterioration

Investigation has highlighted that there is no security presence at YYF
which would have been helpful in supporting AMU with a sectioned
patient that kept absconding. Also highlighted is a need for there to be
better understanding or referral and escalation process for medical
patients requiring MH input, especially in moments of crisis, and also
better all-round links between MH and acute. Although this incident was
at YYF, the process issues could have occurred anywhere on our acute
sites.
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Never Events Reported to the Delivery

= 2 x new NE were reported during this period -
retained swab and wrong site surgery

= NRIs - 12 out of the 15 reported NEs are
surgical related (highest reporters of wrong site
surgery & NEs comprise 5% of NRIs
nationally).

= ABUHB aware of its high humber of wrong site
procedure Never Events. A large amount of
improvement work has gone into making
processes more robust, using systems thinking
lens for investigations, training I0s using
Human Factors and the introduction of the

Unit
April 2021 - February 2023
2.5
2
1.5
1
;| 1
0
LN & & & & ;Qo,o«* S BRI & & & &
S P L& SR LOR T R SR BB
Y T VL T oT Y
o Q0 o Q0

B Wrong site surgery

B Retained foreign object

B Adminstration of medication via the wrong route
B Misplaced Naso or oro gastric tube

Theatre Safety Collaborative Group for
education, sharing and learning.

= There is a Health Board wide wrong site
procedure action plan.

= In response to thematic reviews around
deteriorating patients, Never Events, and
missed/unacted upon radiological findings,
these themes have been assigned Senior Exec
leads to oversee improvements.

Issue Cause Remedial Action Who When
Since July Directive from Welsh Government in SI Team still monitor DATIX for these incidents PTR SI Team Ongoing
2022 NHS line with NHS England - .
Wales Never e e o iITproye(:_ldseatrch capability on DATIX for key words in ?BUHB H&S
Event Wrong tooth extraction €s€ Incidents €am
reporting Oesophageal intubation
criteria have Intravenous administration of Liaise with Divisions when these incidents are Divisional QPS
changed medicines intended for epidural route - identified leads
during implementation of NRfit
Embedding Organisational memory Meeting TBA with Clinical Execs to discuss Never PTR and Clinical Complete
of Turnover of staff Events and thematic reviews to identify overarching Execs
organisationa risks and recurrent incidents.
| learnin
fromr I\:eser Learning from Never Events not Explore a repository of completed and appropriately
Events/SIs embedded within the organisational redacted investigations and action plans - Intranet
. culture. page.
complaints Undertake a review of most recent Never Events Medical Complete
focusing on learning. Additionally, a meeting is to be Director

arranged with Theatre Senior Management Team.

Monthly Theatre Safety Meetings have been
reinstated.

Scheduled Care
Triumvirate

897501
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Complaints

and SlIs

18/56

Issue

Reduced compliance in
closure of formal
concerns within 30
working days

Reoccurrence of similar
incidents —including
Never Events,
Deteriorating Patients
and missed/unacted
upon radiological
findings

Unable to consistently
achieve compliance for
completion of Patient
Safety Incidents

Cause

Divisional operational
pressures resulting in
reduced prioritisation of
Complaints and SI
process.

Inconsistencies across
organisational
teams/sites in processes
undertaken

Challenges for key
colleagues to attend
diarised meetings
Operational pressures of
I0’s in completing
investigations

Ongoing sickness in
Corporate SI team

Remedial Action

Meetings undertaken with
Divisional Triumvirates, QPS
leads and Complaints
Coordinators to revisit
process and expectations.

Face to face training
commenced February.

An Executive has been
assigned and is taking the
lead on the individual work
streams

Two sessions being
undertaken on the Delivery
Plan for the Quality Strategy.

Multi disciplinary Team
meetings to establish level of
investigation.

Closures dates discussed
weekly at the Exec Safety
Huddle.

Clear pathway for escalation
for delayed processes.
Face-to-face training
commenced February.

Who

Assistant
Director of
Nursing /PTR
Senior Team

Executive
Directors/
ADQ&PS and
Senior PTR
Team

ADON /Senior
PTR Team

When
Ongoing

27 March and
20 April
2023/ongoing

Ongoing
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ABUHB Legal Services oversee the management of clinical negligence claims, personal
injury claims, concerns progressed under the PTR Redress Scheme, and Coroner inquests.

Clinical negligence claim numbers remain steady at 369 (60%).

Personal injury claims continue a year on year reduction, currently at a 10 year low,
representing only 10% of the claims portfolio.

ABUHB Redress Panel determines if a ‘Qualifying Liability’ exists in concerns up to

£25,000. Two Panels were held in January and February 2023 with a total of 11 cases
determined.

Cla I m S, ‘Live’ Coroner inquests remain high at 185, this being 30%o of the overall portfolio.

Red ress & There were 3 ‘live’ Coroner Regulation 28 Reports during the period January-February
2023.
I nq u eStS Confirmed Open Cases For the period to 31 March 2023

o Sy Saun there are 641 live claims/
aimage, 055 rotectiomn .
inquests across the Health Board.

Clinical negligence (60%)
continues to be the highest
followed by inquests (30%o).

HRA Claim

General Enguiry
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January - February 2023

Claims Opened Claims Closed Total Open Claims
20 28/02/2023
Personal Injury m 15 400 367 —
: (B
Clinical Negligence ‘ 5 -
-8 -5 5 &
0 x‘:‘é-. £ n-“:"'# \f‘t{ -.l\p‘y)
0 2 4 6 Jan Feb O 4
& L
EFeb ®lan H Clinical Negligence ®Personal Injury = q‘;b Jg-";:lﬁ

u
C I a I m SI Inquests Opened Inquests Closed Inquest Conclusions
Redress & ., TS -
Fieh _

Inquests w (B ey

18.5 1%.5 20.5 21.5 22.5

JanmFeb 0 5 10 15 20 25 30 35 40

Redress QL Established

z. 3 mAlconol reoted  mDrug related

B Misadventure B Road Traffic Collision
Jan I Accident Narrative
W Natural Causes EOpen
0 0.5 1 1.5 2 2.5 3 .
B Suicide
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Claims,

Redress &

Inquests

21/56

Learning and Improvement

e HM Coroner for Gwent has commented positively on the significant improvement in quality of witness statements and Serious
Incident reports from the Health Board, leading to timely answering of questions from families, and
staff required to attend inquests in person.

reducing the number of

All Claims and Redress matters require submission of Learning From Events Reports to the Welsh Risk Pool. Our
learning/assurance/actions are scrutinised by a clinically led Learning Advisory Panel. WRP have recently reported positively,
confirming no financial penalties to the Health Board for failure to comply with submission of learning/requested additional

evidence.

NWSSP Legal & Risk services have reported significant improvement in timeliness and responsiveness of ABUHB Legal Services
team. There were minimal delays on cases/instructions and no late submission of new case referrals.

Issue

Regulation 28 Reports issued
by HM Coroner: Health Board
assurance as to prevention of
future deaths

Responsiveness to Coroner
requests; timely submission
of witness statements & SI
reports; meeting expectation
of Coroner and families; risk
of reputational harm

Learning and Financial
Reimbursement submissions
to Welsh Risk Pool within
prescribed timeframes.
Financial penalty and/or risk
of refusal to reimburse

Full adoption of RL Datix case
management modules /
migration to electronic
management/ development
of Dashboards

Cause

On conclusion of inquest
Coroner has identified areas
of concern that could give rise
to future patient harm/deaths
requiring attention/assurance
from the Health Board

ABUHB has high numbers of
Coroner requests and
inquests held within the
Gwent area. This has a
significant impact on staff
numbers involved in an
inquest, time and resources.

Every claim requires
submission of learning.
Financial reimbursement only
granted once full vetting and
assurance of all
learning/actions

Historically matters managed
via Datix rich client and paper
files. WRP emphasis on RL
Datix for management &
reporting, with information
held electronically.

Remedial Action

Submission of detailed learning/Actions
Plans ahead of inquest; identify suitable
witnesses to give evidence at inquest
Process introduced for timely internal
management and QA following receipt of
Coroner report

Monitor and Tracking Report to ensure
compliance

Members of team have been dedicated to
Coroner work to reduce backlog and provide
timely responses.

Support provided to staff across the Health
Board during their inquest journey

Regular meetings with Coroner to address
issues and work constructively together

LFER status tracked on rolling basis to meet
deadlines

Monthly reporting to track all payments
made

Monthly updates on upcoming submission
deadlines

Ongoing migration to full RL Datix adoption
In house RL Datix training sessions to aid
ongoing adherence

Trialling of move from paper to electronic in
sectors of work

Who

Head of
Legal
Services

Head of
Legal
Services

Head of
Legal
Services

Head of
Legal
Services

When

Ongoing

Ongoing

Ongoing

Ongoing/
October
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Health,

Safety &
Security

22/56

The Health and Safety Executive (HSE) have two
ongoing cases within the Health Board.

A patient fall at Nevill Hall Hospital and an
inspection of Pathology at Royal Gwent Hospital.

During 2022/23 the Health Board reported 79
incidents to the HSE in accordance with the
Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations (RIDDOR).

499 of these cases were reported within the legal
timeframes within the legislation.
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Health,

Safety &
Security

23/56

During the period April 2022 to March 2023 there have
been approximately 2,500 incidents affecting staff.

Violence & aggression continues to be the highest
reported staff incident
~ ] ] ™
Violence & Aggression to staff data
350
300
—_— / . /\ A /
250 \/ N~N__—~7~ \/ \/
200
150
Apr22 May22 Jun22 Jul22 Aug?22 Sep22 Oct22 Nov22 Dec?22 Jan23 Feb23 Mar23
—Data Mean —UCL —LCL
\ Y
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Health,
Safety &

Security
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The graphs represent staff

related incidents during
2022/23

Manual handling training
compliance is currently
50%

Slips, trips and falls

30

10 S N

-10
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
22 22 22 22 22 22 22 22 22 23 23 23

—Data Mean =——UCL =—LCL
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Issue Cause Remedial Action Who When

* Conduct an audit to
identify the gaps in

compliance
Reporting cases to the -+ Raise awareness regarding
Health and Safety Failure to obtain the reporting of incidents Yeme 6
Executive within the intelligence to support in accordance with Health. Safety April 2023
legal timeframes. the decision to report RIDDOR via a health and & Fi ! y AP
Compliance for 2022/23 incidents to the HSE safety information sheet =
is £49%
H ea Ith » Monitor RIDDOR
4 compliance regularly via
Safet & the ABUHB Health and
y Safety Committee
|
S rlt * Plan to benchmark data
Abuse to staff
ecu y continues to be the zdlioss WS Hieles Head of
Violence and aggression highest health and . May/June
towards staff safety reported v GEE AN CempEig) gelglth, SR 2023
incident towards our . Ire
workforce . De!l\/_ery of face-to-face
training for targeted areas
Manual handling Limited resource within < Develop a plan to deliver a Head of
training compliance. the Corporate Health sustainable manual Health, Safety April 2023
Compliance at February and Safety Team to handling education & Fire ! Y
2023 is 50% meet the demands programme
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Infection

Prevention

26/56

Aneurin BEevan UHE

Betsi Cadwaladr UHE
Carditf and Vale UHE
Cwm Taf Morgannwg UHE

Hywel Dda UHE
Powrys THE
Swansea Bay UHE
Valendre HHST
Wales

. Highar than same pericd of pravicus FY

ABUHB - Reduction Expectation Goals

Wales 2022/23 HCAI mandatory surveillance summary, °§° GG
Apr 22 - Feb 23 Ui

-| Slrrq B3 BT Dep a-t:c-f prievious FY

. Lowar hﬂl‘l‘ll‘r‘l"-ﬂ m-dvuf:-rqva-u:.F‘f'

L0SS  36.37 2 726 737 ZTAB | 1534 6668 63 Z153 2746 9463

Current Position

E Coli

C diff

Klebisella

Staph aureus

Pseudomonas

E coli a total of 291 cases of E coli reported from Apr 2022 to Feb 2023. This is -8% fewer than
the equivalent period 2021/22. Provisional rate is 53.16 per 100,000 population.

C difficile a total of 175 cases of C diff reported from Apr 2022 - Feb 2023. This is -7% fewer as
than the equivalent period 2021/22. Provisional rate is 31.97 per 100,000 population

111 cases of Klebsiella reported from Apr 2022 to Feb 2023. This is 29% more than the
equivalent period 2021/22. Provisional rate is 20.28 per 100,000 population

Combined MSSA and MRSA a total of 124 cases of Staph aureus bacteraemia reported from Apr
2022 - Feb 2023. This is 4% more than the equivalent period 2022/22. Provisional rate is 22.84
per 100,000 population

A total of 16 cases of Pseudomonas reported from Apr 22 to Nov 22. This is -42% fewer than the
equivalent period 2021/22. Provisional rate is 3.11 per 100,000 population
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ABUHB - Covid-19
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hospstal acquired -
Daily number of inpatient cases in hospital, by health board of admission
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Prevention ' N

Inpatients Currently 58 however range over the past month is from 29 to 103.

Outbreaks 1 ward and 4 bays under observation which is a significant improvement from 6 wards
and bays affected.

Care Homes 7 in outbreak, 10 with incidents of Covid and 100 Covid free - remained reasonable
stable throughout reporting period.
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Infection
Prevention

Reduction
Expectation
Goals

28/56

Issue

Reduction of
healthcare
associated
infections

Respiratory
virus
Covid/Influenza
The number of
hospital
outbreaks 17
areas affected
during this
reporting
period

Cause

Antimicrobial stewardship &
resistance

Slippage with proactive deep
clean

Fundamental Infection
Prevention measures not
sustained at 95%

High acuity of patients
Secondary infections post
Covid-19

Increase in patients
presenting septic in
secondary care

Increase in waiting times for
elective surgery for biliary
conditions

Increase in capacity and
boarding patients

Shared facilities in eLGH
sites

High acuity and level of care
for patients

Patients grouped together to
support safe staffing
National trends, influenza
activity is still increasing
Increased visitors

Remedial Action

Action plan developed
ongoing monitoring via
RNTG

Roll out of Antimicrobial risk
kit (ARK)

Aseptic Non Touch
Technique (ANTT) roll out
Focus on care bundles &
device management
Deep Dives re: MRSA
indicated learning re
admission screening and
decolonisation treatment
Draft proactive HPV
programme developed

Inpatient and staff testing
for symptomatic only
Ongoing promotion of
prudent Infection
prevention measures
Continual review of patient
pathways

Step down guidance
updated

Promote vaccine
programme “its not to late”
Continue to promote face
coverings within patient
areas

Who

Divisional
Management
Team

Antimicrobial
pharmacist

Infection
Prevention
Team

Divisional
Management
Team

Infection
Prevention
Team

When

Monthly
review via
Reducing
Nosocomial
Transmission
Group

Monthly
review via
Reducing
Nosocomial
Transmission
Group
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Part A

Wave 1 (27/2/2020 - Wave 2 (27/07/2020 - Wave 3 (17/05/2021 - Wave 4 (20/12/2021 - Live
26/7/2020) 16/05/2021) 19/12/2021) 30/04/2022) ** 01/05/2022 -
Total Incidents 316 1111 321 1023 1647
Investigation Not
Started 0 993 186 770 1226
Under Investigation 0 34 1 21 96
Downgraded /
Recategorised 32 24 105 187 325
Referred to Scrutiny 0 30 1 0 0
Panel
Completed
Investigations 284 30 28 45 0
Check +/- 0 0 0 0 0
VID-19 -- --
C o Deaths 147 372 50 116 157
| tigati
nvestigations Part B
Care provided was
not deemed 0 0 0 0 0
reasonable
Cases referred to
nd ik 0 1] 0 0 0

No. cases referred to Legal & Risk

> Wave 1 - 100% complete

> Wave 2 - 7.56% complete
> Wave 3 - 41.74% complete
> Wave 4 - 22.68% complete

**Note: Live wave data represents only to 30 March 2023

29/56
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Issue Cause Remedial Action Who When

Delayed start to High FTC resource & Requested 3 Month extension @ COVID-19 On going
programme & resource to high risk of losing (to 30 June 2024) for critical Investigation
complete programme on  resource prior to 31 resource to secure programme Team (CIT)
time. March 2024. completion.
Investigation resource to  Out of scope of the Actions with IP&C IP&C On going
undertake live wave in NNCP framework.
COVI D— 1 9 line with Duty of
Candour.

Investigations

Programme

RiSkS Availability & time to Clinical notes sparse for N/A

locate clinical notes. COVID-19 identification
& management.

Locating pertinent notes

due to non- N/A COVID-19

chronological back Investigation :
scans. Team (CIT) On going
Mental Health notes in Liaising with Health Records

off-site storage colleagues

facilities.
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Good Practice - Top 3 Themes

[

Early Learning _
Themes from
COVID-19

Investigative : _
Process Wave 1 Learning - Top 3 Themes

Record Keeping Isolation Difficulties
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The Corporate Safeguarding team are currently supporting
Safeguarding Boards with: -

» 3 Child Practice Reviews
> 2 Domestic Homicide Reviews
» 1 Adult Practice Review

Safeguarding

In addition to this we are looking at the learning from a high profile
Child Practice Review in CTMUH - Logan Mwangi. His life was
tragically cut short at the hands of his mother, stepfather and a
Curre_nt teenage boy; all of which are now serving custodial sentences.
Practice
Review

Key learning for Health is in relation to a previous admission to his
local A&E, where his injuries were not shared with the local Authority.

Safeguarding is a thread that must run through all our patient
interactions. Consideration for sharing information with Childrens
services is sometime necessary. Health has a statutory requirement to
report child concerns to the Local Authority, in ABUHB that is a Duty to
Report.
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Safeguarding

Training and
Development

33/56

ABUHB is required to provide Safeguarding Training in relation to
Children and Adults in line with national standards.

Current training compliance:

1 84% 83%

2 84% 81%

Safeguarding Level 3 training packages have been re-written to
include current themes and up-to-date evidence. Training dates
have been planned and are available for booking.

Roll-out of training to commence in April 2023, with a recovery
plan to achieve compliance. Support from Divisions is required to
allow staff adequate time to undertake.
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Data Analysis

The Corporate Safeguarding Team have developed a humber of data analysis
tools, to capture themes and trends. Areas of need can then be identified for
focused learning and education.

These include: -
» Child and Adult Duty to Reports
» Child Protection Medicals
» PRUDIC's
» Child Strategy Discussions

Safeg ua rding > Section 5 Practitioner Concerns

Safeguarding System Assurance

= At this current time there are not robust processes in place to monitor
systems in place to safeguard individuals in receipt of ABUHB independent
contractor services.

= Conversations are already underway with colleagues in Primary Care to
determine how we set expectations and monitor compliance.

= Consideration will need to be given to similar processes for all other
independent contractors.
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Safeguarding

35/56

Issue

Barriers for Health
Board workforce to
report children’s
safeguarding
concerns to Local
Authorities. Quality
of referrals been
highlighted by LA’s

Poor uptake of adult
level 3 training dates

CST members
attending MARAC
meetings

Feedback from
MARAC co-Ordinator
that health opinion
was missing.

Cause

Despite the introduction of
the new online DTR forms,
individual practitioners
have not been completing
forms, whilst the child is in
department. Resulting in
poor quality and no
consent

» Staff shortages

* Understanding the value
of the training for staff
groups identified in the
intercollegiate document

» Awareness of training
dates

Due to workload pressures
and shortages in the team,
a trial was arranged to
share MARAC research, but
not attend the meetings.

Remedial Action

* DATIX raised to log
concern.

* Remedial plan offered by
Senior nurse in ED.

* Education and support
continuing from CST.

» Highlighted the importance
of information sharing, re-
enforced learning from
Child Practice review, with
communications assistance.

« Comms engagement with
awareness raising

* Mapping of staff groups
requiring level three
safeguarding training

* Email out to the divisional
leads to raise awareness
and encourage
participation.

» Discussions with ESR to
have level three training
added to this platform.

* Planning about how we can
resource the 40hr per week
it takes to complete all
MARAC work.

* Reallocate admin budget to
employ extra hours,
allowing 28hr per week to
band 7 core work.

Who

Corporate
Safeguarding
Team

Emergency
Care Team

Corporate
Safeguarding
Team

Corporate
Safeguarding
Team

When

ongoing

Training will
commence in
April 2023

Ongoing
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Live in GUH for all adult in patient areas.

Funding available for devices to support the roll out to RGH / St
Woolos / YYF.

Rollout planning started for RGH to commence during May 2023.

WEISh Version 2.2 released Feb 2023 with bowel, repositioning and

Nursing

mouthcare charts.

