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el CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN/ANEURIN BEVAN UNIVERSITY
HEALTH BOARD MEETING

MINUTES OF THE PATIENT QUALITY, SAFETY
AND OUTCOMES COMMITTEE MEETING

DATE OF MEETING Friday 23rd February 2024 9:00-11:00
VENUE Microsoft Teams

PRESENT Pippa Britton, Independent Member, Committee Chair
Paul Deneen- Independent Member
Helen Sweetland- Independent Member

NN RIS NIBZNNIGI=I Nicola Prygodzicz, Chief Executive

Jennifer Winslade, Director of Nursing

Rani Dash, Director of Corporate Governance

Peter Carr, Director of Therapies & Health Science
James Calvert, Medical Director

Michelle Jones, Head of Board Business

Leeanne Lewis, Assistant Director of Quality & Patient
Safety

Rhian Gard, Deputy Head of Internal Audit

Heledd Thomas, External Audit

Tracey PartridgeWilson, Deputy Director of Nursing
lan Jenkins, Head of Systems Planning

Howard Stanley, Head of Safeguarding

Fern Cook, Committee Secretariat

APOLOGIES Louise Wright- Independent Member, Vice Chair

PQSOC 230271 Preliminary Matters
HelieleazcloyaE \\Velcome and Introductions

The Chair welcomed everyone to the meeting.

Hoieleaziclo Va2l Apologies for Absence

Apologies for absence were noted.

Ho{eloazicio Vel Declarations of Interest

There were no declarations of interest raised to record.

Hoeleaziclo VAW Minutes of the previous meeting

The minutes of the Patient Quality Safety and Outcomes
Committee held on 13t of December 2023 were agreed as
a true and accurate record.
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Hokeleazco VANl Committee Action Log

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

PQSOC 2302/2 Items for Approval/Ratification
Hoielepzilo VMl Safeguarding Annual Report
Howard Stanley joined the meeting

Howard Stanley (HS), Head of Safeguarding, provided an
overview of the Safeguarding Annual report.

The following key points were highlighted to the
Committee: -

1 A learning Group had been set up to monitor the
progress of the recommendations.

1 There were challenges around the national
requirements for level 3 children and adults learning.
These challenges related to the large cohort of
people that would need to undertake this training.
The Committee was assured that advice had been
sought from the ESR team as to how this could be
included on the relevant system.

"1 Increase in numbers of children being harmed, that
had resulted in additional strategy meetings being
held.

1 Increase in adult safeguarding concerns with a Datix
submitted for incident reported, were monitoring the
Datix system regularly.

1 Support was being provided to one local authority,
as a result of their additional requirements. The
Committee requested that in the next annual report
a section outlining the support to staff members be
included. Action: Jennifer Winslade, Director of
Nursing

Paul Deneen (PD), Independent Member, questioned why
there was an issue with one local authority. HS advised
that this Local Authority had capacity issues and noted
that the Health Board was meeting with their Executive
team to address this matter, but noted that the Health
Board would continue to follow their process in reporting
concerns. The Committee requested a further updated on
this matter at the next Committee meeting in April 2024.
Action: Jennifer Winslade, Director of Nursing &
Howard Stanley, Head of Safeguarding.

The Committee APPROVED the Annual Safeguarding
report.
Howard Stanley left the meeting.

2/9
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PQSOC 2302/3 Items for Discussion
HoreleaziclorVs il Committee Risk Report

[

Rani Dash (RD), Director of Corporate Governance,
provided the Committee with a summary of the current
strategic risks that have been delegated to the Committee
for monitoring, highlighting that the pharmacy robot risk
had been included from the Corporate Risk Register.

The Committee noted that the following risks were
highlighted in the report at a risk level of Extreme (20) :-

There was a risk that the Health Board breaches its
duties in respect of safeguarding the needs of
children and adults at risk of harm and abuse.

There was a risk that the Health Board will fail to
protect the Health and Safety of staff, patients, and
visitors in line with its duties under the Health and
Safety at Work Act 1974.

There was a risk that the Health Board will be unable
to deliver and maintain high-quality, safe services
across the whole of the healthcare system.

The Committee NOTED the following:-

delegated strategic risks

delegated corporate risks

the work being undertaken to reduce the risks
to within the risk appetite level, and,

the ongoing work to improve risk management
across the quality and patient safety domain.

Helieleazicloyeazl Overview of Audit Recommendations

U

0 O A

Rani Dash (RD), Director of Corporate Governance,
provided the Committee with an overview of the internal
and external recommendations resulting from planned
audit reviews that fall under the remit of the Committee.

The Committee noted that there were 32 outstanding
actions in relation to this committee that were covered
across the following audit reports:-

Health & Safety

Medical Equipment and Devices
Medicines Management

Monitoring Action Plan

Discharge Planning

Dementia Service

Structure Assessment

Putting thing right: Advisory Review
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PQSOC 2302/3.3

Helen Sweetland (HS), Independent Member, sought
assurance that an action plan was in place for those
actions that had been outstanding for a period of time. RD
advised that there were action plans in place that covered
all the recommendations highlighted and advised the
Committee that the progress of these recommendations
was monitored by the Audit, Risk, Assurance Committee.

The Committee NOTED the report and in doing so,
the position of the 32 audit recommendations.

Focus on the Pillars of Quality

lan Jenkins joined the meeting.

Jennifer Winslade (JW), Director of Nursing, supported by
Leeanne Lewis (LW) Assistant Director of Quality & Patient
Safety, lan Jenkins (1J), Head of Systems Planning, Tracey
PartridgeWilson (TPW), Deputy Director of Nursing, Peter
Carr(PC), Director of Therapies & Health Science, provided
the Committee with an overview of the patient quality
safety outcomes performance report for February.
priorities.

The Committee was appraised of the report content noting
that it also covered the relevant Ministerial priorities. The
Committee noted that the report included the following
areas: duty of candour, HEIW, bereavement, Medication
Safety Group, Complaints, Health and Safety, Planned care
and the noted the following key points -

o0 The Annual Duty of Candour performance report was
due to be completed in April 2024.

o Since 1 April 2023 there have been 20,807 incidents
affecting patients reported on the Datix Cymru system.

o0 Progress had been made with responding to complaints
within 30 days, and that there was still work required to
ensure compliance.

0 A new Head of Complaints had now been appointed and
this role would over the next 6 months focus on the
compliance.

0 A naotification of Contravention for breaches to health
and safety law, from the HSE had been received in
relation to a fall at Nevil Hall hospital in 2019

o During the period, 94 incidents were reported to the
HSE in accordance with the Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations.

o Manual handling training compliance required
improvement from the 54% compliance level recorded.
The Committee was advised that an external provider
was supporting the provision of additional courses
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o 7 risk areas had been identified as a focus for
improvement in 2024, and that these would be
progressed through the implementation of an action
plan.

o HEIW had inspected Talygarn Unit at County Hospital
earlier this year and the Health Board had responded to
the improvement notice that had been received in
respect of this inspection.

o In terms of planned care, it was noted that:

o although improvements had been made, the
Health Board had not achieved the targets for the
year, and a review was underway to identify
learning opportunities to aid improvements in
performance

o Endoscopy unit at the Royal Gwent hospital
opened in November 2023

0 At each Clinical Effectiveness meeting the Clinical leads
action plan was being considered, to address the
recommendations identified within the service area.

o AMAT system funding had been approved by the
Executive Team.

Paul Deneen (PD), Independent Member, questioned how
the Health Board’s incidents compared to other Health
Boards. TPW advised that following the implementation of
the duty of candour there had been an increase in the
reporting of incidents, even if a patient did not suffer any
harm. JW agreed that the themes of the incidents would
be included in the next performance report. Action:
Jennifer Winslade, Director of Nursing

PC assured the Committee that an improvement plan was
in place to support each risk with regular review and
updates being collated.

Pippa Britton (PB), Committee Chair, questioned how often
the Planned Care outpatients waiting list data was
reviewed to determine if there was a need to refocus the
actions required. The Committee was advised that from a
programme perspective the data is reviewed on a monthly
basis with the data shared annually with Welsh
Government.

The Committee NOTED the information within the
report.
lan Jenkins left the meeting.

Hoelenziclopy el O3 Quality Outcomes Framework (QOF)
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PQSOC
2302/3.5a

PQSOC
2302/3.5b

Jennifer Winslade (JW),Director of Nursing, provided the
Committee with an overview of the Quarter 3 Quality
Outcomes Framework, and noted that the framework
would be prestented to Board in March 2024.

The Committee noted that the QOF was updated quarterly
and included the data available at that time. The
Committee was advised that the 2023/24 the Quality
Outcomes Framework was reviewed and, where
appropriate, aligned with the 6 Domains of Quality.

Leeanne Lewis (LL), Assistant Director of Quality & Patient
Safety, advised the Committee of an exception as at this
time not all data was available for inclusion but confirmed
that this would be included when submitted to Board.

The Committee NOTED the information provided
regarding the Quality Outcome Framework

Maternity Services

Jennifer Winslade (JW),Director of Nursing, provided the
Committee with an overview of the Maternity Services
improvement plan. The Committee noted that the plan
covered the following areas that included:

1 how the maternity service would achieve high-

quality maternity care
"1 the approach to providing individualised care, and
'] reductions in health inequalities

The Committee was advised that the duration of the
improvement plan was a three-year period and confirmed
that the Committee would receive regular updates on the
progress made which would be scheduled into the
Committee’s forward workplan.

Helen Sweetland (HS), Independent Member, questioned
how the priorities within the plan were identified. JW
advised that the priorities were built from the maternity
services reports and priority list.

The Committee NOTED the ongoing work to
implement and embed improvements within
maternity services.

Implementation progress update on the
Configuration of Midwifery-Led Units

Jennifer Winslade (JW),Director of Nursing, provided the
Committee with an overview of the progress made in the
reconfiguration of Midwifery-led birthing units.
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The Committee noted that the service had initiated an
agreed temporary change model in May 2022 as a direct
result of significant staffing challenges to ensure safe
staffing levels across the Health Board. Following this
change an independent review of the community-led
midwife birthing services had been completed along with a
comprehensive public engagement exercise in September
2023. The Committee noted that this work culminated in
the Board approving the permanent service
reconfiguration.

JW provided the Committee with an overview of the
improved outcomes following the introduction of the
reconfigured service that included:-

1 Staffing,

0 Sickness: 6.01%, although it was noted that
short term sickness had increased in the
Grange hospital.

o Community Midwives report improved work life
balance.

o0 The service had actively and successfully
recruited during 2023 which had resulted in a
significant decrease in vacant posts.

1 Transfer Rates, National average transfer rate from
free standing birth unit was 36-45% for first time
mothers and 9-12% for women who was having
subsequent births. An increase was noted in August
2022, but overall, in line with national picture.

'] Families living near to GUH, YAB and YYF continue to
have birth options closer to home.

1 Inequity for families (NHH and RGH) as unable to
offer choice of place of birth close to home, however
no concerns have been raised in regards to this.

"1 No informal or formal concerns raised regarding
inability to birth in RGH/NHH

The Committee NOTED the evaluation of the
reconfiguration of the midwife led units as set out in
the report.

HoSieleazco VAN INnternal Audit Review — Medical Devices — Action
Plan Update

Peter Carr, Director of Therapies & Health Science,
Provided the Committee with an overview of the risks
associated with the current governance arrangements for
the management of medical devices and equipment within
the Health Board.
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PQSOC 230274
PQSOC 2302/74.1

PQSOC 2302/74.2

PQSOC 2302/5
PQSOC 2302/5.1

The Committee was advised that the Health Board had
been challenged in achieving compliance and noted Audit
recommendations from 2017/2018 relating to the
following:-

1 Presence of medical devices — It was noted that work
was in progress to identify competency and
compliances at ward and department level. It was
noted that this action would be completed by May
2024.

1 Equipment registers — The Committee noted that this
relates to the physical tracking of devices, and to
provide assurance of safe medical device user
training levels. The Committee noted that this action
was scheduled to be completed in March 2024.

The Committee was advised that an internal audit review
was currently ongoing in respect of Medical Equipment &
Devices.

The Committee was advised that the Health Board was
going to establish a Working Group that would sit under
the QPS team to ensure that compliance with
recommendations was maintained.

James Calvert (JC), Medical Director, advised of the
capacity issues that are ongoing with tracking medical
devices and the actions to address this.

PC assured the Committee that a paper would be brought
back to a future Committee to provide an update on
progress. This would be scheduled into the Committee’s
forward workplan.

The Committee NOTED the report for assurance.

Items for Information
WHSSC QPS Committee Annual Report

The Committee RECEIVED the report for information.

Children’s Rights & Participation Forum

The Committee RECEIVED the report for information.
Other Matters

To confirm any key risks and issues for
reporting/escalation to Board and/or other
Committees

There were no key risks and issues for reporting/escalation
to Board and/or other Committees.
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Hojeleazicloiis izl Any Other Urgent Business

There was no urgent business.

oK eleazico V4Bl Date of the Next Meeting:

30t April 2024 — 09:30am
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CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN BEVAN
ANEURIN BEVAN UNIVERSITY HEALTH BOARD

PATIENT QUALITY, SAFETY AND OUTCOMES COMMITTEE

Committee Minute Reference

Completed

Transferred to another Committee

Agreed Action

Progress/

Meeting Completed
13th PQSOC 1312/2.1 | Annual Report: Putting Director of April 2024 | On April agenda included in
December Things Right (PTR) Annual Nursing the Quality report item 2.1.
2023 Report 2023
Complete

Report on human factors issues

identified through PTR to the

next Committee Meeting
13th PQSOC 1312/3.6 | Patient Quality and Safety Director of April 2024 | On April agenda item 3.3
December Outcomes Performance Nursing/
2023 Report, December 2023 Medical Complete

Learning from Death Director

Framework to be brought to a

future Committee meeting.
23 PQSOC 2302/2.1 | Safeguarding Annual Director of September | Not Due
February Report Nursing 2024
2024

Support was being provided to

one local authority, as a result

of their additional
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Committee
Meeting

Minute Reference

CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN

BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

Agreed Action

requirements. The Committee
requested that in the next
annual report a section
outlining the support to staff
members be included.

ACTION LOG

Target
Date

Progress/
Completed

23rd
February
2024

PQSOC 2302/2.1

Safeguarding Annual
Report

Local Authority had capacity
issues and noted that the
Health Board was meeting with
their Executive team to address
this matter, but noted that the
Health Board would continue to
follow their process in reporting
concerns. The Committee
requested a further updated on
this matter at the next
Committee meeting in April
2024.

Director of
Nursing & Head
of
Safeguarding.

April 2024

On April agenda item 2.1

Complete

2/3
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Committee
Meeting

23rd
February
2024

Minute Reference

PQSOC 2302/3.3

CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN

BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

Agreed Action

Focus on the Pillars of
Quality

There had been an increase in
the reporting of incidents, even
if a patient did not suffer any
harm. JW agreed that the
themes of the incidents would
be included in the next
performance report.