NursingNotes

Records created per month
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Welsh
Nursing

Care
Record

37/56

Issue

Delay in getting a WNCR
record started on two
wards

Dual running across the
health board of paper
and digital system

Not currently providing
qualitative data to ward
managers

Need a business case for
final health board in
patient areas

Cause

Two wards have issues
where the patient
pathway on WPAS is not
completed for semi-
elective patients

The digital patient
assessment is only
available via Welsh
Clinical Portal upon step
down

Work not started on
creating dashboard
output from data
warehouse

Funding only provided in
phases

Remedial Action

Training has been provided to
support WPAS pathway
selection when booking
patients

Digital Health and Care Wales

are to provide integration with

the documents data base
(delayed)

WCP provided for all nursing
staff

Requirements gathering
ongoing and mechanisms to
provide dashboard being
explored

Business case for equipment
for final roll out areas (NHH,
Community estate)

Who

CNIO

DHCW

CNIO

Project
Manager

When

Asap

Q3

Q1

Q2
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£400.00 Apl‘il 2023 - Context

350.00
Total

The data used in this I chart
has been retrieved from

Ezsooo .
Numbers of : Datix.
¥ 200.00
= £
In patlent 3 15000 The data represents the
100.00 collective information for
Fa I IS 000 ABUHB and refers to the
total numbers of reported
0.00 . . .
Redfddsgdgdsasadyasasasaeaen | fallsincidents for the period
§283358823888255835325828=228% | March 2021-2023.

2090
2021-'23

Reported fall incidents in ¢ The mean average number of monthly falls for December 2022 saw the
Aneurin Bevan University ABUHB has seen a marginal decrease to 270. highest numbers of
Health Board (ABUHB). * For the year 2022-23 incident reporting numbers reported falls incidents since
have been subject to a greater degree of variation January 2022 at 369.
TOtaI - Sum Of the This data was retrieved as compered to 2021-22 with December of 2022
fa"S related incidents from Datix as the being marginally above the upper control limit.
information source. * January — March 2023 has seen a return to a

reported for the given
period

downward tend with values for February and
March being more closely aligned to the mean
average.
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Average
Number of IP
Falls per 1000
Occupied Bed
Days (OBD)

February
2021-'23

OBD = The sum of the
number of beds
occupied for the given
period

39/56

10.00
9.00
8.00
7.00
6.00
5.00
4.00
3.00
2.00
1.00
0.00

Numbers of Falls

Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21

Sep-21

April 2023 - Context

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

The data represents the collective
information for ABUHB and refers to
the average numbers of Inpatient
falls per 1000 Occupied Bed Days
(OBD).

1000 OBD’s represents a national
standard unit of measure.

Oct-21
Nov-21
Jul-22
Aug-22

(32]
P December 2022 figure is the highest
&L since January of the same year.

Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23

Reported fall incidents in
Aneurin Bevan University
Health Board (ABUHB).

This data was retrieved
from Datix as the
information source.

The mean average number of monthly falls
for ABUHB per 1000 OBD'’s for the period
March 2021- 2023 was 6.97 which is
marginally above the National average of
6.6.

Again 2022-23 saw a greater degree
of variation as compared to 2021
across the corresponding periods.

There has been a reduction in the
number of months in which the
incident rate was above the national
average from 26% to 29%.

Aligned to the National average for the
given period the following is demonstrated:
29% above National Average
29.% below National Average
42% Aligned to the value of 6.6

A peak was seen in December , it is
important to consider this in the
context of the overall trend. A
subsequent decrease has been seen
to a value aligned to the National
value.

November 2022 saw a downward
trajectory to the lowest value of 5.8 since
June 2022.
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200 April 2023 - Context
180
128 The data used in this chart has
120 been retrieved from Datix.
100
80 The data represents the collective
60 information for ABUHB and
‘2*8 refers to the total numbers of
0 S RN N N N N (N N U N U N LN NN RN AN A reported falls incidents for the
N VYN s period December 2021 to
PR EE RO YL FTEF
v The data is reflective of the
ENone ' Low M Moderate EMSevere MCatastrophic/ Death identified level of harm recorded.

Severity of

H a rm Reported fall incidents in The information provided details the distribution of the

Aneurin Bevan University levels of severity of harm as reported for falls incidents
Health Board (ABUHB). a period of 15 months to February 2023.

This data was retrieved Of the total numbers of falls incidents reported the
from Datix as the severity of harm is categorised as follows:

information source.

44% - no harm

47% - low harm

8% - moderate harm
0.9 % Severe harm
0.1 Catastrophic
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Medical
Examiner
(ME)

Referrals -
Falls

41/56
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April 2023 - Context

The data represents the
collective information for
ABUHB and refers to the
total numbers of incidents
reported to the ME and
those numbers which
referenced falls within the

O, N WPRUIO N ®

o .
v documentation.

The information is for the
period April 2022 to March

Numbers of Falls
[e))
o
o

VAT S S SO SR R S G S G R
LA LAV G\ LIPS LA G LIS LA G LI
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2023.

Reported fall
incidents in Aneurin
Bevan University
Health Board
(ABUHB)

This data source is
information extracted
from files sent to the
ME.

Chart 1 - Of the total numbers referred to the ME
8% had falls referenced within the documentation.
This represents 41 of 495 instances . It is however
important to recognise that this may not however
have been the primary reason for the referral or
cause of death.

Chart 2 - This demonstrates the trajectories for
the numbers of falls reported with a mean average
value of 3.4 for the given period. April 2022 to
March 2023.

Chart 2 demonstrates the variation around
the mean average value of 3.4 with the
months May, July and September 2022
being above or more closely aligned to this
value. September saw a subsequent
downwards trend to values of 2 and 1
respectively ( October & November 2022).
The months of December 2022, January
and February 2023 saw values marginally
above the 3.4 with a fall to zero for March
2023.
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SDEC GUH at a Glance 8/8/22 -31/3/23

42/56

3579
Patients
seen

Median

time 4
hours

Average 26

Patients
per day

2956
patients
Discharged
Same Day
(83%)

0%
5%
0%
25%%
20%0
1 5%
1 0%

Urider 2
hours

Time Spent in SDEC

Hors

0%
40%%
' - o
5 - B - g -
Ho 1

SDEC by Speciality

E0%
Tt
G0

20%0

10%
urs  Hours I -

0%

348 Next
day
Returners

623
Admissions

Progress Summary

Average daily patient throughput up from 19 to 26
(Jan 23)
Surgical model working very well:

— Established GP referral process via Flow

Centre

— T&O and ENT pathways developing
Consistent Positive feedback from patients and SAU
staff
General medicine utilization continues to increase
since Jan 23
Plans to utilize for Acute Oncology from April 23
Ad-hoc utilization for Maxfax, Gynae and Gastro
SDEC has never been used for in-patient capacitg
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https://www.sfn03.com/sfn_ABUHB?ct=s&s=EMA.F.7A6G9.%25&m=CU.AB.B.G.Count.%25&mp=2YRS_WEEKS_1ST_MON&pers=1
https://www.sfn03.com/sfn_ABUHB?ct=s&s=EMA.F.7A6G9.%25&m=CU.AB.B.G.T.%25&mp=2YRS_WEEKS_1ST_MON&pers=1
https://www.sfn03.com/sfn_ABUHB?ct=s&s=EMA.F.7A6G9.%25&m=CU.AB.B.G.Tim.%25&mp=2YRS_WEEKS_1ST_MON&pers=1

A&E attendances : [fA6G9] GUH [Cwmbran] * ED Specialty Referred To : (Last 6 months)
Data Updated: 2023-04-05 06:06:28 549 of attendances

A2k have no specialty
recorded, assumed to
be patients assessed
out. Of the patients
attending ED who are
referred to a specialty,
the demand in the last
6 months is highest
for Medical (32%) and

25000
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15000

Attendances

10000

5000

Urgent and o I e
® o
s f g T B E € § F f 8 Paeds (30%).

ED Specialty Referred To (By Value(Desc))

Time from Arrival to Departure from A&E : [fA6G9] GUH [Cwmbran] * ED Specialty Referred To ; (Last 6 months)

Emergenc
g y Dot Upeltec: 225 0605 06065 Average time for
Ca I‘e T, Medical Specialties

from arrival to
departure in ED is
24.4 hours. There was
a reduction after the
December peak back
to normal expected
levels.

Hours
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https://www.sfn03.com/sfn_ABUHB?ct=p&s=EMA.SRT.%25_EMA.F.7A6G9.%25&m=EMA.ET.ARR2DEPOBS.%25&mp=LAST_6_MONTHS&pers=1&pc=0&leg=0
https://www.sfn03.com/sfn_ABUHB?ct=p&s=EMA.SRT.%25_EMA.F.7A6G9.%25&m=EMA.A.ATT.%25&mp=LAST_6_MONTHS&pers=1&pc=1&cumpc=0&leg=0

Count of Time from Arrival to Departure from ASE > 48 Hours : [7A6GY] GUH [Cwmbran] * ED Speciaty Referred To : (Last 6 months)
Dt Upciatect: 20230405 0606:28

100% 100% 100% 100%

91% of the 48+ hour

waits in ED are for
i h 1 medical specialties.
o %] ? D:: o m bl = [=] =
g 2 : 2 g 5 3 The time to

ED Specialty Referred To (By Value(Desc))

Urgent and

departure for medical
E specialties over 48
mergency Copy of Count of Time from Arrival to Departure from ASE >48 hrs : [7A6GS] GUH [Cwmbran] * Med : (Weekly - 2 years, prediction) hours are normally

Data Upcateck: 20230405 06:06:28 .
Ca re occurring at around

20 per week but have
settled back to 20-35
per week since the

peak over Christmas.
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https://www.sfn03.com/sfn_ABUHB?ct=p&s=EMA.SRT.%25_EMA.F.7A6G9.%25&m=CU.AB.B.G.Tim.%25&mp=LAST_6_MONTHS&pers=1&pc=1&leg=0
https://www.sfn03.com/sfn_ABUHB?ct=s&s=EMA.F.7A6G9.%25_EMA.SRT.8.%25&m=CU.AB.B.G.CopyofC.%25&mp=2YRS_WEEKS_1ST_MON&pers=1

Urgent &

Emergency
Care

46/56

Issue

Medical Staffing:
Consultant
Medical Staffing to
support

the Assessment
Units, Ambulatory
Care, Same Day
Emergency Care,
Ward Al, Flow
Centre and
Emergency
Department

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

Patient Flow:
Congestion within
the ED and

Assessment Units /

Increased
presentations /

Long lengths of stay

/ Al / Ambulance
delays

Cause

The opening of the Grange
University Hospital (GUH)
predicated the need to
consolidate the medical
workforce, however,
medical staffing rosters
remain lean.

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

Remedial Action

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

Ongoing recruitment within acute medicine.

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.

e Explore models of care across the Assessment
Units

* Recruitments drives for Registered Nurses and

HCSWs

Student streamlining

Recruitment of internationally trained nurses

Robust sickness management

Practice Educators working clinically alongside

junior staffing

e Senior Nurse Point of Contact (POC)

* Block-booking of staff secured and robust
processes in place to manage roster

e 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)

* Expansion of ED Main Wait being progressed
through Capital Bid Application with Welsh
Government

* Al reconfiguration work

e SDEC commissioned but only being used for
Scheduled Care and ad hoc Specialty involvement
at present due to deficits in the Acute Medicine
workforce

Who

General
Manager /
Divisional
Director /
Divisional
Management
Team

Divisional
Nurse /
Divisional
Management
Team

General
Manager /
Divisional
Director /
Divisional
Nurse /
Divisional
Management
Team

When

Ongoing

Ongoing

Ongoing
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A note on the
AB model and
its success for

Planned Care
during Urgent
Care pressures
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RTT - Stage 1 (New Outpatients) Over 52 Weeks

reporting_category -

Sum of Over 52Weeks
Over 52 Weeks Stage 1
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OpaAttendances (4Week Avg) AwerageWesklyadhvity(2019-20) Reportableattendances

Outpatients
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Stage 1 (Outpatients) Waiting List Outpatient Waiting IiSt
1 and 52 week cohort
- 0| ¢ The number of patients

on the outpatient
waiting list has

1763

0
5
5
5
3
74209
0
3
5
3
5

50000 oo increased by just under
40000 40000 3.5k since the start of
the financial year.

Planned Care | - Of the patients

currently on an

o outpatient waiting list,
° 0 1490 are within the
March 52 week cohort.

Outpatient

W -t- I - t 52WeekNonCohort
Booked Patients on Waiting List Percentage on waiting list and percentage of booked patients in 52 week March

and 52 Week
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Planned Care

Performance
Overview -

Waiting List
Snapshot

(unvalidated) as
at 12/03/23
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Outpatients
Over 52 Weeks  Change Stage 1 Model F i
Stagel(Current Over 52 Weeks 5:‘; :::::a: (FYEe)r
Week) (past 5 weeks) ee
9825 161 10617
Over 104 Weeks  Change Stage 1 Model F .
Stagel (Current  Over 104 Weeks 1; ‘:’ ol::;:sl (FY:;
Week) (past 5 weeks) ee
826 -84 683
Total RTT Waits
Change Over 104
Over 104 Weeks Weeks (past 5 Model Forecast Over
(Current Week) S 104 Weeks (FYE)
weeks)
3478 -581 3549
Change Over 156
Over 156 Weeks
(© t Week) Weeks (past 5
urrent Wee —
905 -94

Over 52 Weeks Stagel

Change Stage 1 Over 52

Over 104 Weeks Stagel Change Stage 1 Over 104

Row Labels T (CurrentWeek) Weeks (past 5 weeks) Status (CurrentWeek) Weeks (past 5 weeks) status
=IClinical Support Services
Chemical Pathology a3 & (] 0 0 (]
=IFamily and Therapies
Gynaecology 111 -111 (0] 0 0 (]
= Medicine
Gastroenterology 10 5 ¢ 0 0 (]
Diabetes & Endocrinology 5 5 ’ 0 0 .
=IScheduled Care
Ear Nose & Throat 3295 135 ¢ 558 12 @
Ophthalmology 3198 286 ¢ 0 0 (]
Trauma & Orthopaedic 1934 -67 (0] 253 -63 (]
Urology 737 -38 (0] 15 -33 (]
Maxillo-Facial 338 3 ¢ 0 0 (]
Orthodontics 152 9 ¢ 0 0 (]
General Surgery 2 -9 . 0 0 .
Grand Total 9825 161 ® 826 -84 (]
Change Over 104 Change Over 156
Over 104 Weeks = Over 156 Weeks =
Weeks (past5 Status Weeks (past5 Status
(Current Week) (Current Week)
Row Labels T weeks) weeks)
= Medicine
Gastroenterology 1 1 ¢ 1 1 ¢
= Scheduled Care
Trauma & Orthopaedic 2133 373 (] 692 -63 (]
Ear Nose & Throat 920 -58 @ 135 -14 @
Urology 305 -88 (] 72 -12 (]
General Surgery 99 -30 @ 3 -1 @
Maxillo-Facial 12 -3 (] 1 Z (]
Ophthalmology 8 -30 @ 1 -3 @
Grand Total 3478 -581 (] 905 -84 (]
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Cancer -
62 day

Performance
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62-day Performance
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53 8% -

a7 3% |

a0 7% |

3,4 B g

Vil (erciudding current)
Tl [ 3r rree '

e mmdimn). Trand = Gresn (6 or mor iIncreasing/decre.

@

The provisional view of
March performance
suggests a compliance
improvement of up to
10%. This is this result
of the improvement to
first appointment
achieved in January
(below).

The volume of patients
starting their pathway
within 14 days has
dropped since January
due to leave, sickness
and ongoing demand
increases.

98/501



Reducing the active patients waiting over 62
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SCP Referrals
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SCP demand continues to increase with further forecast
rises. Maintaining this level of activity and improving on
cancer performance is going to require more dedicated

USC capacity potentially at the expense of RTT capacity.
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Issue Cause Remedial Action Who When

Falling compliance Annual leave in LGI STT All additional capacity being Dawn Baker- 30/04/2023
against start of team. Time to first explored within team to bring  Lari

pathway 14 day target: investigation increasing down waiting times but

14 day first appointment by >25 days anticipated slow recovery.

compliance has dropped Further options to be explored

10% since January peak. to streamline start of pathway

This has subsequently led Delayed CT waiting New scanner now in place Arvind Kumar  30/04/2023
to an increasing back times due to scanner increasing available CT

position which will have replacement capacity. All options being

an adverse impact on 62 explored to expedite CT

day compliance scanning.

Recove ry Haematuria 1 stop Emergency contingency plans  Mike Hague 30/04/2023
clinic waiting times required to maintain and
continue to struggle recover urology waiting times.
C h a I Ie n es due to available nurse
g endoscopist capacity.
Loss of cancer activity

due to emergency
consultant leave.

Rising Cancer Backlog Loss of activity over Backlog scrutiny exercised Cancer 30/05/2023
end of financial year + being undertaken in all major  services + all
holidays. tumour sites. Renewed push tumour sites

on start of pathway to prevent
further growth

Colorectal theatre waiting Demand/Capacity New job plans created to Dawn Baker- 30/05/2023
times shortfall redistribute cancer workload Lari
evenly amongst clinicians.

Additional locum consultant
surgeon out to advert
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CI]CI CYFARFOD BWRDD IECHYD PRIFYSGOLN

Bwrdd lechyd Prifysgol ANEURIN BEVAN
NHS fiwiINS  ANEURIN BEVAN UNIVERSITY HEALTH BOARD
MEETING

DYDDIAD Y CYFARFOD: 25 April 2023
DATE OF MEETING:
CYFARFOD O: Patient Quality, Safety and Outcomes Committee
MEETING OF:
TEITL YR ADRODDIAD: Strategic Risk and Assurance Report
TITLE OF REPORT:
CYFARWYDDWR Director of Corporate Governance
ARWEINIOL:
LEAD DIRECTOR:
SWYDDOG ADRODD: Head of Corporate Services, Risk and Assurance
REPORTING OFFICER:

Pwrpas yr Adroddiad (dewiswch fel yn addas)
Purpose of the Report (select as appropriate)

Er Sicrwydd/For Assurance

This report seeks to provide a summary of the current risks which receive
oversight from the Patient Quality, Safety and Outcomes Committee (PQSOC) and
feature on the corporate risk register.

The report also provides a first iteration of a proposed new format of report that
maps the entire risk profile for the Committee across a diagram. This would
provide the Committee with a view of the risk exposure of the organisation in
respect of patient, quality, safety, and outcomes risks.

ADRODDIAD SCAA
SBAR REPORT

Sefylifa / Situation

This report provides an overview of all 10 strategic risks described within the
corporate risk register and which, require scrutiny and oversight from the
Committee.

The sustained demand for services, compounded by the residual impact of the
pandemic and significant workforce constraints continue to represent the most
significant risks to the Health Board’s delivery and the achievement of the
objectives outlined within the IMTP. A high-level overview of the PQSOC risks
currently captured on the corporate risk register are attached to this report at
Appendix 1.

The delegated authority of the Committee in respect of risk management
arrangements, as articulated in the Committee Terms of Reference (ToR) is:
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“The Committee will seek assurances on the management of
strategic risks delegated to the Committee by the Board, via the
Corporate Risk Register.”

In recognising this specific area of delegated authority from the Board, this report
seeks to provide the Committee with an overarching position of the risks for which
it is responsible.

Additional capacity and resource are expected to be in place within the Corporate
Governance Team from Summer 2023 when sustainable progress can be made to
ensure the revised approach to the Board Risk and Assurance Framework becomes
embedded and used to inform and drive Board and Committee business and allow
for the Committee to take an active role in evaluating assurances and the internal
system of control.

Internal Audit has recently undertaken a review into Risk Management
arrangements within the Health Board. The result of this audit was a reasonable
level of assurance however, further improvement actions have been identified and
are addressed in the management actions of the report itself. The report can be
accessed on the Health Board website as part of the Audit, Risk and Assurance
papers for 18t April 2023.

Cefndir / Background

The Health Board utilises the All-Wales Risk Matrix to assess the potential impact
and likelihood of occurrence of all predicted risks to form an overall risk score.
Risks may then be tolerated, treated, transferred or terminated in line with the
Health Board Risk Management Strategy and ‘risk decision’ processes.

At the March 2023 Board meeting, members received an updated version with
enhanced risk assessments for each risk profile. The report included an
assessment of the internal controls used to manage each risk and an assessment
on levels of assurance that could therefore be taken.

Internal controls were identified and rated (red, , greenl) RAG in relation to
their effectiveness. Where gaps were identified, clear actions alighed to SMART
methodology were developed and tracked through respective Executive risk
owners. Sources of assurance could then be established and similarly, where gaps
are identified, clear SMART actions were developed to address the gaps to drive
progress to mitigate the risk and reduce either the likelihood, consequence, or
both. Committees are then responsible for the active monitoring and review of all
risks which receive oversight from each respective committee.

Risk Management ensures that the Health Board focuses on the risks and concerns
that may impact on the Health Board’s ability to deliver its objectives as stated
within the agreed IMTP. Whilst active risk management is performed daily at an
operational level, the Health Board’s risk management strategy and process

"For clarity, Red would indicate no assurances available, would indicate satisfactory
sources of assurance available, and Green would indicate a considerable level of assurance
with clear evidence that the risk is being managed effectively.