ACTION LOG

Director of
Nursing

Target
Date

June 2024

Progress/
Completed
Not Due

3/3

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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Patient Quality, Safety
and Outcomes Committee APRIL 2024

Performance Report
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The Patient, Quality and Safety performance report provides the Committee with an overview of the
Health Board’s quality and safety metrics and summary of performance. It is aligned to the Ministerial
priorities and key challenges, which are:

Quality and Safety Pillars
» Patient Experience and Staff Feedback

(] Civica implementation plan completed — working continues with Divisions to embed in
patient experience and feedback

(] Working on recording of compliments

(1 PALs team fully embedded
» Incident reporting and severity of harm

— Thematic reviews and learning

- — Pressure ulcers update

Ove rVI eW — RAMI and crude mortality updated

— Validation of data for Duty of Candour
= Complaints and concerns

— Continue to focus on closure of historical complaints over 6-12 months
» Health, Safety and Security
» Infection Prevention and Control
» Safeguarding

Urgent Care

Planned Care

Cancer

2/120 14/517



Good Practice and

Learning from Feedback Section 1
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D)

20t March 2024

170 attendees (public, staff, partners, stakeholders)

9 round table discussions

51 Messages to loved ones

Bereavement Collaborative- 50 expressions of interest
Evaluation Report

5 borough Big Conversation events in May 2024

Peoples feedback will inform the new Bereavement Model

D)

D)

D)

D)

D)

D)

D)

Bereavement:

The Big
Conversation

4/120 16/517



Big Conversation Bereavement Feedback

FEEDBACK: WHAT DID YOU FIND MOST
USEFUL ABOUT TODAY (COMMON THEMES)

To know T am
not alone in my
grief

Networking and
variation of
attendees in
conversation

groups

‘Eye opening’
informative
presentations

Really good

Having honest

conversations-

ability to speak
freely

Variety of
presentations
and round table
discussions

AFCP (numerous
mentions)

Hearing about the
lived experience

e e
various

of partici
(numerous
o)

5/120

Power of
personal stories
(numerous
mentions)

Learning about
the changes of
the new Death
Reform process

Awareness of
what's available

That change is
coming- we need
to listen to
people's
experience

Learning that there is an obvious need to talk about
bereavement.

Lack of support can result in negative grief.

Sensory loss and bereavement- opened my mind.

Round table conversations.

Need to learn so other families don't go through what we did
Knowing you are not alone.

Ability to share experiences.

Everyone now knows that change is needed.

Presentations highlighted the fact that grief is widespread
Emotional day but very worthwhile.

Information available.

That grief can affect all ages.

" Today, my voice was heard”.

FEEDBACK: DO YOU THINK WE NEED TO
HAVE MORE CONVERSATIONS ABOUT

BEREAVEMENT

100% of feedback received supported the need for
more conversations

"We need more Big Conversations as
issues from all the public induding diverse groups

es, death is fei and not talked about enough™
"Yes- could have a rolling conference focussing on
different themes?”

“Yes, if points raised are listened to and acted upon
and not just a tick box.”

"Definitely- more conversations should be
encouraged to normalise death and dying”

"Yes. We also need more education across the
sector to help bereaved people.”

"Yes, specifically around pregnancy/baby loss.”

"absolutely! Bereavement still feels like a taboo
topic despite everyone experiencing it.”

"Yas. Need a broader range of people’s
experiences with bereavement services.”

"Yes, the more the better.”
"Absolutely necessary.”

"Yes, sharing people's stories to implement
change is vital.”

"Yes, this is just the start.”
"Yes, so people know they are not alone.”

"Need to have these discussions across Wales!”

COMMENTS AND SUGGESTIONS

‘Pregnancy loss under 20 weeks'
gestation nesds to be made as
impartant as those pregnancies over 20
weeks. Maternity has protected bed
status and 1:1 are. Gynaacology staff
deal with baby loss daily, but no
prateaadlleds.dﬂbaby!nssnms,m
support our women, we need to be
supported to protect them and give the
best care possible”.

"Look at allocating "Bereavement
Champions” like Dementia Champions
across the Health Board to raise

awareness and improve

"We need to be confident we can meet
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Volunteering
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Key Volunteer Highlights During 2023

Our volunteers have provided
over 8183 unpaid volunteer
hours.

Our Welcomer volunteers at
MHH and ¥¥F have supported
over 2651 people since August
2023.

We have 20 spoken languages
by 34 volunteers, including @
Welsh Speaking Voluntears and
1 BSL Volunteer,

We have 27 Telephone
Befriendars supporting 22
patients, mosthy on a weekly
basis.

We recruited 92 new
volunteers in 2023,

We have launched ocur
Volunteer to Career
Programme and are the first
Health Board in Wales to do so.

7 volunteers have gained paid
employment through our
volunteer to career
programime.

Listening to patients, staff and
volunteers, we have created 7

new volunteer role profilas
during 2023,

We have supported 5 people to
become experts by experience.
(Mental Health,
Gastroenterology and Stroke).

We have provided 49 training
sessions for volunteers.

We have provided volunteer
and work experience
opportunities for 3 people with
additional needs,

We held an annual volunteer
celebration event in June
2023.

We have attended 27 voluntesr
promotion events across the
geographical area.

We now have 130 Hospital
Befrienders and End of Life
Companions. With our team
supporting 221 voluntesr
inductions during 2023,

We have worked closely with
Therapy teams to create
Stroke Peer Support
Volunteers,

We have worked dlosely with
Cancer Services and created
new volunteer roles including
Befrienders, Welcomers and
Pear Support.

We have worked closaly with
the Alcohol Care Team and

are creating a volunteer led
dedicated alcohol support

group

Through our partnership with
Cardiff University, over 75
pharmacy students will have
gained patient experiance
volunteering opportunities.

52 veolunteers have supported
the Ukraine Resattement
and Mass Vaccination
Centres,

We have delivered 9 Perscnal
Wellbeing Sessions with over 51
volunteers attending

We have prasented our
Volunteering model at local and
national events.

Helpforce Cymru and The
Bevan Commission have
published a national case study
on our Volunteer to Carser

micdel.

Volunteer Long Service
26 completed 50 hours.
18 completed 100 hours.
12 completed 200 hours.
7 completed 200 hours.
4 completed 400 hours.
1 completed 500 hours.
1 completed 700 hours
1 completed 800 hours.

In 2023, the Voluntesr Service
has won a Volunteer Award

and have been finalists in 3
other awards.
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Top 3

Themes
from PCC
Survey
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Patient

Comments
from PCC
Survey
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Patient Experience Feedback - 1stJanuary 2024 - 31st March 2024

Total Surveys Completed = 570

Person Centred Care (PCC) Survey Completed = 539

All PCC
Surveys Survey

Patient

Patient Scoring against closed questions on PCC Survey - Heat Map (Health Board Wide by Borough)

A S T T ST ST

2 -lwas ableto 2 -1had care and 2 -1 had the 2 -1 was given 2 -1 was told who
make my own support from staff support of my 2 1 felt safe 2 - I felt physically ~ information and  to contact if | need

E I
decisions about who understood  family (or friends) comfortable advice that I could ' care and support
Borough my care my needs and when | needed understand to help in the future
‘ I V I ‘ A Person Centred Person Centred Person Centred Person Centred Person Centred Person Centred Person Centred Person Centred
Care Care Care Care Care Care Care Care

Blaenau Gwent 46 e 92 73
Benchmarks 85 85 85 85 85 85 85 85
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Responses 2 -|felt listened to
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Total PALS / PSO Enquiries Top 5 PALS 7/ PSO Enquiry Themes Complaints Escalated to PTR
Jan-March 2024 Jan-March 2024 Jan-March 2024

740

. Access (to Services) _ 1313
AdVI Ce an d 600 ® Total Complaints Managed via PALS
Jan 2024  Feb 2024  Mar 2024 0 500 1000 1500 ® Escalated to PTR

L I al SO I l Total Complaints Managed Via Top 10 Complaint Themes 2024 Compliments Received for
PALS - Jan-March 2024 Jan-March 2024 PALS

Se rVi Ce Catering M1 6
(PALS) S0 e Test and Investigati... Wl 2 j 4

733

Patient Care 6
720

700 Appointments 7

680 675

656 Discharge Issues ‘9

660
Communication Issues
- 640 (including Language) - (40

Patient

Admissions N 3 3 3
o5 24 3
21 Access (to Services) I 6 2 2 2
2
20 Attitude and... N 7 1
1
Appointments N S
15 pp .
i ]
" Patient Care 9 d&\@ &\00 O &(\Q
2
Communication Issu... I 10 & & & &
\)’0\ (00 e GQ}@
. S
5 Discharge Issues N 11 oob 00(0 N
- &
Clinical... I 14 Q@
0
Jan 2024  Feb 2024  Mar 2024 0 5 10 15 WFeb 2024 ®Mar 2024
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Section 2

Infection

Control and
Prevention

Safety and

Compliments
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Patient and
staff
and stories
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Patient

Safety
INncidents

Patient Safety Incidents ldentified highlighting Corporate led investigations,

8 and NHS Exec reported incidents 01/01/2024 to 31/03/2024
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2 Total PSls Identified Corporate led investigations NHS Exec Reported incidents

instigated

PSI criteria identified by month

A total of 210 Patient Safety Incidents were identified during January, February and March
2024. 61, 58 and 32 respectively. MH Unexpected Death, Unexpected Admission to NICU
and Inpatient fall with # were the top themes.

There were 30 EWNs reported to WG during this period, 13 in January 12 in February and
5 in March. Themes included varied safeguarding issues, absconsions, misidentification of
patients and PRUDICs.

PSls captured from 1st January 2024 and 31st March 2024
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Themes

Ophthalmology Delays

Ophthalmology report incidents of
glaucoma patients lost or delayed to
follow up. Each case assessed for
harm. Currently one completed

PSI, one in progress and a further 7
awaiting review. Currently, 5437
glaucoma patients awaiting a follow-
up appointment. Of which 3882 are
now past their target date.
Diagnostic hub and risk stratification
tool are now in place. Further
capacity for virtual reviews is being
sought. Ongoing discussion with
primary care re contract reform due
to commence in April and may
impact ODTC capacity.

Missed Cancers

The Health Board continues to
receive incidents of missed cancer
diagnosis via a number of avenues,
including patients lost to follow-up
appointments, or missed on
radiological reporting. There have
been three new PSIs in this quarter.

PSI Team

The PSI team have developed a new
Patient Safety Incident Report
template with guidance notes,
drawing on best practice, human
factors methodology/ tools and from
feedback received from staff,
patients, families and HM Coroner.
This is currently out for consultation
and feedback from key Health Board
stakeholders.
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Review of
Patient

Safety
INncident
Process

13/120

S| process
currently sub-
optimal to meet
needs of
organisation.

Historic process no
longer fit for purpose

Varying processes
across Corporate and
Divisions

Lack of organisational
learning shared

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

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

Ongoing meetings with EDoN and
Corporate PSI Team to identify barriers to
effectiveness

Divisional engagement and 1-2-1's
undertaken.

Outcomes to be communicated.

QPSOG is being reconfigured in line with
the Learning Framework.

Head of Putting
Things Right

Ongoing

Assistant Director of Complete
Nursing

Director of Nursing/ Ongoing
PSI team

Assistant Director of Complete

Nursing
January
2024
Assistant Director Ongoing

of Nursing/Assistant
Director for Quality
and Patient Safety
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Reportable incidents submitted to the Delivery Unit
14/06/2021 to 31/03/2024

Neonatal death = 4
IUD e 5
Absconsion m 1
Misidentification — 3
Inpatient attempted suicide == 3
Safeguarding N 7
Inpatient fall with fracture and HI == 2
Inpatient fall with HI and death == 2
Deteriorating Patient EEE————— ]
Maternal Death = 3
Inpatient fall with fracture . 4
Inpatient fall with death —m 4
Treatment or misdiagnosis resulting in severe harm or death T T ]
Serious Device error == 2

Serious medication Error mm 5
Delayed treatment I 34

National

Reportable criteria

Homicide (MHS service user) ®m 1
Unexpected death = 7

Reportable
Incidents OOy il e ey e

HCAL Outhrealk | /| D
Never Event I D |
Avoidable pressure Ulcer Hospital N | O

Avoidable pressure Ulcer Care home I /.5
Unexpected admission to NICU mm 3

. / .5 10 15 20 25 30 35 40 45 50
Number of National Reported Incidents submitted

[1 The Health Board reported 15 NRIs in January, 19 during February, with a significant decrease to 6 during March
2024.

[J 2 new reporting criteria emerged during this reporting period. Intra-uterine deaths are now required to be

reported if EMBRRACE reporting criteria is met and all HCAI associated deaths are also now reported.

[J No Never Events were reported during this reporting period.
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National

Reportable
Incidents
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Wrong body released to funeral directors.

15-month delay in ODTC appointment Hospital.

By the time the gentleman had experienced irreversible sight
loss with associated visual disability - classed as legally blind.

A lady attended her General Practitioner (GP) with left sided
chest pain and breathlessness. A chest x-ray was arranged.
Following the chest x-ray results, the GP referred urgently in
line with the Urgent Suspected Cancer pathway. The CT scan
identified a mass in the superior segment of the left lower lobe
of her lung. She was diagnosed with poorly differentiated
adenocarcinoma of the left lung with chest wall involvement.

A review of the previous trauma CT scan of a year previous
noted a suspicious nodule (23mm solid lesion) present in the
left lower lobe; however, this was not reported on.

A lady with significant coronary artery disease underwent a
planned diagnostic angiogram. She experienced chest pain
after this procedure and underwent a second angiogram,
where 2 further stents were inserted. She scored highly on the
National Early Warning Score (NEWS) and deteriorated
throughout the night. She was taken to the Intensive Care Unit
to be stabilised and commenced on inotropes before being
transferred to University Hospital Wales (UHW). She had a
cardiac arrest shortly after arriving at UHW but was able to be
resuscitated. She underwent a third coronary angiogram and
an insertion of a balloon pump. Sadly, she died later that day.
Primary cause of death was cardiogenic shock following the
coronary angiogram with hypertension being the secondary
factor.

VVVY VYV VYV

VVVV VYV

Y

Y

YV VY VYVV

Daily procedure for flagging same or similar names

Development of a Mortuary Collection form.

Visual prompts within the Mortuary to encourage and ensure the safety aspect of
undertaking 3-point ID checks.

Process flow chart implemented

Standard Operating Policy for the release of bodies from the Mortuary, reviewed,
updated and circulated.

Competency programme full review and update.

Human Factors training for all staff working within the Mortuary/CAD service.
Investigation outcomes and follow up report shared with the Human Tissue Authority.
ABUHB representation on the recently established National APT and HTA group, to
improve on shared learning and fully participate in All-Wales initiatives. This will help
to share best practices and align service delivery.

Booking centre manager ensures validation officer within the team has protected time
to validate Glaucoma patients on a weekly basis.

Clinical staff responsible for selection of patients when reducing clinics

Implementation of traffic light risk score system to identify risk.

Development of data collection clinics to support the reduction of waiting list times.
Case shared in the Radiology Events and Learning Meeting (REALM) locally, to provide
learning and reflection around reporting bias, and the possibility of incidental findings
in the reporting of trauma imaging.

Learning disseminated to clinical teams to re-enforce review and appropriate follow-up
of imaging.

Standardisation of the use of the Care Flow electronic recording system by nursing
staff on the Acute Cardiac Unit.

Qualified nurses on ACU to attend the Acute Life-Threatening Recognition and
Treatment (ALERT) training course and to have 80% compliance with National
Resuscitation training.

The cardiology team to have a structured and formal handover process.

Continue regular Cardiology Morbidity and Mortality (M and M) meetings for learning.
Increased awareness of the transfer practitioner and continued utilisation of this
service.

The utilisation of the transfer practitioner will ensure the All-Wales transfer document
is complete on inter-hospital transfers.

To share the report and action plan to staff members involved in this case.
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[1 0 Never Events reported during January, February and March 2024.

[J The PSI team are currently engaging with the NHS England Never Events consultation in conjunction with NHS Wales colleagues.

35 Never Events reported to the NHS Executive April 2021 to 31st March 2024 Transfusion of ABO
) incompatible blood
3 product

H Misplaced Naso or

2,5 oro gastric tube

E\Wrong site surgery

Adminstration of
medication via the
1 wrong route
B Retained foreign
A 2 X 06« & SR o & q/'b q/’b » A ’lib q/’b q/’b
v D K & & N S & &Y 9

Never Event

Workstreams Improvement Work

2 NE ST's closed in  Key safety themes identified and prioritised as a key area of improvement focus. Patient Safety Incidents Team supporting ongoing
period Never Event investigation using a systems approach and methodology (fishbone diagrams) to ensure high quality reviews.