(W
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ensures that the Board is informed, engaged, and assured about the approach that
Health Board uses to identify and manage perceived risks.

An Executive Committee session is planned for 27% April 2023 to provide an
opportunity for Executives to rigorously review the Corporate Risk Register and
potentially reframe, de-escalate and redefine risks already captured.

At the time of writing, a further Board Development Session is scheduled to take
place on 26t April 2023, focused on defining and setting the Board’s risk appetite,
based on feedback received at the last session. The outcome of this work will be
pivotal in informing the updated Risk Management Strategy, due to be presented
to the Board in May 2023.

Asesiad / Assessment

Current Organisational Risk Profile:

There are currently 10 strategic level risks that report to the PQSO Committee,
of which 8 are classified as high risks due to the scoring being 15 or greater.
The following table provides a breakdown of the risks and level of severity:

Moderate | 2

In preparation for the March 2023 Board meeting, the risks that comprise the
corporate risk register were subject to Executive risk owner scrutiny, challenge,
and review. Robust assessments of the Health Board’s internal control system
were undertaken, alongside a review of all sources of assurance related to each
risk. Based on a calculation of averages methodology, an initial indication on
each risk was given a RAG rated assurance level. This is in line with Internal
Audit methodology when determining assurance levels for audit reviews.

An over-arching, high-level indication of the level of assurance the Committee
could derive from the assessment is set out below:

Nil Satisfactory Considerable
X

This meant that the Committee can take an overall level of satisfactory
assurance that the strategic risks which comprise the corporate risk register, and
which represent significant risks to non-delivery of the IMTP, were being
managed effectively. The Committee can also take assurance that the system of
internal control to manage these risks was deemed to be satisfactory.

3/6 105/501



Risk Profile and Risk Exposure 2

Following the Risk Management Board Development Session on 22" March
2023, it was agreed that for future reporting, Board members would like the
opportunity to review the Health Board’s risk exposure as a visual
representation. The following diagram has been developed for this purpose and
is informed by the current risk scores which comprise the PQSO Committee
risks:

PQSO Committee - Risk Exposure - April 2023

CRRO03
25

CRR0O40 20 CRRO13

CRR038 CRR0O19
CRR0O36 CRR023
CRRO30 CRR027
CRR028

e=@== Total

The diagram clearly demonstrates that the current risk exposure features heavily
in the upper limits of the scoring matrix. This is not unusual for strategic level
risks and best practice indicates that we would expect to see corporately
reported risks as high/significant level as they pose the most significant threat to
the organisation and therefore should be reported to the Board and its
Committees.

Argymhelliad / Recommendation

The Committee is requested to:
> DISCUSS and NOTE the overview of the Committee risks, as contained

within the Corporate Risk Register.

2The result of the risk analysis process can be used to produce a risk profile which gives a

significance rating to each risk and provides a tool for prioritising risk treatment efforts. This
ranks each identified risk so as to give a view of the relative importance. Institute of Risk
Management (IRM)
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Amcanion: (rhaid cwblhau)

Objectives: (must be complete
Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference
and Score:

The Corporate Risk Register is informed by
Datix, ensuring a bottom-up approach to risk
escalation.

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
2.1 Managing Risk and Promoting Health and
Safety

Choose an item.

Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Choose an item.

The Corporate Risk Register assesses risk that

Link to IMTP could impact achievement of all strategic
priorities.
Galluogwyr allweddol o fewn y Governance

CTCI
Key Enablers within the IMTP

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strategic Equality Objectives

2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth: N/A
Evidence Base:
Rhestr Termau: N/A

Glossary of Terms:

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y
Cyfarfod Bwrdd Iechyd Prifysgol
Parties / Committees consulted
prior to University Health Board:

: | Risk Register

Respective committees of the Board have
considered risks contained within the Corporate

Effaith: (rhaid cwblhau)

Impact: (must be completed)

Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

No does not meet requirements

An EQIA is required whenever we are developing a
policy, strategy, strategic implementation plan or a

proposal for a new service or service change.
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https://abuhb.nhs.wales/files/key-documents/integrated-medium-term-plan-imtp/imtp-2022-2025-finalpdf/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/
https://abuhb.nhs.wales/files/key-documents/equality-and-diversity/strategic-equality-plan-2020-2024/
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If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant
Cenedlaethau’r Dyfodol - 5
ffordd o weithio

Well Being of Future
Generations Act - 5 ways
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Choose an item.
Choose an item.
N/A
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Risk ref and
Descriptor

CRRO19 Failure
to meet the needs
of the population
who require high
levels of
emergency
supportive care
and inability to
release
ambulances
promptly to
respond to
unmanaged
community
demand. (re-
framed Dec
2021)

CRRO013 Failure
to prevent and
control hospital
and community
acquired
infections to
include COVID-19

CRRO023 Potential
risk to population
health in relation
to avoidable harm
due to priority
being given to
management of

Current
Score

Target
Score
(informed
by Appetite
level)

Risk Appetite Level

Low level of risk appetite in
relation to patient safety risks.

Moderate levels of risk with regard
to innovation around mitigations to
prevent demand and better
manage the demand.

Zero or low due to patient safety
and quality of service.

Zero or low level of risk appetite
in terms of protecting patient
safety and the quality of services.

Moderate level of risk appetite in
relation to different ways of
working to address backlog. This

Managed to
Agreed Level
Y/N?

Risk Treatment Date and Assurance/ | Risk Owner
Trend Since | Oversight
Last Committee
Reporting
Period
Treat the potential impacts of | March 2023 | PQSO Director of
the risk by using internal Board Operations
controls.
Tolerate the impacts of some
mitigations and acknowledge “
that some may not work.
Treat the potential impacts of | March 2023 | PQSO Director of
the risk by using internal Board Nursing
controls.
Treat the potential impacts of | March 2023 | PQSO Director of
the risk by using internal Board Operations

controls.

-
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Appendix 1 — ABUHB Board, Strategic Risk Report

the COVID would include the use of Tolerate the impacts of some
pandemic. technologies and innovations. mitigations and acknowledge

that some may not work.
CRRO27 Moderate risk appetite level will Treat the potential impact of March 2023 | PQSO Director of
'Effectiveness of need to be applied to this risk the risk with mitigations. Board Public Health
CoviD profile, given the unpredictability of ) and Strategic
vaccination and the potential of variants of concern Tolerate the unpredictable Partnerships
booster as recognised by Welsh eleme.nt of the VoC and other “
programme Government in its Winter Modelling mutations.

compromised
resulting from the
emergence of a

Update for 2022-23. The Health
Board will ensure that it can
behave appropriately to address

Variant of the risk, should it materialise
Concern? however, emergence of a variant of
concern is beyond the Health
Board’s control.
CRRO28 Low risk appetite level in relation Treat the potential impacts of | March 2023 | PQSO Director of
Continued to patient safety and experience. the risk by using internal Board Operations
inappropriate . . controls.
admissions of roderate Ievdel_ rlskdapptetlte vlvould
Children and more innovative ways of managing
Young People to o . “
adult mental thlftrISk alongside Health Board
health in-patient partners.
beds.
CRROO3 - Low risk appetite level in the Treat the potential impacts of | March 2023 | PQSO/PPH Director of
Inadequate and interests of patient safety. the risk by using internal Board PC Primary,
clinically unsafe . . . controls. Community and
Mental Health Moderate risk appetite levels will . Mental Health
] . need to be taken to explore further Tolerate the impacts of some .
Service provision . : ) A Services
; innovations and appropriately mitigations and acknowledge
due to operational i . d impl ¢ that ¢ K
impact of WCCIS reconfigure services and implemen at some may not work.
new arrangements.

Low risk appetite in this area in

CRRO36 respect of patient safety. Trea_t the potgnti_al impacts of | March 2023 | PQSO Directo_r of
Clinicall f the risk by using internal Board Operations
inically unsafe controls.

and inap
inter-site pafigntic)

the next Board meeting
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transfers and into
communities

Appendix 1 — ABUHB Board, Strategic Risk Report

CRRO038

Increased levels
of patient acuity
presenting
resulting in an
inability to staff
appropriately and
provide
acceptable levels
of care in line
with best practice
and guidelines.

—

Low risk appetite in this area in
respect of patient safety.

Low (averse to risk)
Risk Appetite
Level 2

CRRO040 Putting
Things Right
(PTR) -
Continued and
sustained non-
compliance with
The NHS
(Concerns,
Complaints and
Redress
Arrangements)
(Wales)
Regulations 2011

Treat the potential impacts of | March 2023 | PQSO Director of

the risk by using internal Board Nursing/Directo
controls. r of Operations
Treat the potential impacts of | March 2023 | PQSO Director of

the risk by using internal Board Nursing

controls.

-
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Safeguarding
CRRO30 - (re-
framed Nov
2022) *this risk
has
interdependenci
es with CRR002
Workforce
Risk*

Risk of: ‘Hidden
Safeguarding
Harms’
experienced by
patients in their
homes and
communities due
to the COVID-19
pandemic and
significantly
increased demand
on Health Board
services.

Low (averse to risk)
Risk Appetite
Level 2

Appendix 1 — ABUHB Board, Strategic Risk Report

Treat the potential impacts of
the risk by using internal
controls.

March 2023
Board

—

PQSO

Director of
Nursing
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO13
Director of Nursing

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

x| X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TOLERATE

| X

Overall Level of Assurance (RAG):

Risk of: Widespread hospital and community harm, with potential increase in demand and
acuity of hospital or community acquired infections.

Due to: Failure to effectively manage community and hospital transmission of Health Care
Acquired Infections (HCAIs) to include respiratory pathogens.

Likelihood of Current Occurrence: 2 = Do not expect it to happen / recur but it is possible it
may do so

Impact if Occurred: Potential impact on staffing, resources and infrastructure of an already pressured
acute hospital system. Further potential impact on Primary and Secondary care services if need in
communities are not managed. Impact on individual patients by increased morbidity and mortality.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite - X - current score

low adverse to risk

X - target score
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:

Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 2 3 4 5

Not for
years

2 Unlikely - Do not expect it to happen/recur but it is At least
possible ELUETY

1 Rare - Will probably never happen/recur

N
'S
(<]
=)
Y
=)

. - . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact

5 2 5

3 5 2
S 10 10

Justification for Risk Appetite and Risk Capacity Level & Target Score:

2/78
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The risk appetite level is low in this area in the interests of patient safety and experience.
The risk capacity level reflects the level at which the Health Board can ultimately tolerate this

risk and is in line with the inherent risk score.

The target score reflects the current score and therefore, the Board is requested to TOLERATE
this risk, subject to on-going monitoring, evaluation and review.

Risk Trend:

C difficile
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Staph Aureus
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Annual program of work

Current Controls:
Daily surveillance of infection data with RCA across the Health Board
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Reported via

Ongoing education program and audit monitoring
Receive national alerts associated with infection and share accordingly

Ongoing policy reviews and updated in line with changes in national guidance

COVID hospital transmission standard operating procedures is in place, to include the
Hierarchy of Controls and with frequent auditing and monitoring via RNTG

Annual HPV proactive enhanced cleaning program
IPT support and advise in Divisional Quality and Patient safety forums
Consultant Microbiology support and advise across Organisational programs
Antimicrobial wards rounds and the roll out of ARK

e Reducing nosocomial transmission group (RNTG) which is clinically led, reports to
Executive Team monthly

Quality and patient safety operational group
Quality and patient safety outcomes committee
Ongoing monitoring of Welsh Government reduction targets action plan via RNTG
Monthly Divisional data

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

Review alternative
technology to undertake

Rhys Shorney/Moira
Bevan

June 2023

Ongoing

6/78
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deeps cleans that’s has
less impact on capacity
Review ventilation Mark Ascott/Moira Oct 2023 Dependant on business
within ELGH Bevan case

Sources of Assurance: 7o demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage the
risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place to
support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)

(Operational | (Organisational

) )
Monthly IPAC reporting to X
Executive Committee (via
RNTG)
Organisational Action Plan X 959% compliance not
to monitor Welsh sustained within all
Government Reduction areas
targets and respiratory
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pathways monitored Vvia
RNTG

RNTG reporting via Quality
and Patient Safety
operational and outcomes
committee.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

Continue IPT support and
monitoring via the
Divisional quality and safety
forums

Moira Bevan

March 2024

Ongoing

8/78
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO30
Director of Nursing

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

x| X

X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

| X

Overall Level of Assurance (RAG):

Risk of: The risks associated with poor level 3 training compliance means that the practitioner may
miss a safeguarding concern or not understand the process to report, work with a Safeguarding plan or
escalate safeguarding concerns. Risk of us failing in our duty to report.

Due to: No level three adult or child safeguarding training was available in quarters 2,3 & 4 of
2022/23 in ABUHB.

Likelihood of Current Occurrence: 3 = Possible - Might happen or recur occasionally

Impact if Occurred: Level three safeguarding training is mandated for register health and care
practitioners, who engage in assessing, planning, intervening, and evaluating the needs of children and
adults at risk of harm and abuse. The training needs to be completed every three years whilst a
practitioner is in the above roles. safeguarding laws and legislations change all the time in response to
real-life events, and as such, you will typically need to refresh your training. There is an associated risk
to the population and organisational reputational risk.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite -

low adverse to risk 28 SIS EEC
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact

5
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Justification for Risk Appetite and Risk Capacity Level & Target Score:

The risk appetite level for this risk is low in the interests of patient safety, experience and
outcomes.

The risk capacity level reflects the level at which the Health Board can ultimately tolerate this
risk and is in line with the inherent risk score.

The target score for this risk (2x5)10 aims to decrease the likelihood of this risk manifesting.
The remainder of the risk assessment demonstrates how the Health Board will seek to realise
the target score.

Risk Trend: The risk has now been re-framed to provide a focus on training, therefore
previous trend not yet available.

Current Controls:

Safeguarding Training offered at level 1 & 2 via ESR. (Current compliance data - adult & child
level 1 -81%; Children level 2 55.7% Adult level 2 58.0)

Supervision and case review available.

Robust monitoring of safeguarding activity through the Safeguarding Committee via quarterly
reporting.

Good use of the adult and child safeguarding hub facility for ad hock advise from a band 7
safeguarding lead nurse; Monday - Friday 09.00 - 17.00

Utilising all communication methods available to promote completing safeguarding training.

will we maintain the position?

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
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RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

training compliance
levels below
expectation of 85%

Action Responsible Officer Deadline Progress
Updated training Fiona bullock March 2023 Complete. Both have
packages been trailed and
evaluated well
Training sessions Fiona Bullock March 2023 Complete. (Monitoring
booked for children and of uptake ongoing, with
adult level three plans to add additional
safeguarding training dates where needed)
Communication with Fiona bullock ongoing Direct contact with
practitioners, via share Communications team,
point intranet pages, to maximise exposure
emails to divisional
nurses.
Level 2 safeguarding Fiona Bullock ongoing Email sent to all

divisions to ask for
compliance focus

to address the gaps.

Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red,
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans

Implementation Status

, Green (RAG) rated

12/78
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Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

level three adult and child
training

Evidence of Controls | 1st Line of | 2" Line of | 3™ Line of | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence Defence

(Operational | (Organisa | (Independent)

) tional)
Health Board- safeguarding X Mapping has taken place, using the Royal

College of nursing intercollegiate
document; which is backed up by the
Welsh Government safeguarding training
guidance.

Training packages for child and adult level
3 training have been reviewed and made
current.

A training schedule has been advertised
across the health board.

Barrier to compliance monitoring removed.

(competency booklet) Additional ways of
knowledge assurance being considered.

As level three training is
mandated every three
years. The expectation
is that we will not see
acceptable level of
compliance until 2026

Safeguarding training
compliance

13/78
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level 2 safeguarding training on ESR
and book onto level three
safeguarding training dates on share
point. Uptake for adult safeguarding
training sessions remains low.

Uptake for adult
safeguarding training
sessions remains low.
Poor compliance with
level 2 ESR
safeguarding training.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress Implementation Status
(RAG)
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Potential Impact of Risk on IMTP
Priorities:

Risk Reference and Executive Owner:
CRRO37
Director of Nursing

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Priority 4

Priority 5
Enablers

Adults in Gwent Live
Healthily and Age Well

Older Adults are
Supported to Live Well
and Independently

Dying Well as part of Life

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

| X

Overall Level of Assurance (RAG):

Risk of: Inability to provide safe and adequate levels of care in line with good practice and
guidance.

Due to: High registered nurse vacancies and absenteeism, increased levels of patient acuity
presenting to hospitals, cared for in single occupancy environments.

Likelihood of Current Occurrence: 2 = Do not expect it to happen / recur but it is
possible it may do so

Impact if Occurred: Negative impact on staff morale, patient experience and outcomes. Non-
compliance with legislative and statutory requirements, creating exposure to reputational damage.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - target score

X - risk appetite -
low adverse to risk
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact
4 5 4 4 1 5

16/78
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Justification for Risk Appetite and Risk Capacity Level & Target Score: Nurse staffing
levels remains one of the most significant risks within the Health Board with potential to impact
on patient safety, quality of care and experience. If all mitigation and actions come to fruition,
there is the ability to reduce the risk substantially hence the score of 5 has been applied as the
target risk level.

Risk Trend: The risk level has remined at level 15 (after all controls and mitigation is applied)
over the last 6 months.

Current Controls:

e Nurse Staffing Levels (Wales) Act 2016- recalculation of roster establishments.

e Monthly Strategic Nurse Workforce Meetings — monitor and manage trends.

e On-going local and international recruitment of registered nurses and HCSW's.

e Pro-active recruitment via streamlining.

e Review of skill mix to include Assistant Practitioners.

e Prudent RN approach - introduction of new roles to release registered nurse’s time.

e Implementation of local bank incentives and specialist bank rates of pay.

e Daily site meetings to ensure appropriate allocation of staff to manage risk across all
sites.

e Bespoke recruitment events

e Recruitment wheel for RN’s and HCSW's

e Roll out of SafeCare

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as

possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how

will we maintain the position?
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RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

Develop Nursing Workforce
Strategy.

Linda Alexander

March 2023

Completed - awaiting Exec
approval 23.3.23

Focused recruitment
campaigns (local and
national) tailored too hard
to fill areas. Speciality
driven campaigns.

Sian Bigmore in
collaboration with
Divisional Nurses

March 2023 - ongoing

Annual recruitment wheel
cycle established; first
event completed.

Enhance existing nurse
resource bank.

Ann Bentley/Sian Bigmore

March 2023 - ongoing

Annual recruitment wheel
cycle established; first
event completed.

Existing bank nurses to be
offered substantive
contracts.

International recruitment

Linda Alexander/Shelly
Williams

May 23-Sept23

Paper to be received at
Execs 234 March 2023

Improve recruitment Sian Bigmore May 2023 KPI's being developed to
service by streamlining the track and monitor
process to ensure timely improvement in reducing
commencement and time to hire

improved on-boarding

process.

Increased focus on Shelley Williams May 2023 Review current flexible
retention. working offer.

Ensure all marketing
material support flexible
working opportunities.
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Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 3 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
Nurse Staffing Levels (Wales) X
Act 2016 - compliance with the
Act monitored annually.

Nurse Staffing Escalation X

Framework

Strategic Nursing Workforce X
Meetings
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Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress

Implementation Status

(RAG)
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Potential Impact of Risk on IMTP
Priorities:

Risk Reference and Executive Owner:
CRRO040
Director of Nursing

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Priority 4

Priority 5
Enablers

Adults in Gwent Live
Healthily and Age Well

Older Adults are
Supported to Live Well
and Independently

Dying Well as part of Life

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

| X

Overall Level of Assurance (RAG):

Risk of: Lack of public confidence, reputational and financial damage/impact.

Due to: Continued and sustained non-compliance with The National Health Service (Concerns,
Complaints and Redress Arrangements) (Wales) Regulations 2011

Likelihood of Current Occurrence:
4 -Likely - Will probably happen/recur, but is not a persisting issue but consequence 3
Moderate therefore Risk = 12

Impact if Occurred: Adverse impact on patients, complainants, carers, staff, along with
organisational reputational damage, ultimately effecting levels of public confidence. Potential
financial impacts for complaints and clinical negligence claims.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite —
moderate/cautious
risk taking

12 - current score

9 - target score
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:

Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 2 3 4 5

Not for
years

2 Unlikely - Do not expect it to happen/recur but it is At least
possible ELUETY

1 Rare - Will probably never happen/recur

N
'S
(<]
=)
Y
=)

. - . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact

3 3 3

4 4 4
G 12 9

Justification for Risk Appetite and Risk Capacity Level & Target Score:

22/78
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A moderate risk appetite level has been applied to this risk, accepting that the Health Board
will need to adopt a cautious approach to seeking risks to realise optimal opportunities in
management of the risk.

The risk capacity level has been set at (4x4)16 and aligns with the inherent risk score.

The target risk score seeks to decrease the likelihood from the current score but maintain the
impact of the risk being realised.