There will be changes to the All-Wales Transfusion Policy to ensure a standardised approach to the checking procedure across
the wards for blood components and products. This will include the process for checking barrier-nursed patients.

‘Back to Basics' programme of training and education for Theatre staff (Scrub, Anaesthetic and Recovery staff) has been
commenced. Run on a monthly basis since January 2024, each month focuses on a key topic such as swab counting, standardisation
of practice, diathermy practice, and safe handling of medication in theatre for example. This has been incredibly successful and now
is being scaled and spread to other areas such as Cardiac Catheter Lab (GUH) and Endoscopy(RGH) where topics can be made
bespoke to staff training needs.

Standardisation of the World Health Organisation (WHO) Safety Checklist is being currently reviewed across Theatres.

Tackling Safer Culture sessions have been rolled out, the QPS Scheduled Care Team, focusing on ‘Pause for the Gauze' locally in
advance of the national roll out of NatSIPPs 2. This has been extended across all sites.

Theatre Safety Bulletins have been developed to improve overall theatre engagement across Theatre Teams. Bulletins contain
information on ongoing Theatre Safety Improvement Work and any training updates or information around incidents in theatre. Each
Theatre department produces their own Bulletin, and these are shared with other Theatre areas.

QPS/Theatres have been working alongside the Communications Team to develop an Intranet Page to raise the profile of
the Operating Department Practitioner (ODP) role and Theatre Nurse role.
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wider

Learning on
Incidents

17/120

Issue

The need for
increased awareness
and education around
systems thinking and
Human factors has
been highlighted in
ongoing Patient Safety
Incident investigations
to move away from
linear Root Cause
Analysis (RCA)
methodologies and
towards a systems-
based lens. This will
benefit clinical teams,
investigating officers
and support QPS in
patient safety
priorities.

PSI documents no
longer align with
recording actions on
RL Datix

Cause

Apart from the current

provision of 'Introduction
to Human Factors', there

is currently no formal
Human Factors training

available in NHS Wales or

ABUHB.

Updating of PSI Policy
and move over to RL
Datix.

Remedial Action Who

The Health Board to scope the Head of

potential for formal training provision PSI
from external providers as per below;

[J Creating Patient Safety el earning |
CHEG - Clinical Human Factors

Group

[0 Health Services Safety
Investigations Body - Education
Prospectus (NHS) (turtl.co)

[] Training Courses | CIEHF
(ergonomics.org.uk)

Update and circulate for consultation  PSI

new Report template and Guidance. Manager
Amend as per comments. Launch

April 2024.

When

30 June
2024

22 April
2024
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https://chfg.org/introduction-to-e-learning/
https://chfg.org/introduction-to-e-learning/
https://chfg.org/introduction-to-e-learning/
https://hssib-education.turtl.co/story/nhseducation-prospectus/page/1
https://hssib-education.turtl.co/story/nhseducation-prospectus/page/1
https://hssib-education.turtl.co/story/nhseducation-prospectus/page/1
https://ergonomics.org.uk/learn/training-courses/healthcare.html
https://ergonomics.org.uk/learn/training-courses/healthcare.html

Mortuary Learning

[J EWN’s and NRI’'s submitted

O Rapid review and make safes implemented
- Staff de-brief and awareness raising
- Visual aids to remind 3-point checks
- Enhanced Mortuary signage
- Introduction of new Mortuary Collection Form
- SOP reviewed, updated and circulated
- Positive highlighting of same/similar names in the Mortuary
- Live occupancy lists alongside Mortuary Register

(1 Communications team briefed and updated throughout

(] Senior Coroner for Gwent briefed and updated throughout

1 Senior representatives of Health Board met with affected families, Family Liaison Officers supporting

0] 1stincident: Patient Safety Incident investigation completed together with substantive Action Plan

[ 2M incident: investigation underway

[J Meeting held with NHS Executive and Clinical Executives to share experience and further enhance learning
[J Well Being services provided to staff and support ongoing

[J Meeting with Funeral Directors held to strengthen safe systems and processes for release

[J Changes underway to Competency Programme for Anatomical Pathology Technicians (APT), including incorporation of Human Factors training.
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Background:

I Developed in partnership with medical, nursing, admin and managerial staff,
during the early months following the opening of GUH.

1 The programme aims to create and sustain a culture in the workplace that
promotes patient safety, improved team performance and staff wellbeing.

1 The programme works by embedding the human factors approach. This looks at

designing better systems and to listen and learn from the staff involved. This is

Human achieved by bringing the various stakeholders together and creating protected
spaces for exploring issues, identifying solutions and generating actions.

FaCtO rS 1 The first stage is introducing human factors concepts and its application to the
particular workspace. This is achieved by running half day workshops for the
Programme P

[1 The mainstay of the programme is running regular “ safe listening spaces”, using
simulation as a tool. The discussions that are generated following this event,
provides the learning and action points for meaningful change.

1 While the initial focus was on the Emergency theatres in GUH, the project has
now been spread to other areas of the HB.

TA Human Factors Training Page has been created for the Health Board’s
Intranet.
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https://nhswales365.sharepoint.com/sites/ABB_Human_Factors_Training
https://nhswales365.sharepoint.com/sites/ABB_Human_Factors_Training
https://nhswales365.sharepoint.com/sites/ABB_Human_Factors_Training
https://nhswales365.sharepoint.com/sites/ABB_Human_Factors_Training

Current activities and progress:

] Theatre CEPOD (ongoing simulation sessions, two weekly sessions with protected time).
Longest running (over 3 years). Multiple improvements and changes made following
systems testing.

] Elective Obstetric Theatres (half day session and simulation sessions). Designed to play
out a critical event for the multi-disciplinary theatre team and then an in-depth de-brief for
the whole team follows. The safety culture survey is being tested with staff and it has been
well received, resulting in several important changes being made.

] Cardiac Catheter Laboratories (ongoing simulation sessions). The intervention Cardiology

department have embraced the Human factors programme with much enthusiasm. All the
Human staff attend the two half day sessions and are now actively engaged with the regular
simulation sessions. Many changes have been made including adopting the Team briefing
FaCtO s at the start of their procedural lists. This project was presented as a poster at the recent

HEIW’s Sharing Training Excellence in multi-professional education. The poster won the
P rog ram me best poster prize at this event.

1 Human Factors for Practice Facilitation staff (half day session), committed to supporting
nurse educators, who can spread the message of Human factors more widely, especially in
the wards.

1 Scheduled introductory sessions for Paediatrics with the aim of expanding the simulation
work into paediatrics.

] Currently an application for funding has been submitted to the Q exchange programme
around the human factors work in theatres and spreading this to ward areas. A Human
Factors Approach to Building Safety Culture across boundaries | Q Community
(health.org.uk)
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https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/
https://q.health.org.uk/idea/2024/a-human-factors-approach-to-building-safety-culture-across-boundaries/

(1 Since 1 April 2023 there have been 24,895 incidents affecting patients reported on
the Datix Cymru system.[]

1At the time of preparing this presentation there are currently 1,452 incidents
whereby the field ‘Following the Initial/Management review, what level
of adverse outcome was considered?’ has not been completed.

1 There have been 42 incidents that have triggered the Duty of Candour between
January and March 2024.. This figure is based on the initial/management review field

D Uty Of recorded as Moderate or above.
Candour o

Director of Corporate Governance

Nursing Director
ABCi

I n C i d e n tS Estates & Facilities

Urgent Care

Aﬁe Cti N g Clinical Support Services

Medicine
P t = t Scheduled Surgical & Critical Care

a I e n S Primary Care & Community Division
Planning, Performance & ICT

Mental Health & Learning Disabilities

Family & Therapies
Complex & Long Term Care

o

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

Mar-24 MFeb-24 EJan-24
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There have been several structural changes to centralise the Quality Patient Safety
(QPS) teams and resources which now include QPS, PTR, Legal Services and the
Quality Improvement (QI) teams. The changes are realising several benefits including:

] The retention of knowledge, skills and experience across the teams.
] Improving consistency and collaboration in the delivery of person-centred care.

1 Enhanced knowledge and skills of PTR regulations, legal knowledge and required
timelines.

] Effective triangulation of the complaints and incident processes, ensuring improved
Q PS quality, timeliness and person-centred response.

] Supporting a culture of shared learning and a triangulated approach to quality,
patient safety and experience.

Updates

J Improved Divisional access to support, knowledge and guidance.
] Bespoke training to support staff undertaking investigations.

] Development of a Listening and Learning Framework.

] Development of a Learning Repository.

1 Next steps include a review of the Health Board’s Quality, Patient Safety and
Experience assurance meetings. This is a key objective within the Quality Strategy
and will strengthen ward to board accountability.
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Complaints

and
Compliments

23/120

Received Complaints Managed under PTR
by Division
Q4 Jan - Mar 2024

11
Clinical Support Services l7
8

Urgent Care 6

60
Scheduled Surgical & Critical
54
Care 60

. . 3 Mar 2024
Primary Care & Community
l HFeb 2024

Division
HJan 2024

Planning, Performance & ICT

Mental Health & Learning
Disabilities L

F&T .13
15

Estates & Facilities . 7
Z

0 20 40 60 80

Complaints Received by Type
Q4 - Jan - Mar 2024
200
100
6]
Jan 2024 Feb 2024 Mar 2024
B Managed through PTR MEarly Resolution
Complaints Managed under PTR by Theme (Top 4)
Q4 Jan - Mar 2024
&0 56
42
40 28 30 26
14 24 10
20 8 12 11 10 .
, mm I - [ - [l
Jan 2024 Feb 2024 Mar 2024
B Attitude and Behaviour
H Clinical treatment/Assessment
Communication Issues (including Language)
W Patient Care
Compliments Received Q4
Jan - Mar 2024
80 60
60 50
40 22
O I _ I
Jan 2024 Feb 2024 Mar 2024
B Compliment in writing ECompliment not in writing
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Complaints and Compliments

6 Monthly Early Resolution Performance 6 Monthly Managed Via PTR Responded to Within 30-day
target
80% 80%
70 BB "0 T T T T T T T emmae - - - — . 70%
60% 60% - ---- - --=-=-
50% 50%
40% 40%
30% E500 == 69% 63% 30% 406 68%
20% 20%
10% 10%
0% 0%
okt-23 nov-23 des-23 jan-24 feb-24 mar-24 okt-23 nov-23 des-23 jan-24 feb-24 mar-24
Trajectory for Improvement by Division/ Directorate Apr-24 May-24 Jul-24 Aug-24 Sep-24
01 Chief Executive 75% 75% 75% 75% 75% 75%
02 Nursing Director 75% 75% 75% 75% 75% 75% The target of 75%0 of
03 Planning Performance & ICT 75% 75% 75% 75% 75% 75% PTR issues managed
: . within 30 days
04 Family & Therapy Services 60% 63% 65% 68% 72% 75% . . .-
indicates a positive
i iti 0, (0) (o) (0) 0, 0, o
05 Scheduled Surgical & Critical Care 60% 63% 65% 68% 72% 75% Improvement month
06 Primary Care & Community 45% 50% 54% 62% 69% 75% on month for the
07 Mental Health & Learning Disabilities 45% 50% 54% 62% 69% 75% upcoming financial
08 Urgent Care 55% 60% 65% 68% 71% 75% year. In some areas
09 Medicine 45% 50% 54% 62% 69% 75% compliance is
10 Estates & Facilities 90% 90% 90% 75% 75% 75% already exceedlng
the proposed
11 Complex Care 75% 75% 75% 75% 75% 75% .
trajectory.
12 Other 75% 75% 75% 75% 75% 75%
13 Clinical Support Services 60% 63% 65% 68% 75% 75%
Health Board 55% 59% 65% 68% 72% 75%
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Ombudsman (PSOW)

PSOW Final Reports

Upheld Q4
3
2
Jan Feb Mar

PSOW Final Reports not

Upheld Q4
2
0
Jan Feb Mar

PSOW Cases not to Investigate Q4

Jan

Mar

Complaints referred to PSOW by
Division Q4 Jan - Mar 2024
8
7
6
5
4
e
3
2
3
1
0
HF&T
B Mental Health & Learning Disabilities
Primary Care & Community Division
H Scheduled Surgical & Critical Care
B Medicine
H Clinical Support Services
25/120

The top 3 subject areas whereby PSOW have been involved

relate to:

1. Clinical Treatment/Assessment
2. Communication Issues

3. Complaints Handling

£450

£400

£350

£300

£250

£200

£150

£100

£50

£0

PSOW Total Settlements per
Month Q4

Jan x3 cases Feb x4 cases Mar x4 cases
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Health,

Safety &
Security

26/120

Health and Safety Executive Engagement

There have been no new concerns raised by the Health and Safety
Executive (HSE) during quarter 4 of 2023/24.

The Health and Safety Executive (HSE) have one active case with
the Health Board relating to an investigation of a patient fall at
Nevill Hall Hospital, which occurred in 2019.

South Wales Fire & Rescue Service Activity

The Health Board have recently been issued with two enforcement
notices relating to fire safety at Residences at Nevill Hall Hospital
(Gerylyn and Bron Haul).

Action plans have been developed to ensure the Health Board
complies with the requirements of the notices.

A working group has been established to monitor the progress
against the actions.
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Health,

Safety &
Security

27/120

Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations

During the period April 2023 to March 2024 the Health Board have
reported 90 incidents to the HSE in accordance with the
Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations (RIDDOR).

14
12
10

O N b O

Apr May Jun Jul 2023 Aug Sep Oct Nov Dec Jan Feb Mar
2023 2023 2023 2023 2023 2023 2023 2023 2024 2024 2024

67.7% of these cases were reported within the legal timeframes
within the legislation.
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Health and Safety Statutory and Mandatory Training

At end of March 2024 training compliance for the Health
Board was reported as:

Health & Safety 87%

Health,

Safety &
Security

Violence & Aggression 85%

Manual Handling 55%

There has been no change in the compliance with Violence &
Aggression compared with the previous report, however, the

compliance with Health & Safety, Fire Safety and Manual
Handling have all increased by 1%6.
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Health,

Safety &
Security
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Health and Safety Improvement Plan 2023/24

Seven risk areas for focus have been identified for improvement in
2023/24. These are:

] Manual handling training compliance

1 Compliance with the legal timeframes of reporting outlined within
the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations (RIDDOR) 2013

Lack of proactive health and safety monitoring plan
The quality and standard of health and safety risk assessments
Compliance with the review of fire risk assessments

Adequacy of fire alarm systems

b J OO o

Compliance with the management of fire barriers
(compartmentation)
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Health and Safety Improvement Plan 2023/24

The chart below provides the position as at end of March 2024
of the 30, 60, 90 day actions within the improvement plan.

14

Health, 12
Safety & 10
Security

o N b~ OO

30 Day 60 Day 90 Day

B Complete " Ongoing
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Health and Safety Workplace Inspections

A target was set to conduct health and safety workplace inspections
for all Inpatient areas at Acute Hospital sites by end of March 2024.
As at end of March 2024 100% (51 inspections) have been
completed with an average compliance score of 88.2%.

Health, The table below provides a breakdown of the inspections across
each of the Acute Hospitals.

Safety &
Security

Total Number of Site Compliance %o
Inspections Completed (Average)

Acute Site

Grange University Hospital

Nevill Hall Hospital 8
Royal Gwent Hospital 18 84.8%
Ysbyty Ystrad Fawr 9
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Health,

Safety &
Security
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Fire Risk Assessments

As at 31 March 2024, the Health Board have conducted 96% of the
fire risk assessments due for review during 2023/24.

This end of year performance will represent a marked improvement
on the 2022/23 position of 66% shared with the Board in
November 2023.

Health and Safety Strategy & Culture Plan

Over the course of the next six months a 3-year strategy and work
plan will be developed to enhance the health and safety culture
within the Health Board.