Risk Trend: Maintained.
Current Controls:

e Putting Things Right Procedure for the Management of Concerns (Complaints)

e Procedure on the management of Public Services Ombudsman for Wales (PSOW) investigations

e Putting Things Right Policy (Complaints, Claims and Patient Safety Incidents)

e Policy and Procedure for the Management of Patient Safety Incidents_(Including Nationally
Reportable Incidents)

e Toolkits on PTR webpages

IO Face to Face training

Corporate ADN meeting with Divisional SMT

Fully established Corporate Concerns Team and increased QPS support in Divisions

Yorkshire Contributary Factors Framework

Quality Strategy (currently in draft)

The Health and Social Care (Quality and Engagement) (Wales) Act 2020

e Patient Experience and Involvement Strategy
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Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Further promotion of Divisional Triumvirate Ongoing Compassionate leadership

empowering staff to report | teams Programme

incidents and concerns PTR team

where appropriate - Organisational Workforce Compassionate Leadership

supported by a ‘Just in Investigating Officers

Culture’ e.g., no blame
Quality Strategy
Patient experience and
involvement strategy

Triangulation of data to Assistant Director of 1st April 2023 Governance away day
further understand Nursing, Assistant Director Quality Strategy
contributing factors for Quality and Patient Thematic reviews
relating to Never Events, Safety and Assistant Delivery plan for the
Patient Safety Incidents Director of ABCi quality strategy -27%
and serious concerns March 2023

Theatre safety
collaboration group re-
established for education,
sharing and learning
Theatre safety meeting
have been reinstated
Review of SI process
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The current divisional QPS
resource is being reviewed
and it is anticipated that
some of this resource could
support this compliance

To increase compliance
with PTR regulations

Divisional Triumvirate
teams
PTR team

Ongoing

Toolkits on PTR webpages
IO Face to Face training
Corporate ADN meeting
with Divisional DMT

Fully established
Corporate Concerns
Team and increased QPS
support in Divisions
Patient Experience and
Engagement Strategy
The current divisional
QPS resource is being
reviewed and it is
anticipated that some of
this resource could
support this compliance
Advisory review in
progress
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Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 3 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
Putting Things Right Policies X Under review
Internal Audit on PTR - X
reasonable level of
assurance gained September
2021

Compliance with Putting
Things Right Regulations -
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report to WG and PSOW
quarterly stats on
compliance

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the
gaps identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

Updating and reviewing Putting
Things Right Policies in line
with up to date legislative
requirements

Executive Director of
Nursing

April 2023

Await confirmation from
WG
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Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

None identified by the
ICT Directorate
Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage the
risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place to
support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)

(Operational | (Organisational

) )
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Cyber Security remedial action
plan against NIS CAF
Assessment

Establishment of
HB office of the
SIRO

Oversight from NHS
Wales Cyber Resilience
Unit

Amber as HBOTS inaugural
meeting still to take place

Templar Report

Establishment of
HB office of the

Oversight from NHS
Wales Cyber Resilience

Amber as HBOTS inaugural
meeting still to take place

SIRO Unit
Cyber Security support at all | Governance Establishment of | Oversight from NHS Amber as HBOTS inaugural
relevant stake holder groups and Assurance | HB office of the | Wales Cyber Resilience meeting still to take place
Groups SIRO Unit

Monthly Cyber report to include
patching and O/S compliance

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance.

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress

Implementation Status

HBOTS inaugural meeting to
take place.

Director of Digital

Q2 2023

Remains in progress.

29/78
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ABUHB Director
Therapies is
National SRO

of
the

There is likely to be
confidential national
mitigations  (plans)
being worked
through that would
support mitigation of
this risk

It is unknown what
these mitigation or
plans may be due to
the sensitive and
confidential nature
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO19
Director of Operations

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

x| X

X X

b

X X X X X X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

31/78

Overall Level of Assurance (RAG):

[ xS

Risk of: Failure to meet the needs of the population who require high levels of emergency
supportive care and inability to release ambulances promptly to respond to unmanaged
community demand.

Due to: Significant delayed transfers of care, domiciliary and care home constraints.

Likelihood of Current Occurrence: 4 = Likely - Will probably happen/recur but it is
not a persisting issue

Impact if Occurred: Significant negative impact on patient flow throughout the acute care
system in conjunction with a poor patient experience which may in turn produce poor patient
outcomes.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite -
low risk taking

143/501



Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact
5 5 4 5 3 5
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Justification for Risk Appetite and Risk Capacity Level & Target Score:
This risk has a low-risk appetite in respect of quality and patient safety.

The risk capacity for this area is high due to the nature of the consequence of the risk being
catastrophic, if realised.

The target score has been set at 15 due to an inability to reduce the consequence but some
ability to reduce the likelihood albeit, this is informed by external factors outside of the Health
Board’s control.

Risk Trend: Maintained

Current Controls:

e Health Board Emergency Pressures Escalation Policy (revised Nov 2021)

e Health Board surge plans.

e System Leadership and Response - whole system planning — meets x2 weekly.

e Cross-site meetings to discuss system and flow pressures meets x2 daily — reduced to release
clinical staff.

e Escalation meetings as required.

e Executive escalation for any crew delayed for over 2 hours, and 2 hourly thereafter.

e Emergency Care Improvement Board — meets monthly.

e Urgent Care Transformation Board

e Lightfoot data being used to inform plans.

e Community Division seeking to accept acute transfers pre-mid-day to mitigate late transfers to

community and to release capacity in emergency department.
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Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Implement the AB Clinical Executives Implemented Enable moves through

safety flow model the system to

manoeuvre patients
through the system and
zero tolerance of 4 hour
waits on ambulance
(local target) outputs
are being actively
monitored by EASC

dashboard.
Pathways of care - Annie Lewis Ongoing Reviewing number of
collaborative acute, implementation patients in acute
community and being hospitals who are able
led by Welsh to be discharged and
Government not solely reliant on

social care input. Data
being reported to Welsh
Government monthly, in
place for the last 3
months.

Reviewing care Owain Sweeting/Flow April 2023 Early nominations and
pathways related to Centre discussions are being
hospital admissions. To
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establish care pathways undertaken and update
where patients can be to Divisional DMT.
most appropriately
managed in
collaboration with the
flow centre.
Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
Health Board Escalation X Policy under review
Policy (under review) currently to ensure
robust and cohesive
policy in place.
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Local Business Continuity
Plans (BCPs) including the
testing of the plans.

BCPs in place in most
areas but further testing
needs to take place.

Urgent Care Transformation
Board - responsible for
monitoring and
implementation of plans
associated with 6 goals of
urgent and emergency care.

Due to the vast nature of
the business of the 6
goals of emergency
care, further focus is
required in the smaller
workstreams to achieve
green in this area
overall.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Reviewing the Health Board | Wendy Warren April 2023 Information being

Escalation Policy collated to inform red
escalation cards,
identification of
triggers and actions
required.

Further testing of BCPs Andy June 2023 Some testing has

across the operational team. | Goodenough/Wendy been undertaken. A

Roberts planned exercise

Euclid from Welsh
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Government will test
our ability to respond
to a major incident
and therefore test
the strength of BCPs.
ICT BCPs have been
tested successfully,
specifically for the
operational team.

Review of governance
arrangements for urgent
care transformation board
including the workstreams
that comprise it.

Paul Underwood

Ongoing

Initial reporting to
operational DMT has
commenced
however, further
work is required to
ensure reporting is
consistent and drives
forward change and
patient outcomes.
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO023
Director of Operations

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

x| X

X X

b

X X X X X X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TOLERATE

Overall Level of Assurance (RAG):

[ xS

Risk of: Unknown or unmet non-COVID harm across population health
Due to: Priority being given to management of the COVID pandemic.

Likelihood of Current Occurrence: 4 = Likely - Will probably happen/recur but it is
not a persisting issue

Impact if Occurred: Significant impact on demand for primary, secondary and tertiary care
services with patient acuity increasing and patients waiting longer to access appointments.
Patient safety and outcomes, levels of public confidence, reputational and financial will be
impacted adversely.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite -
low risk taking
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact
5 5 4 5 4 5
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Justification for Risk Appetite and Risk Capacity Level & Target Score: The risk
appetite for this risk is set at a low level, due to impacts on patients’ safety and outcomes and
unknown harm.

The risk capacity level for this area is 25 as this is the level at which the risk has been
tolerated previously before local mitigations were put in place.

The target risk score for this area is (4x5)20 and the risk is reported as achieving its target.
The challenge for the Health Board remains to maintain this position and identify any other
actions that could further reduce the risk and align to risk appetite level. Therefore, the Board
is asked to TOLERATE this risk, above risk appetite but within risk capacity level.

Risk Trend: Maintained
Current Controls:

e Planned Care Recovery Plan - Ministerial priority.

e Early recovery plan agreed focusing on Cancer, 52 weeks, Follow Up waits, Diagnostic and
Therapies waiting times, and Eye Care.

e Risk stratification and validation of lists is ongoing, and focus is on Urgent and Cancer work.

e Weekly tracking of recovery plus tracking of new ways of working in place

e WLI OPD sessions for clinically urgent patients, maximising PAC and theatres and on a
transformational level,

e Adapt and sustain progress being monitored through Exec Team meetings via Director of

Operations.

Plan in place for green recovery (treatments) RGH - all specialities excluding orthopaedics.

Orthopaedic operating at OSU and NHH (P2)

Outpatient Steering Group

Robust escalation reporting and escalation arrangements within primary and community services

division.
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Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as possible? What further actions will be
taken to manage the risk down to an acceptable level or if target level is already achieved, how will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status (RAG)

Application of INNU Policy

LW/RME/JP/CM

Ongoing

Current policy circulated.
Quarterly review of statistics
for each speciality —
currently only able to view at
treatment stage.

WPAS being adapted to
record ‘rejection due to
INNU’ this will enable HB to
monitor at front end of
pathway

All Wales review of INNU
Policy to take place

Hospital cancellations under
six weeks

LW/JP/CM

Ongoing

Task and finish group in
situ.

Action Plan developed.
Reasons for cancellations
identified by speciality.
Main reason is approval of
annual leave/study leave
under six weeks.

Annual leave policy re-
issued to Divisions and
Directorates.

X 3 hospital cancellations —
policy being developed.
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Decrease DNAs

LW/JP/CM

Ongoing

Task and finish group in
situ.

DNA rates monitored.
Action plan developed.
Focused work on DNAs
within tumour sites.

Use of Dr Doctor to contact
patients to establish why
they have DNAs with
analysis of outcomes.
Patient focus groups to be
organised (working with
CHC).

Increase use of clinic
spacelincreased utilisation

LW/JP/CM

Ongoing

Fortnightly meetings in
place with sisters of OPD
areas.

Requests for space directed
through this forum

Specification for outpatient
booking system completed
and business case
underway. Aim of system is
to optimise use of clinics
space, enable services to
request/book space for both
ad hoc and longer-term
requirements

LW/JP

Ongoing
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Patient Contact of new
outpatients to establish if
they still wish to have their
appointment, to ensure the
HB has ‘clean’ and up to
date waiting lists

Contact of patients on P4
treatment lists being
contacted (agreed
specialities only)

Monthly programme in place
to contact patients with
agreed SOPS

ENT and GS commenced,
with timetable for other
agreed specialities

SoS (see on symptom) and
PIFU (patient -initiated
Follow-ups)

LW/JP/CM

Ongoing

New pathways identified for
helping to manage follow-up
demand. First element is in
terms of ensuring that
patients are discharged from
follow-up waiting lists where
appropriate. In terms of
SOS/PIFU - particular
concentration on surgical
specialities where waiting
lists are longer, such as:
ENT/GS/T&0/Urology/Gynae/
Derm etc.

This helps towards ensuring
that capacity is used for
those patients who need to
be seen.
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These pathways enable the
patients to be managed

Outpatient Speciality Plans LW/JP/CM Revised plans to be Plans to capture outpatient
completed by 30t April transformational plans by
speciality. Informs
programme plan for 23/24.

E: Advice LW/JP/CM 31st March 2023 Launch of E: Advice within
HB

To assist with decreasing
referral demand into the HB

Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
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(Operational

)

(Organisational

)

Application of INNU Policy

Re-issue of

All Wales Review of

Updated policy required.

Policy INNU Policy Potential for more
categories to be added
Monitoring to the Policy.
mechanism in
place
Hospital Cancellations Under Annual Leave Divisions/directorates
six weeks and Study to adhere to the policy

Leave Policy

Monitoring
mechanism in
place

Decrease DNAs

Re-issue of
Policy

Monitoring
mechanism in
place

All Wales RTT Policy
which includes
management of
DNAs

Divisions/directorates
to adhere to the policy

Increase use of clinic
spacelincreased utilisation

Bi-weekly
meetings

Patient Contact of new
outpatients to establish if they
stil wish to have their
appointment, to ensure the HB
has ‘clean’ and up to date
waiting lists

Programme
plan in situ

Funding for booking
system
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Contact of patients on P4
treatment lists being contacted
(agreed specialities only)

SoS (see on symptom) and Task and finish | All Wales target of Continued discussions
PIFU (patient -initiated Follow- group 20% with directorates and
ups) clinical leads. Review

pathways from other
HBs to establish
whether they are
suitable for specialities
within ABUHB

Working with To be launched by end of

E: Advice Informatics March 2023. However
Team only partial

implementation with

further work required to
implement the process
fully.

Being refreshed for
Outpatient Speciality Plans DM meetings 23/24

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps
identified in assurance
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RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action Responsible Officer Deadline Progress Implementation Status
(RAG)
Automated booking system | Julie Poole May 2023 Partially complete.
— completion of business Budget costs
case obtained. Scoping
exercise completed
and draft
specification.
Julie Poole/John TBC Work with
E Advice Frankish informatics team to

identify priority and
timeline to complete
full process

Julie
Outpatient speciality plans Poole/Directorates May 2023 New template
developed. Meetings
held with AGMs for
all Divisions.
Meetings organised
with DMs
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Potential Impact of Risk on IMTP
Priorities:

Risk Reference and Executive Owner:
CRRO039
Director of Operations and Medical Director

KEY:

Priority 1 . Every Child has the Best
Start in Life

Priority 2 e  Getting it Right for X
Children and Young Adults

Priority 3 e  Adults in Gwent Live X
Healthily and Age Well

Priority 4 Older Adults are X

Supported to Live Well
and Independently

Priority 5 Dying Well as part of Life X

Enablers Experience, Quality & X
Safety

. Partnership First X

. Research, Innovation,
Improvement, Value
. Workforce & X
Organisational
Development X
Finance X
Digital, Data, Intelligence
Estate
Regional Solutions
Governance

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

Overall Level of Assurance (RAG):

[ x [

Risk of: Delayed cancer treatments delivered to patients.
Due to: Deteriorated position in cancer performance specifically in relation to 62 day waits.

Likelihood of Current Occurrence: 4 = Likely - Will probably happen/recur but it is not a
persisting issue

Impact if Occurred: Reduced levels of patient quality, outcomes and experience, public confidence,
and potential reputational damage to the Board.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - risk appetite -
low (averse to risk)

X - target score
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact

5

b G [G Bwrdd lechyd Prifysgol
Aneurin Bevan

NHS JIJm\'(‘rtlI\ Health Board
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Justification for Risk Appetite and Risk Capacity Level & Target Score: Cancer
performance has been clearly outlined as a key operational target by Welsh Government with
an expectation to have achieved 70% and reduced long waiting patients (>104 days) by the
end of March 2023.

104 days on cancer pathway has been set as the threshold at which harm should be considered
for the patient. We currently have 130 patients actively waiting over this threshold.

Risk Trend: Maintained
Current Controls:

Cancer Services Board to monitor and review delivery plans associated with cancer targets (KPIs)
Regular reporting on cancer KPIs to Welsh Government.

Cancer Directorate performance meetings.

Use of business intelligence tools (Lightfoot SFN, Qliksense, Performance warehouse data).

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Cancer Assurance meeting | Richard Morgan-Evans February 2023 In progress, meetings

recommencing from commenced

February 2023 focussing 20/02/2022
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on backlog reduction, 62

day and 14-day

compliance as key metrics

for supporting faster

treatment.

Pathology outsourcing to Arvind Kumar Feb/March 2023 Outsourcing has

continue. Improvements in successfully reduced

USC TAT are expected to total turnaround times

improve once routine for USC. Further

backlog cleared, and reduction in waiting

urgent samples begin to be times required plus

outsourced. additional capacity
requirement for
expected demand
growth

14 days first seen measure | Leanne Watkins April 2023 February 14 day

remains as priority to compliance was 64.4%

ensure rapid access to

diagnostics. 75% target

set for April 2023

Optimal Cancer Pathway Michael Eastwell August 2024 Manager in post.

manager to begin in post Awaiting imminent

13.02 with early focus on launch of pathway

H&N and Urology project
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Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 3 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
Cancer Services Assurance X Meetings currently running
meetings to act as key fortnightly and by
metric operational review. exception.
Likely gap in employment
of the Cancer Service
Manager role monitoring
metric trajectories.

Regular reporting on cancer
KPIs to Welsh Government.

Monitoring of  ABUHB
quality metrics regularly
fed back through
operational cancer
meetings. Potential gap in
method of feedback from
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delivery unit to Health
Board

Cancer PTL tracking X Weekly patient level

meetings meetings held between
Cancer Services and
tumour site teams to
resolve patient level
blockages.

Use of business intelligence X Assurance required that

tools (Lightfoot SFN, Qlik information is being

Qliksense, Performance regularly utilised within

warehouse data). operation teams.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps
identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Cancer delivery quality Richard Morgan- 31/03/2023 In progress

metrics to me agreed and Evans/Michael

disseminated amongst Eastwell

tumour-site teams and
monitored through
fortnightly assurance
meetings.
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Cancer Services operational
structure to be agreed and
implemented.

Leanne Watkins

31/04/2023

In progress
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO28
Director of Operations

KEY:

Priority 1

Every Child has the Best
Start in Life

Priority 2

Getting it Right for
Children and Young Adults

Priority 3

Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

x| X

X X

b

X X X X X X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

| X

Overall Level of Assurance (RAG):

Risk of: Continued inappropriate admissions of children aged under 18 to acute adult mental
health wards. Particularly where admissions are of under 16-year-olds, are for longer than 72
hours and/or are not compulsory detentions under the Mental Health Act.

Due to: Inability to access appropriate acute/crisis beds for this age group in the region.

Likelihood of Current Occurrence: 4 = Likely - Will probably happen/recur but it is
not a persisting issue

Impact if Occurred: Significant impact on demand for primary, secondary and tertiary care
services with patient acuity increasing and patients waiting longer to access appointments.
Patient safety and outcomes, levels of public confidence, reputational and financial will be
impacted adversely.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - target score

X - Moderate
(cautious risk
taking)
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:

Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 2 3 4 5

Not for
years

2 Unlikely - Do not expect it to happen/recur but it is At least
possible ELUETY

1 Rare - Will probably never happen/recur

N
'S
(<]
=)
Y
=)

. - . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact

5

5 5 4 5 2
S o 10

Justification for Risk Appetite and Risk Capacity Level & Target Score:

G [G Bwrdd lechyd Prifysgol

Aneurin Bevan

NHS JIJm\-cn.ul-, Health Board
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Current Controls:

The risk appetite for this risk is set at a moderate level, advising cautious risk taking. The
rationale for this is to identify innovative actions of mitigating this risk that has not previously
been undertaken. Also, the frequency of this risk recurring is low, therefore, it allows for a
higher threshold of risk appetite in seeking the rewards of the mitigations.

The risk capacity level for this area is 25 as this is the level at which the risk has been
tolerated previously before local mitigations were put in place.

The target risk score for this area is (2x5)10 as the Health Board seeks to reduce the
frequency of this risk recurring through the mitigations identified through this risk assessment.

e Health Board Policy is in place for the use of adult Mental Health beds for up to 72 hours.

e Designated bed in Extra Care Area

e Children and Young People aged under 16 are nursed 1:1 and are prevented from mixing
with other patients on the ward.

e If Young Person is detained under the Mental Health Act, the safeguards inherent with
this legislation apply.

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

CAMHS is working with
partners to develop
enhanced Crisis support

Kolade Gamel

Ongoing
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for Children and Young
People which will
include crisis beds.

Sources of Assurance: 7o demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)

(Operational | (Organisational

) )
Health Board CAMHS Crisis X Further assurances
Flow Policy required in determining

if the Policy remains fit
for purpose and if staff
are aware/have
received the appropriate
training and guidance.
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The Health Board was

successful in obtaining
capital funding for the
proposal to repurpose

former Bettws Ward, St
Cadocs hospital to become a
CAMHS crisis suite.

Full plan to be
developed and reported
to Executive Committee,
Partnerships,
Population Health and
Planning Committee and
finally, the Board.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

A review of the policy to be | Kolade May 2023

undertaken to ensure clear | Gamel/Leanne

staff guidance is provided. Watkins

A robust plan to be Kolade Q4 2023/24

developed and reported to Gamel/Leanne

relevant Watkins

groups/Committees to
provide Board with
assurance the mitigation for
this risk is progressing.
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Potential Impact of Risk on IMTP
Priorities:

Risk Reference and Executive Owner:
CRROO3
Director of Primary, Community and Mental Health Services

KEY:

Priority 1 . Every Child has the Best
Start in Life

Priority 2 e  Getting it Right for X
Children and Young Adults

Priority 3 e  Adults in Gwent Live X
Healthily and Age Well

Priority 4 Older Adults are

Supported to Live Well
and Independently

Priority 5 Dying Well as part of Life
Enablers Experience, Quality & X
Safety
. Partnership First X
. Research, Innovation,
Improvement, Value X
e  Workforce & X

Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

Overall Level of Assurance (RAG):

T x .

Risk of: Mental Health services will fail to meet the current and future demand of the Health
Board population.

Due to: Current WCCIS system implementation, impacting on the ability to understand and
report performance, inability to monitor demand and the negative impact of this on patient
outcomes.

Likelihood of Current Occurrence: 4 Likely - Will probably happen/recur but is not a
persisting issue.

Impact if Occurred: Levels of population well-being could decline creating enhanced and
sustained reliance on mental health services for children and adults. Unmet demand in
communities potentially leading to increase in demand for Secondary Care Mental Health
Services. Inability to provide assurance and reporting under mandatory Mental Health
Measure and Psychology Waiting time compliance, resulting in an increase in waiting times for
treatment across all services.
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: 2 4 6 8 10
possible annually
. - . At least
3 Possible - It might happen/recur occasionally THonthIy 3 6
4 Likely - Will probably happen/recur, but is not a At least 4 8
persisting issue weekly
5 10
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Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - target score

X - risk appetite - X - current score
moderate, cautious
risk taking

Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 2 3 4 5

] Not for
1 Rare - Will probably never happen/recur

2 Unlikely - Do not expect it to happen/recur but it is At least

5 Almost Certain - Will undoubtedly happen/recur, At least
maybe frequently daily

G [Cl Bwrdd lechyd Prifysgol
oL Ly

B
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Assessment:

Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into

consideration the risk
appetite/attitude level for the

risk.
Likelihood Impact Likelihood Impact Likelihood Impact
4 4 3 4 2 4
G 12 8

Justification for Risk Appetite and Risk Capacity Level & Target Score:

A moderate risk appetite level has been applied to this risk to demonstrate the Health Board’s
intention to innovate the electronic service whilst maintaining patient safety, experience, and
outcomes levels. The Health Board recognises that it may need to seek risks in this area to
optimise opportunities.

The risk capacity level is (4x4) 16 which is the level at which the Health Board can tolerate this
risk manifesting and is in line with the inherent risk score.

The target score for this risk is (2x4)8. This recognises the Health Board’s ambition to reduce
the likelihood of the risk being realised and the remainder of the actions within this risk
assessment outline the way in which the Health Board can achieve the target score.

Risk Trend: Maintained.
Current Controls:

e 1. WCCIS Programme in place, with clear and identified risk and issue escalation protocols within
ABUHB, and in conjunction with Advanced and DHCW national programme team.

63/78 175/501



2. Dedicated performance support within MHLD Division and monthly progress and monitoring

meetings to work through dedicated WCCIS reporting timeframes and progress.

e 3. Dedicated resource within Informatics in the development of a new Qlik application for all
MHLD reporting, which will include dedicated KPI monitoring and MHM reporting dashboards.

e 4. Bi-weekly WCCIS steering group in conjunction with WCCIS Programme team and MHLD
Divisional partners to monitor and review ongoing performance and backlog issues and potential
risks across the programme.

e 5. Dedicated resource to support operationalising data to support teams with current waiting list

views and the support to cleanse and audit current migrated and new data within the WCCIS

system.

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)

Ending of current
desighated contract with
Qlik developer, seek

Lorna Allcock / Lynne
Wilde

31st March 2023

Funding currently sought,
confirming extension of
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further funding for contract with developer
extension to ensure full and contracting agency.
completion of all MHM

compliance dashboards on

Qlik.

Seek additional funding to | Divisional Senior 31st March 2023 Currently no funding
support agency and Management Team & sought to cover additional
overtime of staff to Directorate Leads staffing resource past
complete team backlog March 31st. Emails sent to
across referrals and Informatics manager to
appointments. see if funding previously

designated can be
extended past March 31st,
Emails and risk logged
around the lack of post
arch funding for backlog
activities.

Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?
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Assurance Map

Evidence of Controls | 1st Line of | 2 Line of | 3 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
WCCIS Programme Board X X X Potential opposing
Programme Executive Board | Advanced / WCCIS priorities across parties,
Board National = Programme Advanced priorities and
Board (WG) MHLD Divisional priorities.
Dedicated performance support X X Independent assurance.
from MHLD Division, Service MHLD Interim Executive
Improvement and  Support Divisional for Mental Health
Manger and Data Analyst. Manager
Dedicated resource for Qlik X X Independent Assurance
Development. Informatics Executive Director
Manager for Informatic
ABUHB Services.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the
gaps identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action Responsible Officer Deadline Progress Implementation Status
(RAG)
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Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

Priorities: CRRO27
Director of Public Health
grE.;(r.t " e X Risk of: New COVID variants emerging
Y Startyin Life Due to: Significant and sustained spread of disease culminating in the effectiveness of COVID-
Priority 2 e  Getting it Right for X 19 vaccination and booster programme being compromised.
Children and Young Adults = = . g _ : Y
PRGBSI Acuits in Gwent Live X lee[lhooq of Current Occurrence: 4 = Likely - Will probably happen/recur but it is not a
Healthily and Age Well persisting issue
Priority 4 Older Adults are X
e neonty Impact if Occurred: Potential impact on ability to staff services appropriately, also leading to
Priority 5 Dying Well as part of Life X widespread disease and harm in communities, eventually impacting on Health Board services,
Enablers gg‘;’:try'ence' Quality & X |l Primary, Secondary and Tertiary).
. Partnership First X
e Research, Innovation, Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
w:ﬁrkcf’(‘)’fcng"g‘tf Value x the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.
Organisational
Development X
Finance X

Assurance/Oversight Committee:
Patient, Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TOLERATE

Overall Level of Assuran

ce (RAG):
X

X - risk appetite -
moderate (cautious
risk taking)
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 2 3 4 5

: Not for
1 Rare - Will probably never happen/recur T

2 Unlikely - Do not expect it to happen/recur but it At least
is possible annually

3 Possible - It might happen/recur occasionally r'::)l:tﬁ; 9 12 -

N
»
(<2}

8 10

w
(=]

4 Likely - Will probably happen/recur, but is not a / . “ --
persisting issue weekly
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact
5 5 4 5 4 5

Justification for Risk Appetite and Risk Capacity Level & Target Score: The risk appetite
level for this risk is set at moderate level recognising that there are several factors related to
this risk which are out of the Health Board control.
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Risk Trend: Maintained.
Current Controls:

e Continuation of data, surveillance, and monitoring activities to inform any deterioration from
‘Covid Stable’ to ‘Covid Urgent’ (as per WG national policy), as could be triggered by emergence
of a new variant and initiate standing up of IMT arrangements as necessary.

e Development of Health Board Public Health Plan (to supersede the previous Pandemic Plan)

e Health Board Vaccination Programme

The risk capacity is set at maximum (5x5)25 as this is the level at which the Health Board
tolerated the risk when it was first identified.
The risk target score is in alignment with the current risk score; therefore, the Board is

requested to TOLERATE this risk above risk appetite but in line with target score, recognising
it is being managed within the capacity limits.

Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action

Responsible Officer

Deadline

Progress

Implementation Status
(RAG)
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Sources of Assurance: 7o demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.

Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or
inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 34 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)

(Operational | (Organisational

) )
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Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer

Deadline

Progress

Implementation Status

(RAG)
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Priorities:

Potential Impact of Risk on IMTP

Risk Reference and Executive Owner:
CRRO36
Director of Operations

KEY:

Priority 1 . Every Child has the Best
Start in Life

Priority 2 e  Getting it Right for
Children and Young Adults

Priority 3 e  Adults in Gwent Live
Healthily and Age Well

Priority 4

Older Adults are
Supported to Live Well
and Independently

Priority 5

Dying Well as part of Life

Enablers

Experience, Quality &
Safety

Partnership First
Research, Innovation,
Improvement, Value
Workforce &
Organisational
Development

Finance

Digital, Data, Intelligence
Estate

Regional Solutions
Governance

X X

b

X X X X X X

Assurance/Oversight Committee:
Patient Quality, Safety and
Outcomes Committee

Risk Decision (4Ts): TREAT

73/78

Overall Level of Assurance (RAG):

[ x

Risk of: Clinically unsafe and inappropriate inter-site patient transfers and into
communities.

Due to: Lack of availability of safe and appropriate transfer vehicles, staff and skill
mix to facilitate the transfers.

Likelihood of Current Occurrence: 3 = Probable - Might happen or recur occasionally

Impact if Occurred: Compounds the Health Board’s inability to discharge into communities
and negatively impacts the DToCs position. Poor patient/families and staff experience and
outcomes. Potential financial implications and reputational/public confidence damage.

Risk at a glance: Plot the APPETITE, CAPACITY, TARGET and CURRENT scores on the below chart. If
the current score sits outside of appetite, target and capacity, a proposal to tolerate the risk is required.

X - target score

X - low risk appetite
- adverse to risk
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Risk Scoring: The following criteria should be followed when assessing the scoring of the inherent,
current and target levels of the risk:

Risk Scoring Matrix (Likelihood x Consequence = Risk Score) Consequence:
Likelihood: Frequency: [ Negligible 3 Moderate m Catastrophi
1 Rare - Will probably never happen/recur ot for 1 2 3 4 5
years
2 Unlikely - Do not expect it to happen/recur but it is At least
: 2 4 6 8 10
possible ELUETY
: . . At least
3 Possible - It might happen/recur occasionally 3
4 Likely - Will probably happen/recur, but is not a At least 4
persisting issue weekly
5 Almost Certain - Will undoubtedly happen/recur, At least 5
maybe frequently daily
Assessment:
Inherent Risk Level before Current Risk Level after initial Target Risk Level after all
any controls/mitigations controls/mitigations have been controls/mitigations have been
implemented, in its initial state. implemented implemented and taking into
consideration the risk
appetite/attitude level for the
risk.
Likelihood Impact Likelihood Impact Likelihood Impact
4 5 3 5 1 5

b G [G Bwrdd lechyd Prifysgol
Aneurin Bevan

NHS JIJm\'(‘rtlI\ Health Board
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Justification for Risk Appetite and Risk Capacity Level & Target Score:
The risk appetite for this risk is set at a low level, which confirms that the Health Board is
averse to seeking risks in this area. The rationale for this is to minimise harm to patients.

The risk capacity level for this area is 20 as this is the level at which the risk has been
tolerated previously before mitigations were put in place. This

The target risk score for this area is (1x5)5. Actions identified throughout this report aim to
provide a pathway through which the Health Board could achieve the target score. Therefore,
the Board is asked to TREAT this risk above the appetite, noting it is currently scored below
the capacity level.

Current Controls:

e Ministerial direction on 6 goals of urgent and emergency care and Health Board
Programme to achieve the objectives set out within.

e Contractual obligations between the Health Board and WAST.

e Same Day Emergency Care Model implemented at GUH.

e Local handover improvement plan being coordinated by Corporate Operations including:

o Refresh Full Capacity Protocol (Q3 2022)

Review of HALO/PFC role in ED (Q4 2022)

Over 65 Pathways (Q1 2023)

SDEC (Q4 2022)

Scheduling of Urgent Care @ RGH MAU (Q4 2022)

Flow Centre APP (Q4 2022)

PRU Business Case continuation (Q3 2022)

Discharge Pathways (Q3 2022)

SAFER Principles(Q3 2023)

Consistent MDT Board Rounds (Q1 2023)

Provision of an extra 1000 community beds pan Wales by Winter 2022 (Q3 2022)

O O O O O O O O O O
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Action Plan: Based on the SMART methodology, how will the Health Board ensure the management of the risk is as effective as
possible? What further actions will be taken to manage the risk down to an acceptable level or if target level is already achieved, how
will we maintain the position?

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN CONTROL

Action Responsible Officer Deadline Progress Implementation Status
(RAG)

Handover Improvement | Steve Bonser Achieved Governance

Plan actions & timelines arrangements added to

added. demonstrate

measurement and
management of WAST
contracts.

Number of Inter-Site
vehicles and skill mix
added to highlight
appropriateness of
ambulance type and
clinician available to
safely transfer patients
between sites.

Sources of Assurance: To demonstrate the means through which the Health Board can assure itself that there are adequate
controls in place to effectively manage the risk, the below assurance map has been devised. It aims to provide the overall assurance
we can place in areas of operational, organisational and independent assurance. These are then Red, , Green (RAG) rated
to demonstrate the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances
available, Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with
clear evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans
to address the gaps.
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Criteria to consider: How is the risk currently being managed? What policies and procedures are we following to actively manage
the risk [Operational]? Is there legislation in place to support the risk [Organisational]? Are there governance arrangements in place
to support the actions being undertaken to manage the risk [Organisational] Are there any internal, external, independent advisory or

inspectorate reports to support the strength of the controls [Independent]?

Assurance Map

Evidence of Controls | 1st Line of | 2nd Line of | 3 Line of Defence | Overall Assurance (RAG rated) Gaps in Assurance
(mitigations to manage risk) | Defence Defence (Independent)
(Operational | (Organisational
) )
Internal Health Board X Regular review of
policies and procedures in policies and procedures
place.
Operational criteria and X
checklists for patients to be
transferred.
Handover improvement X Further testing of
plans. improvement plans to
demonstrate
improvements.

Action Plan to Address Gaps in Assurance: Outline the plans the Health Board will put in place to address the gaps

identified in assurance

RISK MANAGEMENT ACTION PLAN TO ADDRESS GAPS IN ASSURANCE

Action

Responsible Officer Deadline Progress

Implementation Status
(RAG)
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Further testing of
improvement plans against
performance data to
demonstrate improvement.

Steve Bonser

Q2 2023

Ongoing
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| CYFARFOD BWRDD IECHYD PRIFYSGOLN
&Q?fb G]G iwrdd |chgh-,d Prifysgol ANEURIN BEVAN
NS [t ANEURIN BEVAN UNIVERSITY HEALTH BOARD
MEETING
DYDDIAD Y CYFARFOD: 25 April 2023
DATE OF MEETING:
CYFARFOD O: Patient Quality, Safety and Outcomes
MEETING OF: Committee
TEITL YR ADRODDIAD: Blood Management

TITLE OF REPORT:

CYFARWYDDWR ARWEINIOL: | Dr James Calvert, Executive Medical Director
LEAD DIRECTOR:
SWYDDOG ADRODD: Stacey Wetherell- Haematology Department
REPORTING OFFICER: Manager

Pwrpas yr Adroddiad

Purpose of the Report
Er Sicrwydd/For Assurance

ADRODDIAD SCAA

SBAR REPORT
Sefyllfa / Situation
The Paper provides assurance of the Health Board’s delivery of Health and Care
Standard 2.8 Blood Management and its various components and sets out the

priorities and actions which will be progressed through the Hospital Transfusion
Committee (HTC).

Cefndir / Background

The Aneurin Bevan University Health Board Quality Assurance Framework (QAF)
forms an essential part of the systems and controls in place in the Health Board. The
purpose of the QAF is to identify and manage risks to the Health Board achievement
of our strategic objectives and priorities as set out in the Health Board’s Integrated
Medium-Term Plan 2020-2023. This framework is aligned to the Board Assurance
Framework and Risk Management Strategy.

The Health Board Quality Assurance Framework Structure comprises a range of
groups, each of which focus on an aspect of quality and safety reporting to the
Patient Quality Safety and Outcomes Committee (PQSOC) a sub-committee of the
Board. Day to day oversight is via the Quality and Patient Safety Operational Group
(QPSOG), which reports to the Executive Team.
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The HTC has oversight and responsibility for Standard 2.8 Blood Management,
ensuring that People have timely access to a safe and sufficient supply of blood
components and blood products when needed.

The HTC will produce an annual assurance report detailing the Health Board position
in relation to each component of the Health and Care Standard and will provide
exception reports if required throughout the rest of the year.

Asesiad / Assessment

Standard 2.8 requires that “Health services have robust governance
systems in place to maintain a safe sufficient supply of blood, blood
components and blood products to support timely appropriate and
effective use for all.

There is compliance with legislation and national guidance on the supply
and appropriate use of blood, blood components and products.”

Aneurin Bevan University Health Board Blood Management is overseen by the HTC,
a subgroup of the QPSOG that reports to the PQSOC.

The HTC comprises a Chair, Consultant Haematologist with responsibility for
transfusion, Welsh Blood Service (WBS), Haematology / Transfusion Department
Manager, Transfusion Laboratory Manager, Transfusion Practitioner, Anaesthetist,
Risk Management and invites representation from Senior Nursing & Midwifery
teams and clinical high users of blood components. The HTC will seek to gain
representation from finance and Primary Care or equivalent during 2023.

Action 2023: Invite finance and Primary Care (or equivalent) representative to
HTC

The HTC agenda is developed to encompass all components of Health and Care
Standard 2.8 Blood Management, including compliance with legislation, stock
management, education and training and patient safety incidents. The HTC is
responsible for the implementation and review of all Blood Component and Blood
Product Policies, procedures and clinical guidelines developed to ensure that the
Health Board delivers care in line with national legislation.

The Health Board Policies and Procedures reinforce legislation and national
guidance including:

The Blood Component Transfusion Policy

The policy is currently under review and informs clinical and laboratory staff of the
blood components available, their appropriate use and any alternative strategies
that should be considered and underpins Administration of Blood Components,
British Society of Haematology (BSH) (2015). The HTC is responsible for the
content and review of the policy and monitors compliance through the Hospital
Transfusion Team.

It sets out the responsibilities of the Health Board and its staff with respect to the
storage and distribution of human blood components for Transfusions in line with
the UK Blood Safety and Quality regulations (BSQR) (2005). The policy is explicit
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in defining the responsibility of the Transfusion Laboratory in accounting for all
blood components issued including their final fate and the requirement to report
all serious adverse events and reactions to the Medicine and Health Care products
Regulatory Agency (MHRA).

The policy sets out the responsibilities of staff groups across the Health Board in
safe transfusion, particularly with respect to correct patient identification, correct
documentation including traceability of all blood components and communication
of information.

The policy clearly defines training and competency requirement of all staff involved
in transfusion processes.

The policy provides information to support informed consent and the provision of
patient information.

Clinical Standard Operating procedure (CSOP) Transferring Blood Components
with Patients.

The CSOP standardises the process to ensure that

. All transferred patients who have, or are at risk of, immediate, life-
threatening bleeding, have definitive care in transit.

. To minimise the detrimental effects of hypothermia, acidosis and
coagulopathy due to inappropriate or unavailable treatment.

. To ensure that the correct Patient Identification and Component
Administration procedures are followed.

. To ensure that legislation relating to Traceability, Cold Chain and Safe
Handling of Blood Components is complied with.

The CSOP provides transfer principles and methods unique to each Health Board
site.

The Blood Transfusion Sample Acceptance Policy

The policy details the procedure for the correct labelling of pre transfusion request
forms and samples and the correct identification of samples for screening prior to
the release of blood components and blood products and underpins Pre-
Transfusion Compatibility Procedures in Blood Transfusion Laboratories, BSH
(2012).

The collection and labelling of samples is a critical step in the blood transfusion
process. Errors can range from minor discrepancies in the core patient identifiers
to the complete mislabelling of sample and form with details from another patient
- ‘Wrong Blood in Tube’ (WBIT). If undetected prior to transfusion, there is an
increased risk of a fatal ABO incompatible haemolytic reaction.

National Audit e.g., UK Serious Hazards of Transfusion (SHOT) Haemovigilance
Scheme report on the type and prevalence of errors and provide guidance on how
they may be prevented with an emphasis on training and competency assessment
to standardised procedures. Having undertaken a recent audit of sample
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acceptance, within the Health Board there is currently an 8.5% sample rejection
rate due to errors in labelling. The risk to patient safety has been reduced by the
‘Zero Tolerance’ process whereby any sample that does not meet the labelling
requirements specified in the policy cannot be accepted. Also, there is a ‘Check
Sample’ protocol which requires at least two identical blood group results available
before group-specific blood can be issued by the Hospital Transfusion Laboratory.
Staff who take blood transfusion samples require training and competency
assessment in positive patient identification and how to label the samples in
compliance with this Policy. Continued compliance is essential for safe transfusion
and minimising the risk of serious adverse events.

The Management of Major Haemorrhage Protocol

The early recognition of major blood loss and effective, appropriate action is vital
if hypovolemic shock and its adverse consequences are to be avoided. The rapid
provision of blood and blood components is integral to successful management.
The protocol provides an evidence-based algorithm for the transfusion
management of major haemorrhage in adult and paediatric patients.
Implementation supports the Health Board in meeting the requirements of the
National Patient Safety Agency Rapid Response Report on emergency availability
of blood and blood components.