This will be ratified at the Health and Safety Committee and
approved by the Executive Committee and Board by the end of
September 2024.
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HSE - Falls Incident Regulation 28/RIDDOR Reporting

Regulation 28 Report to Prevent Future Deaths
Reporting under RIDDOR

Incident relates to a 93-year-old gentleman who was admitted to NHH following a fall. Multiple comorbidities, cognitive impairment, unable to manage at home.
Recurrent falls whilst in hospital.

[1 Fall resulted in a fatal head injury

[J Serious Incident Investigation undertaken by the Health Board
[J  Coroner inquest outcome concluded death was contributed to by neglect Regulation 28 issued to the Health Board
1 Incident reported under RIDDOR - HSE visit 15™ June 2023

Key Incident finding related to: -

1 Documentation not updated in line with required levels of supervision.
[1 Overall documentation to inform actions needed was not completed or updated as required and therefore did not translate into the necessary care plan.

Improvements and Learning: -

Falls Policy for Hospital Adult Inpatients produced as a revision of the policy at the time of incident
Development and implementation of the Person-Centred Enhanced Observation Framework Toolkit
Implementation of improved monitoring/ Audit to include DECI & 1 patient:1 day

Enhance the functionality of the Falls Review Panel as an action/learning forum

Improvement in means to provide resources in support of patients with enhanced care needs

Establishment of a SOP defining lines of responsibility and accountability associated with RIDDOR Reporting.
Wider access to falls data to ward level for analysis to inform learning and actions

Oooooood

Executive Briefing 18™" April 2014
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COVID-19

Investigations

34/120

Programme Highlights

JProgramme completed on time.

12883 Nosocomial COVID-19 Investigations Concluded

[1No cases referred to Legal & Risk

IBereaved relative digital story produced for National learning

Case Load Snap Shot

11357 Definite Health Care Acquired Infections

1713 Deceased cases

[JAverage patient age 77

[151% Female cases / 49% Male cases

(1415 Review letters

[IWave 2 had the highest number of > Moderate harm cases
[147% of cases in Royal Gwent Hospital

12006 cases linked to outbreaks

Learning
1 Record keeping cited as fundamental issue in 60% of cases reviewed:
0 Nursing and Clinical Notes - Content & Legibility | Control documents
| Scanned Notes | Datix

Residual Actions
JProgramme end wrap up and assurance activities by 30 April 2024
[ILearning Implementation Plan to be agreed and actioned
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All Wales comparison - WG Goals

] Klebsiella sp

P. aeruginosa

bacteraemia bacteraemia bacteraemia

Aneurin Bevan UHB 38.55 1.52 20.29 59.35 4,23

Betsi Cadwaladr UHB 41.7 1.16 24,99 79.63 4,65

Cardiff and Vale UHB 22.35 2.57 28.88 68.24 3.56 B < than same pericd last Fy
Cwm Taf Morgannwg UHB 28.38 2.03 29.05 85.13 4,73 = same period last FY
Hywel Dda UHB 47.26 2.6 25.97 00.49 . 7.53 B = than same period last FY
Powys THB 18.67 0.75 1.49 0 0

Swansea Bay UHB 65.2 1.83 34.95 67.02 24,51 5.22

Velindre NHST

Wales 38.89 25.61 72.61

3 wards closed at Nevill Hall due [1 Antibiotics prescribed [ Antibiotic audits fedback to Antibiotic Pharmacist Completed
n e C I O n to increase of C difficile infection without Microbiology advice medical teams Ward Manager/ Senior
4/3, 3/1 & 3/4 [1 Antibiotics prescribed out [1 Geno sequencing indicates no Nurse
- of guidance onward hospital transmission Infection Prevention
P reve n tl O n & [ Failing to withhold PPI while on [] Staff reminded to isolate patients
antibiotics when symptoms commence if
[l Isolation suspecting infection
[1 Lapse with mattress checking [] Staff reminded to check
O n t rO [1 Cleaning and ownership mattresses at least weekly. Ensure
of shared equipment shared equipment is
[1 Soiled commode cleaned/wiped down between use.
[1 Gaps with cleaning schedules due Use "I am Clean” stickers
to low staffing establishment [1 Decant HPV clean implemented
[J Low compliance with [ Visit ward with hand
hand hygiene decontamination unit
Increase in gram negatives blood [l Majority of cases identified on [l RCA meeting for all BSI associated Antibiotic pharmacist Ongoing
cultures in comparison to previous admission with urinary catheter and line Ward Manager/Senior
financial year. [ Increased antimicrobial infection Nurse
resistance [0 Promotion of ANTT Infection Prevention
One area (community ward) [1 Poor documentation compliance [1 Promotion of procedure packs for
identified 2 cases of Klebsiella with device management blood culture collection and
associated with urinary catheter [J Associated with secondary insertion of medical devices
antimicrobial sensitives different respiratory [J Monitoring of medical device care
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strain

Below all Wales rate for all areas of
measurement.

bundles via AMAT
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Infection

Prevention &
Control

36/120

An increase of diarrhoea & vomiting outbreaks coupled with Covid and
Influenza circulating resulted in 528 bed days lost due to infections. Three
wards at Nevill Hall experienced lost beds due to an increase of C difficile
infection. Beds closed to allow deep clean to take place.

Impact of prolonged bed closures managed promptly by: -

v' Risk assessment of patient movement

v' Ensuring patients with same illness cohorted

v' Compliance with fundamental infection prevention measures
v' Correct use of appropriate PPE

v Public Comms to restrict visiting
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Infection Prevention & Control

Suspected Pertussis (whooping
cough) - ED GUH

Suspected Pertussis (whooping
cough MIU NHH & CEAU GUH

Shingles exposure

4 wards closed due to Covid
outbreak

11 wards closed due to d&v
outbreaks

1 ward closed due to influenza

Patient with healthcare associated
invasive group A strep on D4E,
Royal Gwent Hospital

Invasive group A strep identified on
admission to AMU

Measles exposure within GP OOH
and CEAU resulting in three further
cases identified measles positive.
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Index case in ED waiting area for 12 hours on
22nd — 23rd January 2024

Index case presented at GP out of hours NHH
on 11t Feb & 12t Feb, transferred to CEAU
GUH on 12t Feb

Patient with confirmed shingles on Gwanwyn
ward

Lapse with PPE - staff, visitors & patients
Sub standard cleaning

Staff knowledge of IP measures

Visitors attended with known symptoms
Additional capacity & boarding

O Ooogoog

Possible staff member working with
symptoms of sore throat

[J Patient admitted with worsening skin rash
for 2 days prior to admission. Considered
vasculitic rash secondary to bacteraemia.

[J Child not isolated on presentation to the
department

O I o A

Oodod

Ood

I o

Contact tracing exercise undertaken to identify
patlents exposed for at least one hour
Warn & Inform letter sent to 51 parent’s and GP

2 patient contacts - checked for vaccination status
Staff contacts wearing PPE

Contact tracing exercise undertaken to identify staff

and patient immune status

Encouraged correct use of appropriate PPE
Enhance cleaning and recording
Bespoke ward based practical training

Restricted access posters displayed at ward entrance

Comms circulated for visiting

Staff and patient contacts risk assessed for signs of

infection- sore throat, skin soft tissue infection or
concerns about infection at any site

Staff member visited GP for treatment

4 patient contacts received prophylaxis antibiotics
Ward and inform letters sent to patient contacts

Patient commenced antibiotic treatment
Patient isolated
No patient or staff contacts

Contact tracing of patients and staff (71)

Incident Management Team held via Public Health
Under 6 month children offered HNIG

Warn and inform letters sent

Increased comms

Review MMR status

Promote mask fit testing

Infection Prevention

Infection Prevention

Infection Prevention
Ward Manager/
Senior Nurse

Infection Prevention
Ward Manager
Senior Nurse

Infection Prevention

Incident
Management Team

Completed
09/02/24

Completed
25/01/24

At time of
outbreak

Completed
February
2024

March
2024

March
2024

49/517



38/120

Measles Outbreak Update

4 confirmed cases of which 3 onward transmission from exposure in waiting area all unvaccinated
Contact tracing a total of 140 children, MMR history and direct exposure reviewed resulting in:-

» 2 clinics for under 6 months resulting in 15 babies receiving HNIG, everyone received warn and inform letters,
and exclusion advice dependant on MMR history advocated, medical alerts placed on children for the incubation
and infectious period

» 6 staff members medically excluded

Actions:-

» Revisited patient pathways, screening questions amended, hub relocated outside ED, enhanced cleaning,
declutter of environment, air changes checked, promotion of mask fit testing and vaccination

» Primary care reviewed action card to formalise the process developed re the management for:-
— ldentified contacts, staff working in practice, and unvaccinated patients
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Safeguarding Training continues to be provided and monitored, in line with
the recommendations of the Intercollegiate Documents for Safeguarding of

Children and Adults.