This Protocol has been adapted from NHS Blood and Transplant (NHSBT) NW
Region’s Toolkit for the management of major haemorrhage (2013) and underpins
Haematological Management of Major Haemorrhage, BSH (2017). The guidance is
intended for use within Aneurin Bevan University Health Board in The Grange
University Hospital (GUH), Royal Gwent Hospital (RGH), Nevill Hall Hospital (NHH)
and Ysbyty Ystrad Fawr (YYF).

The Blood Shortage Clinical Management Plan

The Blood Shortage Clinical Management Plan provides contingency plans to
ensure the effective use of available red cells and platelets when stocks have fallen
to very low levels and is essential in ensuring transfusion support remains
available for patients who need it most. The Health Board may be required to
activate its Emergency Planning Group arrangements for short term shortages,
caused by, e.g., inclement weather or an influenza outbreak, very acute shortages
caused by, e.g. security issues which stop donors coming forward to donate blood,
prolonged blood shortage which could result from a number of circumstances, e.g.
the introduction of further measures to reduce the risk of disease transmission by
transfusion or a future pandemic.

The plan aims at ensuring the shortages are handled in a fair and effective way
and covers all adult transfusion. Clinical staff should be aware of their
responsibilities as appropriate and be willing to accept that a decision-making
process is hecessary when the supply of red cells is limited.

The HTC is responsible for the overall management of the plan.
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In addition, policies exist to support the safe and effective use of particular blood
products including, intravenous Immunoglobulin and recombinant activated
human coagulation factor VII and VIIa, fresh frozen plasma and platelets.

The Health Board transfusion service submits an annual Blood Compliance Report
to the MHRA and will be subject to periodic inspection. The last inspection was
undertaken at GUH in March 2022 and incorporated a review of the quality
management system including, documentation, complaints, component recall,
training and competency, validation and calibration, traceability, storage and
distribution and review of serious adverse incidents.

Effective schemes and systems are in place to actively manage stock,
minimise wastage, and plan effectively for shortages.

The Blood Health National Oversight Group (BHNOG) was established in 2017 to
oversee the implementation of the NHS Wales National Blood Health Plan (BHP).
The remit of the BHP is to initiate and implement transfusion based best practice to
ensure safe and appropriate transfusion. The BHNOG is responsible for leading these
changes in Wales working collaboratively with Health Boards and Welsh
Government. BHNOG is an All-Wales body authorised by the Welsh Government to
lead on all matters relating to the BHP and relevant blood health related issues.

A monthly dashboard of blood component usage by site is produced by WBS to
support effective and prudent use of blood products to supporting monitoring and
management.

The dashboard is accompanied by an exception report when exceptions occur (see
below for examples), based on non-compliance with KPIs for Health Boards to review
and discuss mitigating actions.

Dashboards and exception reports are also discussed at HTC.
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Hospital Monthly Key Performance Indicator (KP1) Exception Report

X

Report For: ABUHE
Period of: 1% January 2022 — 31* December 2022
Date issued: 15.01.23

For the attention of: | Transfusion Laboratory Managers (TLMs)/Transfusion Practitioners (TPs)/
Consultant Heemaztologists/Hospital Transfusion Committee (HTC) Chairs

0O D Meg as a percentage of issues (KPI 12%)

Nothing to Report

Health Board O D Meg wastage data saw increase in December 2022 to 14.29% although the rolling
12-maonth KPlwas only 7.54%

The Grangs O D Neg wastage for December showed a large increase at 34.423%. This has
contributed to a rolling 12-month KPI of 13.16%. It was noted that there have been ongoing
discussions between the Grange TLM & BHT regarding the issue of short dated units and the
impact this will have on wastage data.

Action — ongoing review of expiry dates

Platelet Wastage as a Percentage of Issues (KPI 12- 15%)

Nothing to Report

KPi reports to be discussed within HTT/HTC & propose any remedial octions/key messages as
appropriote. The HTC representative at the BHNOG should ensure they ore familiar with the
actions/messages identified at the HB.

Flease Note: The data provided in these reports relies on the occuracy and timeliness of daota input.
Thiz data may be subject to change if amendments are made after the doto submission date.
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The Health Board Blood Shortage Plan sets out a clear line of communication
between WBS and the Health Board Executive team and clear clinical guidance on
appropriate transfusion and prioritisation of blood products in the case of blood
shortages.
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Continuous innovative programme of education, training and competence
assessment covers all staff involved in the transfusion process in line with
national strategy.

An All-Wales Transfusion Competency Package is used to assess staff in the critical
areas of:

e Taking of Pre-Transfusion Blood Samples

e The Administration of Blood Components to the Patient.

Pre-transfusion sampling and administration competencies are transferable within
Wales with suitable evidence of completion

e Collection and Transport of Blood Components Competency assessment in the
handling and storage of blood components is a legal requirement under Blood Safety
and Quality Regulations (BSQR) 2005 and this is achieved through a locally agreed
programme of assessment of compliance with Good Manufacturing Practice (GMP)
as monitored by the MHRA. This applies to staff who transport blood components
(e.g., Porters, clinical & non-clinical staff, and Couriers).

Initial Training should be delivered by the Transfusion Practitioner Team and follow
up biennial training can either be completed as an on online resource currently
accessible through LearnPro NHS (contract ends on 31/03/2023) or via the
Transfusion Practitioner Team. Competency assessment can be completed by ward-
based assessors or the Transfusion Practitioners.

A standalone Excel Spreadsheet of training and competency assessment is
maintained by the Transfusion Practitioner Team that records the delivery of training
and competency assessments. In the absence of a formal training needs analysis
there is no current method of defining the denominator and therefore capturing the
actual numbers of staff who are required to be trained.

Scrutiny of all patient safety incidents associated with transfusion is undertaken to
understand if compliance with training or competency assessment was a
contributory factor in the incident. Again in 2022 there were a small number of
incidents reported that relate to lapsed or failure to complete training and
competency assessment.

2023 Action: The Blood Health Team at WBS are working to implement an online
All-Wales transfusion training package which will be available via ESR. This will seek
to improve transfusion training compliance with relevant staff across the Health
Board with the aim of being transferable Wales-wide.

Processes are in place that enhance the safety of blood transfusion and
support the recognition and reporting of, and shared learning from, all
incidents, adverse blood events and reactions.

An Excel Spreadsheet is maintained to detail all transfusion Serious Adverse Events
(SAE) and Serious Adverse Reactions (SAR) to support the extrapolation of themes
and trends and to record national reporting to MHRA and Serious Hazards of
Transfusion (SHOT).
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An SAE & SAR notification report must be made within 7 days of receipt to MHRA
who will share the report with SHOT, the UK’s independent, professionally led
haemovigilance scheme. SHOT collect and analyse anonymised data relating to
adverse events and reactions in blood transfusion from all healthcare organisations
that are involved in the transfusion of blood products and blood components in the
United Kingdom. Where risks and problems are identified, SHOT produces
recommendations to improve patient safety. The recommendations are put into its
annual report, a summary of which is then circulated to all the relevant organisations
including the four UK Blood Services, the Departments of Health in England, Wales,
Scotland and Northern Ireland and all the relevant professional bodies as well as
circulating it to all of the reporting hospitals. The SHOT Annual Report is available
as a hard copy to purchase or freely available via the SHOT website and the SHOT
app. As haemovigilance is an ongoing exercise, SHOT can also monitor the effect
of the implementation of its recommendations.

The SHOT 2021 Annual Report can be read here:
SHOT-REPORT-2021-FINAL-bookmarked-V3-November.pdf (shotuk.org)
Patient Safety incidents relating to transfusions are grouped into three
categories, clinical, Laboratory and shared clinical and laboratory incidents (see
graph below).

2022 Incident Trends

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

M Lab SAE  m Clinical SAE Lab & Clinical SAE  ®SAR
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Clinical Errors
The more commonly reported clinical error is "“Wrong Blood in Tube.” The graph
below details incidents of wrong blood in tube events from 2016 - 2022.

Wrong Blood in Tube 2016 - 2022

Number of Events
w

2
1 I I I | | I I| | I II I

2016 2017 2018 2019 2020 2021 2022
B Medical staff B Nurses Midwives
mHCSW Phlebot / Bank Phlebot m Unknown / Other
W Agency

Six WBIT incidents were reported in 2022. The check sample protocol aims to
mitigate the risk of WBIT. A check sample protocol requires at least two identical
blood group results available before group-specific blood can be issued by the
Hospital Transfusion Laboratory. When a patient does not have an historical blood
group recorded on the laboratory system the clinician is required to take a second
pre transfusion sample in a separate phlebotomy episode. The specifics of what
constitutes a second phlebotomy episode are 2 separate venepunctures with 2
separate patient identification checks.

Action 2023: Ongoing project looking to implement a bedside sample collection
system across Wales aiming to reduce the incidence of WBIT.

The introduction of new remote issue Haemobank blood fridges is ongoing within
Aneurin Bevan University Health Board and has been implemented across the
eLGH sites with GUH to follow early 2023. The Haemonetics system is used to
check the patient’s blood group, the availability of a valid sample with the results
fully validated and no reason for exclusion from electronic issue. The Haemobank
will communicate with the lab IT system and identify the correct blood component
and issue labels for the blood unit that include the unique patient identifiers and
donor identification number. This will minimise the risks associated with issue of
incorrect blood.

Laboratory & Clinical Incidents

Clerical errors account for a significant proportion of laboratory errors and can
include misspelling or incorrect digits in patient details on the pre-transfusion
sample which was then accepted and passed at all stages of lab testing, validation
& issue of blood component. Should the blood component be transfused in the
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clinical area, this becomes a joint lab and clinical incident. Clerical incidents are
again prominent in the 2022 data.

Incidents where testing was not performed have been more prominent over recent
years as demonstrated in the graph below. A contributory factor is thought to be
the introduction of a new transfusion request form where the Kleihauer request is
less obvious than the previous form.

Lab & Clinical Incidents
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2
| [ Al
2016 2017 2018 2019 2020 2021 2022
M Transposed labels M Clerical error Tx'd

Clerical error not Tx'd M Testing not performed

Loss of traceability incidents

The BSQR 2005 defines “traceability” as “the ability to trace each individual unit
of blood or blood component from the donor to its final destination (whether this
is a recipient, a manufacturer of medicinal products or disposal) and from its final
destination back to the donor. This has previously been achieved by returning a
label attached to the blood unit to the laboratory indicating the outcome of the
blood product.

The transfusion lab reported 12 loss of traceability events throughout 2022 where
the traceability label was not returned to the transfusion lab and there was no
evidence of transfusion in the patient notes / All Wales Transfusion Record.
Traceability during 2022 was therefore 99.5%.

Implementation of a revised process (Haemonetics BloodTrack Enquiry) for
scanning blood labels on receipt of a unit of blood into the clinical area and
confirming traceability electronically once the transfusion has commenced is
underway and it is anticipated that this will significantly improve traceability across
the 4 main sites of the Health Board.

Action 2023: TPs to continue providing training on BloodTrack Enquiry system to
clinical staff to facilitate ward fating of red blood cells to improve traceability.

The management of major haemorrhage is governed by a Major Haemorrhage
protocol to ensure early recognition and timely and effective action to prevent
hypovolemic shock.
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The protocol is subject to ongoing audit by WBS who designed a monitoring tool
to capture data from major haemorrhage activations. They produce a quarterly
report of major haemorrhage management to support compliance with 4 quality
indicators which were developed in response to the findings and recommendations
of the National Comparative Audit of Blood Transfusion (NCA) 2018 Audit of the
Management of Major Haemorrhage along with the BH NOG 2018
recommendations on the use of group O RhD negative red cells (see examples
below). The Transfusion Practitioners also audit every major haemorrhage
activation within the Health Board and performance of both audits is discussed at
the HTC.
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Health Plan.

There is a collaborative approach to optimal blood management
The WBS provide All Wales leadership around the use of blood and related
products across Wales ensuring more effective and efficient use. All Health Boards
work in collaboration with WBS to support the delivery of the NHS Wales Blood

Management.

Argymhelliad / Recommendation

It is recommended that the Patient Quality, Safety and Outcomes Committee
accept this report as assurance against the Health & Care Standard 2.8 Blood

Amcanion: (rhaid cwblhau)

Objectives: (must be complete
Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference
and Score:

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

2.8 Blood Management
Choose an item.
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

Links to all IMTP priorities as this report
provides an assessment against standards that
impact all patients.

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Experience Quality and Safety

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Choose an item. N/A
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth:
Evidence Base:

Included in main report.

ymgynhorwyd ymlaen llaw y

Cyfarfod Bwrdd Iechyd Prifysgol:

Rhestr Termau: N/A
Glossary of Terms:
Partion / Pwyllgorau a N/A
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Parties / Committees consulted
prior to University Health Board:

Effaith: (rhaid cwblhau)

Impact: (must be completec

Is EIA Required and included with this paper

Asesiad Effaith No does not meet requirements
Cydraddoldeb
Equality Impact An EQIA is required whenever we are developing a

Assessment (EIA) completed | policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant Choose an item.
Cenedlaethau’r Dyfodol - 5 | Choose an item.
ffordd o weithio

Well Being of Future Links to all as this report provides an assessment
Generations Act — 5 ways | against standards that impact all patients.
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/
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Bwrdd lechyd Prifysgol ANEURIN BEVAN
NN  ANEURIN BEVAN UNIVERSITY HEALTH BOARD
MEETING
DYDDIAD Y CYFARFOD: 25 April 2023
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Patient Quality, Safety and Outcomes Committee
TEITL YR ADRODDIAD: Pharmacy and Medicines Management Annual
TITLE OF REPORT: Report 2021/2022
CYFARWYDDWR Chris O’Connor
ARWEINIOL: Interim Executive Director of Primary Care,
LEAD DIRECTOR: Community and Mental Health
SWYDDOG ADRODD: Jonathan Simms
REPORTING OFFICER: Clinical Director of Pharmacy
Pwrpas yr Adroddiad Purpose of the Report
Er Sicrwydd/For Assurance

ADRODDIAD SCAA
SBAR REPORT

Sefylifa / Situation

Audit Wales (previously Wales Audit Office) recommended that health bodies
should have an annual agenda item at the Board (or relevant committee) to
discuss an annual report covering pharmacy services, medicines management,
primary care prescribing, homecare medicines services and progress in
addressing the issues identified in Trusted to Care.

There is also an expectation from Welsh Government that an annual prescribing
report showing progress in the four priority areas of safe prescribing; antimicrobial
stewardship; cost efficiency; and access to medicines is scrutinised by the Board or
the Quality and Safety committee.

This annual report therefore provides an update on these areas together with other
key developments which have been mapped to the Health and Care Standards.

Cefndir / Background

In 2016 Audit Wales published a report on ‘managing medicines in primary and
secondary care’l following individual health board reviews in acute hospitals and
primary care. The report was subsequently considered by the Public Accounts

1 https://www.audit.wales/news/medicines-management-needs-higher-profile-health-bodies
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Committee and recommendations published?, which have been considered by Welsh
Government.

One of the original recommendations identified in the Audit Wales report was the
need for prescribing and medicines management to have a higher profile within
health boards and to have an annual agenda item at the Board to discuss an annual
report.

Asesiad / Assessment

As the report covers the period 2021-22, it should be recognised that the delivery
of pharmacy services across primary and secondary care were not operating under
normal business as usual arrangements, due to the ongoing pandemic response.
Despite ongoing challenges during this time, the whole ‘Pharmacy Team’ were
recognised with the Chief Executive’s award in 2021.

The Committee is asked to specifically note the following areas identified within the
annual report.

1. The high risk action identified in the Audit Wales report regarding the legal
and safety risks associated with the bulk storage of IV fluids at the Royal
Gwent Hospital (RGH) remains. This will continue to be the case until
alternative storage facilities are identified. This is dependent on the
approval of the capital case for the refurbishment of the RGH Pharmacy
department and replacement of the robot, which will see the fluids store
moving within the department. It should also be noted that the existing
robot is no longer fit for purpose due to its age and repeated mechanical
breakdowns. The robot is responsible for the distribution of medicines to all
wards across South Gwent including the Grange University Hospital. A
critical failure will therefore result in significant disruption to the timely
access of medicines with potential impact on patient safety and flow. This
case is currently considered as an emerging project without All Wales Capital
Funding.

2. Pharmacy staff were redeployed to the COVID Mass Vaccination Programme
throughout this period and only returned to normal duties in August 2022.
This involved the management, governance and logistics of vaccine supplies
and the dilution process of the Pfizer vaccine at mass vaccination centres.
In addition, secondary care staff supported the packing down of vaccine
supplies and the provision of supplies to support the GP practice vaccination
programme.

3. The contribution of pharmacy services to improved patient safety and
medicines governance through direct patient care and the work of the
Medicines and Therapeutics Committee, Medicines Safety Group, and the
Controlled Drugs Local Intelligence Network.

4. The development of a 5-year Medicines Safety Strategy.

2 https://senedd.wales/laid%20documents/cr-Id11478/cr-Id11478-e.pdf
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indicators.

5. The performance of the health board against the National prescribing

Argymbhelliad / Recommendation

indicators.

The Patient Quality, Safety and Outcomes Committee is asked to note the contents
of the Pharmacy and Medicines Management Annual Report, which provides
assurance on the delivery of Pharmacy and Medicines Management services
including primary care prescribing performance against the National prescribing

Amcanion: (rhaid cwblhau)

Objectives: (must be completed)

Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference
and Score:

Risks identified for pharmacy are reported as
part of the Primary care and Community
divisional risk register. The top 3 risks have
been included in the annual report.

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

2.6 Medicines Management

1.1 Health Promotion, Protection and
Improvement

2.1 Managing Risk and Promoting Health and
Safety

3.1 Safe and Clinically Effective Care

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Adults in Gwent live healthily and age well

Galluogwyr allweddol o fewn y
CTCI
Key Enablers within the IMTP

Experience Quality and Safety

Amcanion cydraddoldeb
strategol
Strategic Equality Objectives

Strateqic Equality Objectives
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:
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Partion / Pwyllgorau &
ymgynhorwyd ymlaen llaw y

Cyfarfod Bwrdd Iechyd Prifysgol:

Parties / Committees consulted

prior to University Health Board:

Medicines Management Programme Board

Effaith: (rhaid cwblhau)

Impact: (must be completec

)
Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

No does not meet requirements

An EQIA is required whenever we are developing a
policy, strategy, strategic implementation plan or a
proposal for a new service or service change.

If you require advice on whether an EQIA is
required contact ABB.EDI@wales.nhs.uk

Deddf Llesiant
Cenedlaethau’r Dyfodol - 5
ffordd o weithio

Well Being of Future
Generations Act - 5 ways
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Choose an item.
Choose an item.
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Aneurin Bevan University Health Board

Pharmacy and Medicines Management
Annual Report 2021-2022
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1 Executive Summary

In 2016 the Wales Audit Office (WAO) published a report on ‘managing medicines in primary
and secondary care™ following individual health board reviews in acute hospitals and primary
care. The report was subsequently considered by the Public Accounts Committee and
recommendations published?, which have been considered by Welsh Government

One of the original recommendations identified in the WAO report was the need for prescribing
and medicines management to have a higher profile within health boards and to have an
annual agenda item at the Board to discuss an annual report covering pharmacy services,
medicines management, primary care prescribing, homecare medicines services and
progress in addressing the issues identified in Trusted to Care.

Welsh Government have subsequently commissioned the Welsh Analytical Prescribing
Support Unit (WAPSU) to develop an Annual Prescribing Report for health boards showing
progress in four priority areas (safe prescribing; antimicrobial stewardship; cost efficiency; and
access to medicines). It is expected that the Board or Quality and Safety committee are given
the opportunity to scrutinise its content. It should be noted that the Annual Prescribing Report
for 2020-21 was not produced due to the pandemic and therefore local prescribing data has
been used to replicate this within this document.

This annual report therefore provides an update on the Annual Prescribing Report together
with an update on actions identified as priority areas within the WAO report. Additional key
developments have been identified which have been mapped to the Health and Care
Standards.

As this report covers 2021-22, it should be noted that delivery of pharmacy services across
primary and secondary care were not operating under normal business as usual arrangements
due to the ongoing pandemic response.

The significant efforts of the wider ‘Pharmacy Team’ across the managed sector and
commissioned services during this period were recognised as part of the staff recognition
awards with the presentation of the CEO’s Award in 2021. This is something that the service
is extremely proud to have achieved.

1 Audit Wales
2 https://senedd.wales/laid%20documents/cr-1d11478/cr-ld11478-e.pdf
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As always it was a tremendous privilege to be on the Judging Panel with
so many wonderful nominations and I add my personal congratulations
and thanks to you all. My award goes to a service that received 9
separate nominations across the four different categories of: ‘leadership’,
‘partnership working’, ‘improving patient experience’ and ‘team of the
year’. Before and during the Pandemic they are a service that has
demonstrated tremendous resilience both in the community and hospital
settings. They have proved themselves critical to the wellbeing of our
hospital patients and our wider community. They are ‘'unsung heroes’ of
our frontline services. They have introduced new ways of working,
implemented new systems in a new hospital and responded creatively and
flexibly to innumerable challenges in our hospital and community settings.
Whatever part of the service they work in, whatever role they have, and
whatever setting they are in — they can all be tremendously proud of the
contribution they have made and will continue to make. You make a
difference every day

—

Aneurin Bevan
University Health Board

Do
q Staff Recognition Awards
2021

¢

Chief Executive's Award
The Pharmacy Team

GIG ot
NHS Unmmm

WALES

Judith Paget
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2 Introduction

2.1 Pharmacy and Medicines Management

2.1.1 Pharmacy Services
The pharmacy directorate is in a unique position with responsibility for services across
the whole care pathway, with pharmacy professionals working in the managed sector
in primary and secondary care together with responsibility for the pharmacy contract
and the development of services across 131 community pharmacies.
There are 250 staff comprising of pharmacists, pharmacy technicians, pharmacy
assistants and clerical staff working across three acute hospital sites, community
hospitals, intermediate care, GP practices and NCNs to support safe and cost effective
prescribing, dispensing and administration of medicines.

2.1.2 Medicines Management
‘Medicines management’ covers much more than the purchase of drugs. The term
covers all the processes and behaviours that influence the clinical and cost-effective
use of medicines as well as positive outcomes for patients.
Medicines are the most common therapeutic intervention used in healthcare.

e It is estimated that between 30% and 50% of medicines prescribed for long-
term conditions are not taken as intended. This represents not only an
economic cost due to the wasted medicine, but also to the cost arising from
increased demands for healthcare and is detrimental to patient’s quality of life
due to non-adherence and worsening of the condition. The common reason
for poor compliance is patients do not have an opportunity for appropriate
support in understanding how to utilise their medication and optimise the effect
of their medication.

e The safety of medicines is an important consideration as unsafe medication
practices and medication errors are a leading cause of injury and harm to
individuals. It is estimated that 6.5% of all admissions are medication-related
and evidence suggests that 72% of these are deemed avoidable. Up to 50% of
hospital admissions may involve a prescribing error. In 2017 the World Health
Organization (WHO) issued a medication safety challenge to reduce the level
of severe, avoidable harm related to medications by 50% over the next five
years

e The financial pressure on prescribing will continue to grow across all sectors
due to an ageing population and the introduction of new and innovative
medicines. It is therefore important that the focus continues to ensure a
prudent approach to effective medicines management, through the delivery of
savings opportunities across all Divisions, supported by Pharmacy.
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2.2 Wales Audit Office Medicines Management in Acute Hospitals

2.2.1 Background and context

The 2015 WAO report on Medicines Management in Acute Hospitals set out
recommendations for improving corporate arrangements, pharmacy facilities, prescribing
processes and monitoring arrangements as well as reviewing levels of pharmacy staff and
service delivery models.

The key finding from the original report for ABUHB concluded that

“Despite low staffing levels and high workload, we identified good relationships on wards
together with effective aspects of corporate arrangements and some medicines management
processes. The Health Board now needs to develop its strategic approach, address storage
issues, minimise some process risks and enhance the way it monitors its services”.

In December 2019 a follow up report was published following, a self-assessment, a review of
documentary evidence and interviews to determine issues and challenges.

2.2.2 Update on Progress 2021

The report concluded that the health board has made good progress in addressing the original
recommendations. Out of the 26 original recommendations, 4 actions were considered to be
of high risk where there have been no or limited action taken.

Only one of these actions remains outstanding and remains on the directorate’s risk register.

R3b. Minimise the current legal and safety risks associated with bulk storage of intravenous
(IV) fluids and other bulk items at Royal Gwent Hospital by ensuring items are not publicly
accessible and are stored in temperature regulated room.

There has been ongoing dialogue with Facilities to determine whether there is any
opportunity to expand storage space at the RGH site without any resolution. Previous
mitigating actions have been taken, such as provision of direct delivery of IV fluids to
wards, but with limited ward storage availability this will not be a complete solution. A
temperature monitoring system has been installed in the bulk fluid room and corridor
so that storage conditions can be monitored and appropriate actions taken should this
be necessary.

The original risks remain that IV fluids continue to be stored in a non-temperature
controlled environment, (similar to the situation on many wards without air conditioning)
and that tampering of bulk fluids could occur due to the public accessibility on the area.

A capital case for the refurbishment of the RGH Pharmacy department and
replacement of the robot would have seen the fluids store moving into the Pharmacy
footprint which is temperature controlled. The case was identified in Draft Capital
Programme — 2022/2023 Board Paper presented in March 2022 as an emerging
project without approved All Wales Capital Funding. This has not progressed due to
lack of capital budget.
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Action Lead Timescale

Continue to monitor temperature excursions in the | Clinical Director of | Ongoing
bulk fluid room and corridor and take necessary Pharmacy
mitigating actions according to the planned
updated guidance from the National QA Group on
‘Managing Temperature Excursions in Clinical
Areas’.

Progress dependent on capital investment for
RGH Pharmacy Refurbishment and Robot
Replacement.

3 Staying Healthy

3.1 Standard 1.1 Health Promotion, Protection and Improvement

3.1.1 Community Pharmacy Services

There are 132 community pharmacies across the health board which provide a range of self-
care and health and lifestyle advice as part of the contract, established enhanced and
advanced services, as well as the provision of dispensing services.

In 2021/22;

Dispensing rates are increased currently at 1.8% compared to 2020-21 with over
12.3m items being dispensed up until December 2021.

The Common Ailments Service (CAS) has operated right through the pandemic
utilising phone and video consultations, although rates were lower at the start of the
pandemic, an increase has been seen and currently there is an increase of 43% in
activity with 15,874 consultations (April 21-Jan 2022)

Influenza vaccine delivery increased by 77% with over 29,000 vaccines being
delivered in community pharmacies during 20/21 Flu season.

Provision of Emergency Hormonal Contraception (EHC) activity has increased by 11%
with 3612 consultations (April 21-Jan 2022)

The Emergency Medicines Service (EMS), designed to improve patient access to
regularly prescribed medicines has increased by 131% with over 15,000 supplies
(Apr20-Jan21)

6046 Smoking quit attempts were supported April 2021-Jan 2022

2097 Discharge medication reviews were provided

132 Supplies of palliative medication out of hours April 2021-March 2022

Enhanced service commissioning ranges between 98-61%

Pharmacy independent prescriber pathfinder services are underway. In response to
the Welsh Government strategy for Community Pharmacy developed in 2021, the HB
pharmacy team has successfully introduced 15 pharmacists delivering an extended
prescriber led Common Ailments service including treatments for lower Urinary Tract
infection, Impetigo and Otitis Media. So far in 2021, 2597 consultations have been
delivered (April 2020-Dec21) negating the need for a GP.
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¢ Medicines shortages and concession prices had an impact on patient services,
pharmacy workload and viability.

e Four community pharmacies were involved in the provision of Covid-19 vaccinations
to improve access for patients and support practices.

e Social Distancing, Personal Protective Equipment and Infection Control processes had
a huge effect on the delivery/dispensing of medicines to patients with increased levels
of aggressive behaviour towards pharmacy staff.

e 2021-22 has seen professional staff shortages and isolation absence hit community
pharmacies, some of whom have taken advantage of the flexibility arrangements that
Welsh Government introduced to the contract to alleviate pressure on staff. The
number of temporary pharmacy closures are increasing significantly disrupting
services to patients.

Below is a summary of key community pharmacy issues for 2021/22.

3.1.2 Community Pharmacy Essential Services

This relates to the accurate and safe dispensing of medicines by our community pharmacy
contractors which are distributed throughout our communities allowing good access for
patients to medicines and healthcare advice close to home. From April 21 — Jan 22, our
community pharmacies dispensed 13.7m items, this amounts to around 340,000 items per
week in Gwent. The volume of prescribing presents a challenge in terms of workload to both
pharmacies in dispensing medicines, but also to GP practices in producing prescriptions in a
timely and efficient fashion. Welsh Government are developing electronic delivery of
prescriptions, which will provide an audit trail in this process and enable the processing of
these prescriptions more efficiently. There are concerns that electronic transfer of
prescriptions might lead to the establishment of internet pharmacies threatening the existence
of local community pharmacies by actively competing for this business. Medicines shortages
have been increasingly problematical over the last few years and have resulted in escalating
drug costs for community pharmacies which has contributed to financial difficulties within
businesses.

A key development in 2021-22 was the reimbursement of Non-Discount Not Deducted
expensive medicines which are issued on hospital WP10HPs. ABUHB contractors are much
more exposed to these medicines due to ABUHB prescribing policy and the Health Board has
acted with help from NHS Shared Services to calculate and reimburse losses on dispensing
these products.

At the end of 2021 “A New Prescription” was published by Welsh Government to provide a
framework for change within community pharmacy aimed to maximise and fund clinical activity
for pharmacists and reduce dependency on dispensing volume as a generator of income. In
April 2022, treatment durations can be extended to reduce the number of dispensed items,
freeing up pharmacist time, Medicines Use Reviews have been withdrawn but Discharge
Medication Review limits have been removed. The provision of standardised Enhanced
Services where the contractors commit to providing EHC, CAS, EMS and Influenza
vaccination will now drive income, as will a funding stream around Independent Prescriber
Services providing for example a more expansive Common Ailments service. ABUHB has
been developing the latter aspect of this service eg. Independent Prescriber treatment of lower
UTI. Although this is a hew service, patient testimonies have been positive eg.

“This is an excellent service, as well as being innovative, thorough, and timely; F.... was
offered an appointment within the hour and J....... prescribed the medication that F.......

8|Page

218/501



10/35

required. | just wanted to share with you my brief reflections as well as my thanks to J......... -
| feel that this is definitely a service that warrants expansion across our boroughs.”

3.1.3 Enhanced Services.

3.1.3.1 Common Ailments Service (CAS)

99% of the pharmacies in ABUHB provide the Common Ailments Service, which was first
piloted in October 2013 and enables pharmacists to treat 26 common ilinesses, e.g. vaginal
thrush, conjunctivitis, athlete’s foot etc. in patients registered with the scheme through the
Choose Pharmacy IT system. The CAS is open to anyone living in Wales or registered with a
GP in Wales.

In 2020-21, so far there are 15,874 consultations in community pharmacies in ABUHB
(Jan2022), this represents a 43%increase in activity compared to 2020-21. The purpose of
this service is to reduce GP consultations for common ailments, in previous studies 80% of
patients have indicated that they would have attended GP practices if they had not attended
a pharmacy for a CAS consultation, potentially therefore this service has “avoided” over
12,500 GP consultations within ABUHB in 2021-22. The main areas for supply are hay fever,
conjunctivitis, vaginal thrush, and threadworm.

3.1.3.2 Smoking Cessation Services

92 community pharmacies in ABUHB deliver smoking cessation services Level 3 and 127
community pharmacies deliver Level 2. These services are fully integrated with the Help Me
Quit National Programme. This provides good access to services across ABUHB. The health
board Community Pharmacy team work extensively with local Public Health Wales
practitioners to develop this service year on year. In 2021-22 community pharmacies
supported 6046 quit attempts, a 30%. The level 3 service, which has been developed to
include the provision of Varenicline via a patient group direction (PGD) has delivered a 40%
Quit Rate which is in line with National targets.

3.1.3.3 Influenza Vaccination Services

The aim of the service is to increase access to flu vaccination for patients, GMS provision is
recognised as the major provider within primary care. In recent years domiciliary care workers
and care home staff have been added to the cohort of clients that pharmacies are able to
vaccinate.101 Community Pharmacies provided this service to adult patients 50yrs and older
(extended cohort) representing around 93% of all pharmacies within ABUHB. Due to the
perception that this service is in competition with GMS service provision, there are still some
contractors that do not wish to offer this. However, Influenza vaccine delivery increased by
77% compared with 2019-20, with over 29,000 vaccines being delivered in community
pharmacies during 20/21 Flu season. This represents 19% of the total immunisations
delivered.

3.1.3.4 Emergency Hormonal Contraception Services (EHC)

Community pharmacies are recognised providers of EHC. There have been significant
changes to advice over the last few years, which has meant modifying the service. In ABUHB,
129 providers have provided 3612 EHC consultations (April 21-Jan 2022) which compares
similarly with 2019-20.
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3.1.3.5 Emergency Supply Service (EMS)

EMS was designed to help patients obtain medicines in extremis so that they would not
necessarily have to visit their GP practice or OOH services. Using the Choose Pharmacy
platform, pharmacists can feel confident in making an emergency supply to patients due to
the Choose platform giving access to a limited GP record including prescribing history, and
also history of previous EMS made. It has been successfully used in adverse weather
episodes e.g. “Beast from the East” where practices have been experiencing difficulties and
more frequently during the COVID-19 pandemic. It has consistently avoided calls to Gwent
OOH services especially on weekends. 131 pharmacies have delivered this service (100% of
all pharmacies), amounting to 15,000 consultations (Apr21-Jan22).

3.1.3.6  Other enhanced services from pharmacies include
e Supervised consumption of opiate substitution
e Out of Hours Palliative Care Service
e MAR chart Service
¢ Independent Prescribing (IP) Pharmacist pilots

3.1.4 Prison services
ABUHB are responsible for overseeing healthcare and pharmacy services at HMP Usk and
Prescoed. The prisons currently fund a 0.2WTE Pharmacist and 1IWTE pharmacy technician.

HMP Usk and Prescoed Healthcare Dept were the subject of two separate inspections during
2021 by HM Chief Inspectors of Prisons and Denise Farmer on behalf of the Andrew Evans
(Chief Pharmaceutical Officer Wales). Both reports highlighted benefits to prisoner outcomes
if staffing levels and pharmacy team skill mix could be reviewed, especially in view of the
current HB Prison Lead Pharmacist being deployed to support the Mass Vaccination
Programme. On review a significant uplift of the pharmacy team has been agreed, with an
additional 0.4 WTE Clinical Pharmacist and 0.5WTE Pharmacy technician planned to join the
team during Summer 2022. This will support the deployment of additional pharmacy lead
services across both sites, such as;

e Medicines reconciliation
e Pharmacy shop for prisoners “Health Bar”
e Pharmacist led clinical reviews.

3.1.5 COVID Mass vaccination programme

Throughout 2021/22 the Primary care pharmacy team, Neighbourhood care network (NCN)
pharmacists and academy pharmacists were redeployed to support the covid vaccination
programme. The team was headed up by a senior and lead pharmacist who were key
members of the National covid vaccination logistics group and Health Board mass vaccination
programme board. Responsibilities included updating patient group directions and standard
operating procedures from national templates for ordering of the vaccine, monitoring of stock
levels, storage, delivery, handling and dilution of the vaccine for use in the mass vaccination
centres (MVC), GP practices, pop up clinics, care homes and prison. To provide additional
support to the MVCs and care home team, several pharmacists were also trained to vaccinate.
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Each MVC clinic had a pharmacist controller in charge who worked closely with the clinic and
admin controllers. This was to ensure quality control of the vaccine including overseeing the
use of the vaccine on site, ensuring stock usage matched patient numbers, monitoring fridge
temperatures and minimising waste of vaccine at the end of clinic.

The pharmacy department at The Royal Gwent (RGH), Nevill Hall and Ysbyty Ystrad Fawr
supported the GP practice vaccine delivery programme by receiving, storing, and managing
stock collections for them. To assist the stock management of vaccine across the health board
the pharmacy production unit at RGH packed down the Pfizer and Astra Zeneca vaccines into
smaller quantities for use in care homes and prison to minimise waste.

4 4 Safe care
4.1 . Standard 2.1 Managing Risk and Promoting Health and Safety

4.1.1 Medication Safety

The Medicines Safety Group is multidisciplinary with representation from all divisions,
pharmacy, and corporate teams. This met on four occasions during 2021/22, with the focus
being the development of a 5 year Medicines Safety Strategy by the Medicines Safety Officer
(MSO) with the support of a task and finish group. The strategy has 5 key goals; to improve
incident reporting, promote the safe use of medicines, reduce harm, improve learning and to
meet the med safety agenda. It recognises the National Strategy: Delivering a healthier Wales
along with the WHO global challenge which launched a new strategy in 2021.

Regular medicines safety group agenda items included national and local drug safety alerts,
medicines safety audits, medicines and prescribing policies and a review of medicines related
incidents identified from DATIX. The group has produced a Medicines Safety newsletter
summarising medicines safety incidents, key safety messages, along with bulletins and
internal alerts to support training sessions for pharmacy and nursing staff, junior doctors, and
GPs.

During 2021/22 there have been 5 National patient safety notices and 1 National patient safety
alert

PSNO055 Medicines storage

PSNO57 Emergency Steroid Therapy cards

PSNO060 Inadvertent administration of oral medication by the wrong route
PSNO061 Standardised strength of phenobarbital oral liquid

PSNO062 Elimination of bottles of liquefied Phenol 80%.

PSAO061 Inappropriate anticoagulation of patients with a mechanical heart valve

Safety notices and alerts are discussed before being disseminated through the health board
to implement an action plan. Pharmacy work with the Quality and Patient Safety team to look
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at ensuring the health board is compliant with those patient safety notices that specifically
relate to medicines.

4.1.1.1

Internal alerts

3 Internal alerts were circulated to improve medicines management and safety during 2021/22

Metaraminol pre-filled syringes - Metaraminol 2.5mg in 5ml solution for injection in pre-
filled syringes (PFS) are available to Theatres, Recovery and POCU across ABUHB
for use in the management of intraoperative hypotension. This licensed PFS is in a
ready to use concentration (0.5mg in 1ml) and device for bolus doses. Several benefits
were identified, including it negates the need to dilute concentrated solution for
injection, reduces risk of inadvertently administering an unintended dose, supports
rapid access, reduces risk of contamination during dilution process and reduces waste
from discarded pre-drawn metaraminol.

Standard Variable Rate Insulin Infusion Fluid switch - the “standard” fluid at ABUHB is
Sodium Chloride (NaCl) 0.45% with Dextrose 5% containing Potassium Chloride (KCI)
0.15%. This fluid was no longer available to procure from a sole manufacturer within
the UK. A decision was made by the endocrine, anaesthetic and pharmacy directorates
to switch this “standard” fluid to Sodium Chloride (NaCl) 0.9% with Dextrose 5%
containing Potassium Chloride (KCI) 0.15% to enable a reliable supply.

Taking an accurate drug history - An alert was sent out following several patients being
prescribed medication intended for another patient. All prescribers should undertake a
drug history when a patient is admitted to hospital as part of the clerking process, using
two independent sources of information, and whenever possible, the patient should be
the primary source of information. Where the Welsh Clinical Portal is the second
source of information, prescribers should be familiar with how to access and interpret
the list of mediation on the GP record.

4.1.1.2 Safety Culture Workshop

In April 2021 the medication safety team ran multiple safety culture workshop with pharmacy
technicians and assistant operational technicians across all major acute sites. Key areas for
improvement were identified, including improve reporting rates, timely and appropriate
feedback to individuals involved in incidents, better communication when errors occur. The
team have since rolled out a new near miss reporting programme known as “Good Catch”.
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1. Introduction to Good Catch

Following on from our safety culture workshop, a simpler way
of reporting near misses called Good Catch was introduced.
The good catch scheme invelves completing an updated
standardised form which has been anonymised to discourage
the blame culture and encourage everyone to report. There
are exceptions to anonymity including potentially serious
incidents and individual in training programmes.

The scheme allows departments to look at trends as opposed
to individuals and relies on the person identifying the good
catch to provide timely constructive feedback at point of
incident and to support self reflection and learning.

The data gathers intelligence on types of good catches that
occur and good practice and shared learning can occur across
the acute sites.

7. What next?

* Discuss how best to progress a1t RGH

* Incorporate procurement and distribution
section

* Encourage staff to attend “Providing Effective
Feedback” teaching session

6. How we feedback and share learning

* Safety Champion feeds back at weekly local
communication

* Medication Safety Board

*  Quarterly Newsletter

*  Site visits

4.1.1.3  Reflection

Pharmacy team members will reflect following a “good catch” or a medication safety incident.
During 2021-22 the medication safety team re-vamped the reflection forms to align with
evidence-based John’s Reflection Cycle and produced an at-a-glance guidance to accompany
the form for both reflectors and line managers. An interactive session was run to assist
managers to support staff when they have been involved in a medication incidence. This
introduced staff to different types of reflection tools as well as how to use clinical based

2. Method
v Near miss identify
+ Fillin a “Goed Catch” form

+" Discuss with the individual detzils of the good catch including

contributory factars

v Agree if good catch has an exception to anonymity e.g. raining

scheme, potentially serious. Escalate to senior if so.

v Provide constructive feedback and allow the individual to do a self-
reflection using the “simple self reflection guide” and learn from

the near miss

+ Drop form in allocated box for data callection

Good catch
near miss
reporting

5. Best catches

* Heparin 25,000 units/5m supglied to CCU instead of
5,000 units/Sml as part of topping up service

Escalated to senior site team resulting in heparin stock list

rationalisation across all sites. We now only stock

preservative free heparin in 5 different strengths

compared to 18 difference forms and strengths previously.

* lsosorbide Dinirate selected instead of Isosorbide
Mononitrate

Occurred across 3 sites. Investigation revealed drop down

is alphabetical and the tendency is to select first option.

Reiterated self-check process to staff in local meetings and

manager.

3. Rollout

New forms were intreduced as part of the safety culture
workshops:

NHH November 2020

GUH February 2021

YYF April 2021

RGH to follow once process agreed

4. Results

NHH — 390 good catches (April — Sept)
GUH—74 good catches (April — Sept)
YYF—32 good catches (April — Sepr)

Data gathered is used to identify trends which forms a part of our

shared learning across all ABUHB pharmacy sites:

= 18 spund/ look alike

= “sglf check” process not done identified in majority of incident

= Around 75% of incidents occur lunchtime towards going home
time — opportunity to optimise work flow in dispensary

shadowing and feedback/ coaching sessions to best support staff.

Bi-annual medication safety newsletters for secondary care staff, feedback on Good Catches
and Datix reports to support development and reduce harm form medication. Junior doctors
receive training in high-risk prescribing, palliative care prescribing and prescribing incidents
and adverse drug reactions to help equip them with information and resources to prescribe

high risk drugs safely.

4.1.1.4 Quality Improvement projects
e Improving the transfer of medications between ward areas to ensure safe patient

care

Medications are not always transferred with patients as they transfer between wards and
hospitals within the health board potentially leading to poorer patient outcomes and patient
harm. The objective of the QI project was to increase the percentage of patients being
transferred with 100% of their medication by 50% in a 3-month period. After the opening of

GUH this had dropped to 30%. Following the 12 week QI project, the percentage of patients

transferred with all of their medicines increased to 75%. This improved drastically due to a

number of factors including the interventions introduced by the improvement project and also
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staffing differences. The work has highlighted the importance of pharmacy staff in the
transfer of patients to improve patient outcomes.

e Improving Switching of Intravenous to oral Antibiotics at The Royal Gwent Hospital

Delayed switching of IV to PO antibiotics increases the risk of secondary infections,
prolonged hospital stays and overall cost of antibiotics. The project showed a team-based
approach and a simple aid in the form of a sticker has shown to improve overall switching of
IV to PO antibiotics. Future projects should focus on other interventions such as education of
junior doctors on Antimicrobial Stewardship principles.

e Improving the process of weighing hospital inpatients, to ensure safe prescribing of
weight-based medications

Poor measurement and documentation of hospital inpatient weights puts patients at risk of
harm from the unsafe prescribing of weight-based medications. This QI project aimed to refine
the weighing process for patients. The results of the project showed an improvement in the
number of patients weighed and an advancement in the overall weighing process. The
percentage of new patients admitted that had a weight documented within 24 hours, increased
from 8.3% to 58.6%. This was due to staff education and training, poster displays and use of
patient status boards. Consequently, the project has reduced the risks to patients from
incorrect and unsafe prescribing of weight-based medications, and improved patient safety.

4.1.1.5 Yellow Card Reporting

ABUHB have five yellow card champions based across primary and secondary care and work
to deliver on key performance indicators (KPIs) and topics cascaded from the Yellow Card
Centre Wales and MHRA.

4.1.1.6  Medication Safety Poster Submissions

The following poster was accepted at the annual conference for Yellow Card Centre Wales:
Primidone and Apixiban — a case in practice (Dr D Kandhai, Lucy Higgins).

4.1.1.7 Medication Safety Campaigns

During 2021-22 we celebrated 100 years of insulin and raised awareness of sepsis. As part of
World Patient Safety Day, we shared vital information on keeping pregnant women and
newborn babies safe and extended this message during medication safety week to include
reporting of adverse drug reaction during pregnancy
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4.2 Standard 2.6 Medicines Management

4.1.2 Medicines Storage — PSN055

Patient Safety Notice (PSN) 055, The Safety Storage of Medicines was released in October
2020 to all organisations providing NHS-funded care. It specifies that all new build and
refurbishments commissioned after issue of the notice comply with the specifications and that
all existing clinical areas are risk assessed and remedial action undertaken proportionate to
identified risk.

Risk assessments of clinical areas were carried out by each division during August 2021 and
action plans complied and actioned accordingly. Work will continue in 2022/23, with a task
and finish group to review ongoing compliance with the PSN and to review policies and
procedures that relate to the safe storage of medication. This work is ongoing and an update
to the delivery unit is expected by September 2022.

4.1.3 Homecare Medicines

A pharmacy homecare service is one that delivers supplies of medicinal products, together
with care delivered by suitable healthcare professionals where appropriate, direct to a patient’s
home with their consent under the management of a hospital or other specialist prescriber.
The majority of patients are those with chronic disease and stable treatment regimens that do
not require acute care input on a regular basis, offering choice to patients for their ongoing
treatments. Homecare is now a well-established service and supports Welsh Government
strategy of moving care closer to home through direct medicines and nursing supply: thus
removing the need for patients to attend the hospitals solely to collect/access their medicine.
This service has been subject to Internal Audit and was last reviewed in 2017/18.

The total number patients treated via homecare in 2021/22 was 2,106 — an increase of 5% on
the previous year.

The monthly average number of patients registered for a homecare service has risen from
1,624 to 1,854; an increase of 14%.

Due to the migration of all pharmacy services from EDS to the new IT system Careflow
(Wellsky/JAC), we are currently unable to pull data in the appropriate format to enable us to
report on financial expenditure. This deficiency has been escalated, and we are working with
DHCW to develop new reports which will enable us not only to provide accurate data on
historical spending, but also assist with the identification of future savings potential. This work
also includes a review of the processes around Out-of-Area drug recharging, where existing
processes are inadequate.

Following other software updates, and the implementation of O365 across NHS Wales, we
have also been unable to report on the initiation of specialist Secondary Care homecare
medications to the practice pharmacists within the Primary Care teams. This work is a valuable
patient-safety initiative which has worked well for the past two years, and ensures that the
patients’ Primary Care Record is maintained with a list of specialist therapies which are only
to be prescribed by Secondary or Tertiary care. We have therefore proposed that this project
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be taken forward by the Hospital Pharmacy Services Management Board for further
development.

4.1.4 Medicines Governance

4.1.4.1  Controlled Drugs Local Intelligence Network (CDLIN)

The Controlled Drug Local Intelligence Network (CD LIN) met twice during 2021/22 rather than
the quarterly meeting due to COVID and change of Medical Director. The meetings were held
via Teams. These were chaired by our new Medical Director who was appointed as
Accountable Officer for the Health Board. A review of Controlled drug (CD) incidents raised
concerns over the use of syringe drivers. A working group has been set up and met in January
2022 to review all syringe driver errors. Key issues and themes were identified, and an action
plan has been developed. Contributing factors include education and training, communication,
documentation, medicines omission and failure to follow procedure.

An area of focus for 2021/22 has been monitoring use of CDs in Dental practices. Practices
were sent a CD self-declaration to complete. CD prescribing, requisitions for stock and CD
destruction were monitored. A number of issues were identified with advice sort from the
dental advisers, GDC and HIW.

4.1.4.2 Patient Group Directions

The Health Board policy for Patient Group Directions (PGD) was reviewed and updated during
2021/22. The PGD approval group met 7 times during this period and sixty three PGDs were
signed off. The group members include a senor pharmacist, physiotherapist, lead nurse and
a consultant in acute care. The group meets to review existing PGDs, assess requests for
new PGDs and audits the use of existing PGDs. The PGDS have helped improve access to
medicines in Out of hours, dental, respiratory, sexual health, endoscopy, ophthalmology,
occupational health and the accident and emergency department. Public Health England PGD
templates are used for all the health board immunisation PGDs as determined by national
guidance and immunisation programmes. This has also included the PGDs for the COVID
vaccination programme and which are signed off by the Deputy Medical Director and the mass
vaccination programme board. The new antivirals for the treatment of positive COVID cases
have been added to list of PGDs for patient at high risk.

4.1.4.3  Policy review and development

The pharmacy team continues to review and update its policies and standard operating
procedures to meet the needs of the service and align with national guidance.
Policies/procedures that were updated and ratified by the Clinical Standards Policy Group
during 2021/22 include:

e Use and administration of intravenous omeprazole policy

¢ Thromboprophylaxis for all hospital inpatients policy

o Policy for safe prescribing, dispensing and administration of intrathecal chemotherapy

e Policy for managing potential excessive and inappropriate prescribing policy in primary
care
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o Thromboprophylaxis for all hospital inpatient policy

¢ Use and administration of intravenous omeprazole policy

e Issue and use of WP10 HP prescription pads

e Standard operating procedure Safe storage of medicines: refrigerators

One new protocol was developed and ratified for the use and administration of intravenous
ferric derisomaltose (Monofer) to standardise the prescribing and administration of IV iron
preparations in a timely manner throughout ABUHB.

The Clinical Standards Policy Group agreed to extend the Medicines Management Policy:
Code of Practice to give the department time to undertake a more formal review.

Two further policies have been updated and await ratification at the policy group. These
include the Use of PGD policy and Controlled drug standard operating procedures for GP and
Dental practices.

4.1.5 Antimicrobial stewardship

The Antimicrobial Working Group (AWG) continues to monitor antimicrobial usage and
implement strategies to optimise use of antibiotics across the health board. This includes
developing & review local treatment guidelines.

The antimicrobial team have implemented numerous guideline changes, including new
gentamicin dosing and monitoring methodology including an online dosage calculator to
reduce the risk of patient safety incidents.

Key achievements this year include:

¢ Roll out of the Antibiotic Review Kit (ARK) to Yshyty Ystrad Fawr (YYF) & Nevill Hall
Hospital (NHH). ARK is a toolkit, including an online training tool, decision aid and audit
programme, designed to safely stop antibiotics in patients who no longer need them,
and change prescriber behaviours. Further roll out to the Grange University Hospital
(GUH) and Royal Gwent Hospital (RGH) is planned.

o Transfer of all antimicrobial guidance onto a new digital platform

e A new method of dosing and monitoring one of the high-risk antibiotics, to improve
patient safety

e The team supported development of new All-Wales primary care antimicrobial
guidelines, published by AWMSG.

The ABUHB Consultant Pharmacist for Antimicrobials, who chairs the Welsh Antimicrobial
Pharmacists Group, visited Malawi, along with two other pharmacists from Wales, as part of
a Commonwealth Partnerships for Antimicrobial Stewardship project. The project aims to
share expertise with the Pharmaceutical Society of Malawi, and support development of
antimicrobial stewardship in two of the largest hospitals in the country using prescribing
surveys, training sessions, and developing a practical toolkit to guide healthcare professionals.
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The team have also implemented numerous new covid therapeutics, including fifteen new
commissioning policies and CMO letters over the year. This involved setting up the pre-
hospital service to deliver neutralising monoclonal antibody infusions to highly vulnerable
COVID-19 patients, in collaboration with key stakeholders in the division.

4.1.6 MHRA Inspections

4.1.6.1  Manufacturer’s Specials MHRA Licence:

The Pharmacy Production Unit at the Royal Gwent Hospital (RGH) has held a Manufacturer’s
Specials (MS) licence since 1999. This is a Medicines and Healthcare Regulatory Agency
(MHRA) assigned licence to manufacture aseptically prepared and ‘packed-down’ medicines
for the patients of ABUHB. In order to keep this MS licence, high standards of good
manufacturing practice and product quality must be maintained. The MHRA perform
inspections of the MS licence sites every 2-3 years. The most recent inspection at RGH was
performed on 10-11th March 2020. The inspectors gave the unit a risk rating of 3 (zero is the
highest risk and 5 is the lowest), and assigned fewer deficiencies (seven) than at the 2017
inspection. All seven deficiencies have now been addressed by the implementation of robust
actions, as agreed by the MHRA.

The 2017 MHRA inspection highlighted concerns with the facilities and equipment at the RGH
aseptic unit. As a result the health board approved £500,000 of capital funding for an
extensive refurbishment of the unit. This refurbishment took place from January to September
2019 and upgraded the facilities and equipment significantly, improving the quality and safety
of the aseptic medicines prepared for ABUHB’s patients. The MHRA inspectors commented
on the marked improvement of the facilities during the 2020 inspection and were satisfied that
previous facilities concerns had now been addressed.

4.1.6.2 Wholesale Distribution Authorisation MHRA Licence:

In November 2018, following a significant amount of preparation work and a successful MHRA
site inspection, the Pharmacy department at Nevill Hall Hospital (NHH), obtained a Wholesale
Distribution Authorisation (WDA) Licence from the MHRA. In doing so, ABUHB become only
the third health board in Wales to hold a WDA licence. The WDA licence has allowed the
distribution team at the Pharmacy department at NHH to safely and legally supply the Welsh
Ambulance Trust, Powys Teaching Health Board, St David’s Hospice and the Longtown
Mountain Rescue charity with the critical medicines they require for their patients. A follow
up virtual ‘office based Responsible Person’ inspection from the MHRA was conducted on 6th
May 2022. The inspector was complimentary regarding the quality systems in place and
officially authorised the approval of another senior ABUHB Pharmacist to be named as a
Responsible Person on the licence.
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4.1.7 Prescribing Efficiency Opportunities

The Pharmacy Directorate are instrumental in identifying and facilitating the delivery of
efficiency saving across all Divisions within the health board. The table below identifies the
savings delivered across the healthboard.

ABUHB Medicines Management Savings Performance (Month 12)

2021-22 2021-22 Over /
Sivision IMTP Plan Actual (Under)
Savings Savings Achievement
£'000 £ '000 £ '000
Primary Care 2,302 2,217 (85)
Family & Therapies 0 93 93
Mental Health 0 0 0
Scheduled Care 55 273 218
Medicine 2 460 458
Urgent Care 0 11 11
sub-total 57 836 779
Total 2,359 3,053 694

5 Effective Care

5.1 Standard 3.1 Safe and Clinically Effective Care

5.1.1 Medicines and Therapeutics Committee (MTC)

In 2021/22 MTC meetings were held in April, May, July, September and November in 2021
and February and March in 2022.

e The committee considered 14 new drug applications and discussed changes to the
formulary status of 8 other products.

e 29 individual requests to prescribe were considered by the MTC Chair/deputy

e 15 pieces of prescribing guidance were considered- for example guidance on
prescribing in perinatal mental health, hayfever, hyperlipidaemia and statin intolerance,
restless legs syndrome and children’s eczema.

e 3 shared care protocols were reviewed and updated.
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e 105 new drugs were approved by NICE or AWMSG. MTC agreed the appropriate
formulary status for each, which was then recorded on the formulary; the ABUHB
implementation process for these drugs was via the High Cost Drugs Implementation
Planning Group.

5.1.2 National Prescribing Indicators

The All Wales Medicines Strategy Group (AWMSG) has developed and endorsed NPIs since
2003 as a means of promoting safe and cost-effective prescribing. The indicators identify the
therapeutic priorities for NHS Wales and have a focus on safety, stewardship or efficiency?
The methodology for establishing the NPI targets is based on the principle of encouraging all
health boards, local cluster groups and practices to achieve prescribing rates in the best
guartile. The threshold for achievement is based on the prescribing rate of the best performing
25% of practices in Wales, for the quarter 3 of the preceding financial year. The target is
therefore not an absolute value and can be achieved if there is movement towards the
threshold set

For 2021-2022 the National Prescribing Indicators (NPI): Supporting Safe and Optimised
Prescribing, have been refreshed with a focus on three priority areas, supported by safety and
efficiency domains. This continues with the philosophy of Prudent Healthcare, enabling higher
guality and value through reducing variation, waste and harm, in addition to contributing to two
themes in the Quadruple Aim of A Healthier Wales, Welsh Government’s plan for health and
social care.

Professor Ceri Phillips (the former Chair of AWMSG) wrote to all health boards in December
2019 to highlight the variation in practice achievement against the NPI targets for the quarter
ending June 2019 and to seek assurances on actions that would be taken to improve
performance and outcomes for patients. Following analysis of individual practice
performance, a programme of additional prescribing visits was proposed in outlier practices,
focusing on gabapentinoids and opioid burden (as more practices are further from targets
compared to other NPIs). COVID-19 delayed the implementation of this programme, but it will
still be progressed with the aim of demonstrating targeted improvement in. This has been
suspended since March 2020 as the Medicines Management Team and NCN Practice
pharmacists have been redeployed to the Mass Vaccination Centres.

There are two strategies for to support practices to make improvements.

o NPIs are included within the health board’s Clinical Effectiveness Prescribing
Programme (CEPP). This is a framework which incentivises GP practices for improving
prescribing performance in quality, safety and efficiency. Prescribing advisors meet
with each practice to review prescribing performance and agree potential areas of
performance.

e In 2021 a 3 year Medicines Optimisation Strategy was agreed, which includes a focus
on two NPI: gabapentinoids and hypnotics.

3 National Prescribing Indicators 2021-2022
National Prescribing Indicators 2021-2022 - All Wales Therapeutics and Toxicology Centre (nhs.wales)

20|Page

230/501


https://awttc.nhs.wales/medicines-optimisation-and-safety/medicines-optimisation-guidance-resources-and-data/national-prescribing-indicators/national-prescribing-indicators-2021-2022/

22/35

5.1.2.1  Summary of overall HB position against the national prescribing indicators (March 2022)
The table below shows the extent to which practices in each health board met the target or
indicator thresholds:

e The figure in the cell is the number of practices in each health board meeting the target
or indicator threshold.

o The percentage figure and cell colour represent the proportion of practices in each
health board meeting the target or indicator threshold.

e The target for antibacterial items per 1,000 STAR-PUs is by health board, therefore a
tick demonstrates achievement.

Health boards/practices achieving the indicator targets/thresholds — Quarter ending March 2022

Indicator Description Aneurin Bevan Bersi Cadwaladr Cardiff And Vale Cwm Taf Morgannwg Hywel Dda Powys Swansea Bay

Opioid Burden (UDG) ADQs per 1,000 14 23 45 T 11 ] 10
patients 19% 24% 6% 14% 23% 50% 20%
21 18 34 8 13 8 12
Tenmackol POOs per 1 000 pabients 29% 19% 568% 16% 27% 50% 24%
Gabapentin and pregabalin DDDs per 4,000 13 23 39 3 14 ;] ]
patients 18% 24% B6% 8% 29% 38% 18%

Antibacterial items per 1,000 STAR-PUs J V J V « V V
e e tionsais | X X v v X v

" 1 16 36 T 11 1 13
Proton pump inhibitors DODs per 1,000 PUs 24% 16% 51% 14% 23% &% 7%
Hypnetics and anxislytics ADQs per 1,000 24 30 44 12 13 a 15
STAR-PUs 33% 31% 75% 24% 27% 50% 31%
Leng-acting insulin analogues as a 37 1 27 25 4 ) 0
Wit < 51% 1% a6% 51% 8% 13% 0%
insulin analogue prescribing . o
Low Value for Prescribing (UDG) spend per 9 47 20 1 10 8 19
1,000 patients 13% 48% 34% 2% 21% 50% 39%

Percentage of practices meeting threshold

5.1.2.2 Secondary Care Antimicrobial Performance
Increase the proportion of antibiotic usage within the WHO Access category to 255%
of total antibiotic consumption (as DDD).

‘Access’ category antibiotics are antibiotics that cover a narrower range of bacteria and carry
a lower risk of resistance and other adverse effects. To achieve this target many guidelines
have been amended to encourage use of combinations of Access category agents instead of
single broader-spectrum antibiotics. Since the implementation of the Wellsky pharmacy
system in 2020, data issues within DHCW have meant that PHW are unable to provide
performance against target. Local antimicrobial usage data suggest that all main ABUHB
hospitals had achieved the 55% target, with most achieving around 60% of total antibiotics in
the access group.
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The following summary relates to performance metrics obtained on the National Prescribing
Indicators (NPIs). Data is also presented showing the comparative position with English
CCGs. North East of England CCGs are highlighted, as these areas have similar
socioeconomic and demographic criteria allowing appropriate benchmarking.

5.1.2.2.1 Opioid Burden
This prescribing indicator recognises the use of opioids for non-cancer pain in primary care
and encourages a timely review of patients.

This includes all opioid analgesics including tramadol and co-codamol. Whilst there is a
downward trend in prescribing, ABUHB is ranked fifth in terms of overall performance.

Trend in opioid burden UDG ADQs per 1,000 patients
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Opioid burden prescribing in Welsh health boards and English CCGs — Qtr ending March 2022
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5.1.2.3 Gabapentin and Pregabalin

ABUHB has historically had a high use of these agents for neuropathic pain. As can be
seen in chart below, the use of these has increased in all health boards, although the rate of
increase is flattening out. These medicines became schedule 3 controlled drugs in April
2019 which may have resulted in a furth