Training Module Compliance %o

Adult Safeguarding Level 1 87%

Safeguarding

Children Safeguarding Level 1 86%

Adult Safeguarding Level 2 90%

Training and
Development

Children Safeguarding Level 2 88%

Compliance with Adult Safeguarding Level 1 is above the agreed threshold of
80%, for the first time, though improvement plans remain in place at
Divisional Level to ensure that training compliance is maintained.

Level 3 Children’s and Adults continues to be a challenge and further work is
required across the Health Board to ensure that this is mandated to staff
appropriately via ESR and that compliance data can then be analysed.
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CIW Review
of

Safeguarding
Arrangements

40/120

In 2023 CIW undertook a rapid review of child protection arrangements in Wales,
with much of the focus being on multi agency working. ABUHB is working
collaboratively with partners from the Gwent Safeguarding Board to address the
findings of the report, which require an effective multi agency solution. In
addition, internal work has been undertaken to:

[]

Ensure Health Visiting or School Nursing provide up to date reports,
highlighting the health needs of children prior to the Initial child protection
conference

Work with Local Authorities to ensure that health staff are invited to strategy
meetings and child protection conferences, in order to ensure any relevant
information can be provided and that we have an avenue to actively
contribute to the decision making process

Ensure that health contributions to Strategy meetings and conferences takes
in to account the wider family and that relevant information is shared with
providers proportionately and in line with legislation.

Ensure that there are internal pathways for the outcomes of meetings to be
shared with all departments supporting the patient and that there is flagging
of systems to invite conversation with the corporate safeguarding team when
a child is referred to a new service.
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Current

Risks/
Challenges
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Issue

Safeguarding Level 3
Training Non Compliance

Decommissioning of
Specialist Domestic
Abuse Service in General
Practice

Non compliance with
MAPPA Statutory Duties

Statements and Court
Reports for Child
protection are not being
prepared in a timely
manner

Cause

Delays in being
mandated via ESR

Funding is not
sustainable for 2024/25
to enable the
continuation of the IRIS
Programme

There is no identified
Strategic Lead for
MAPPA and no specific
resources to support
operational
responsibilities

Absence of a SoP or
process for
Development/Approval
of Statements and
Reports

Who

Remedial Action

Head of
Safeguarding

Safeguarding Team working
with Divisional leads to
establish how this training can
be “prioritised” and “delivered”
to such a large cohort.

Public Health, Primary Care, Public Health
Safeguarding and VAWDASV

working collaboratively on a

transition programme to

ensure that the work

previously provided by a

commissioned service is

supported through exiting

services.

Head of
Safeguarding

Safeguarding and Public
Health to work collaboratively
to scope whether this duty can
be supported from existing
resources.

Identification of the Deputy Head
Safeguarding Hub as the SPOC of

and development of a SoP in Safeguarding
regard of how requests are

managed.

When

Q1 2024/25

Q2 2024/25

Q1 2024/25

Q1 2024/25
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| The Safeguarding Annual Report for 2022/23 reported
that one of the Local Authority areas were inviting ABUHB
representation at a lower number of strategy meetings
than was expected.

Update

following ] Discussions have been held with Senior Managers in

Annual Report Safeguarding for the outlying Local Authority and

rationale was offered that this had been related to some

sickness/absence, but was now resolved and an

Strat_egy improvement could be expected.

Meetings -

| ocal Authority 1 Review of the data has highlighted a marked increase in

vari invitations to strategy meetings for this Local Authority
ariance area, since the meeting took place.

1 Monthly meetings will take place between ABUHB and the
Local Authority to monitor progress.
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Escalated risk concerns Section 3
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Mental Quality, Mental Health & Learning Disabilities:
Quality, Safety & Governance Update

Overall Status Summary

Progress / Achievements
What went well this period and
upcoming Deliverables

Challenges

Since July 2023 the MH&LD Division has been
subject to internal escalation

A number of quality improvement actions were
identified, and these were prioritised into a 30,
60, and 90-day improvement plan.

The Plan has also addressed broader efforts in
workforce modelling, leadership, clinical
engagement, performance, risk management,
and service transformation.

NHS Exec Oversight has been in place
Appointment of an Improvement Director
(currently acting Divisional Director)
Appointment of a Divisional Director — starts in
May

Progress on quality, safety, and governance in
MHLD has been routinely reported through the
Executive Committee, Patient Quality Safety &
Outcomes Committee the Board, and externally
through 1QPD.

NHS Exec Colleagues have agreed to co-produce
a paper for the Quality Delivery Board and will
continue to monitor delivery of improvements
through IQPD and JET meetings

Feedback from the NHS Executive on the
improvement plan has been addressed, and there
is a commitment to aligning better with the
Health Board's Quality Strategy and the new
accountability/escalation framework.
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Progress/Achievements:

O

O

O

O

Setting The Scene workshop to engage with staff on the
setting the vision and ideas for service improvement.
Ongoing support from the QPS team to better align the
division with the Quality Strategy and embed processes.
A strong focus on improved safety governance in line
with HB processes from the Nursing Team
Multi-professional clinical leadership opportunities
developing

Wider Team support to Implement a process to
systematically assess workforce risks and incorporate
them into the risk register and the IMTP process.
Models of care: The teams are keen to look at doing
things differently and will start having discussions with
the directorates.

Increased corporate divisional governance in place -
fortnightly

Improved learning from deaths processes

Deliverables and Focussed pieces of work

O

U
U
U

O

Thematic review process

Ward accreditation in line with HB processes

Audit strategy

Daily briefings and escalation processes further
embedded at BAU

A review of serious incidents is ongoing, and the
Executive Director for Nursing and Chief Operating
Officer continue to monitor ongoing issues with
safeguarding, serious incident reporting, and
disciplinary processes

Embed Right Care right person and the new rolling out

Interim Senior Leadership Team currently in
place.

Concerns regarding the embeddedness of
governance and assurance in relation to the
quality and safety of care.

Concerns regarding structures to support strong
clinical professional leadership

Additional scrutiny and focus on patient safety
and safeguarding, staff engagement, cultural
and improvement initiatives.

Some of these actions require a longer-term
cultural improvement programme to sustain the
change.

Ongoing issues with WCCIS (patient information
system) and the necessary work arounds for
validated information.

Continued focus on 1A/1B performance and the
necessary actions to address the waiting list
issues, such as validation, triage and rules.
Continue to review staff engagement and
communication across the Division.
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MH/ZLD Position of the 90 day plan

The improvement plan, originally intended to be completed by  « The 90 day plan has been largely delivered however there
the end of December, has been delayed due to the need for remains work to embed the actions and improvements in
additional scrutiny and provision of evidence. Suitable revised some areas.
target dates have been established.

= Post the recent NRI there is an urgent piece of work on
Below is a current summary of the progress made with the patient search, observation policy and practice, safeguarding
improvement plan and outstanding actions: reporting and escalation.

SO Sl 18 Completed | Outstanding 1 action: = Wider large scale programme of improvement led by the
Improvement Director focused on governance and
assurance, quality, safety, modernisation and wider service
redesign.

[J Missing Persons Policy - currently out for
Health Board consultation

SJOABEVYNeiifelslSI 16 Completed Outstanding 2 actions:

= High consequence thematic safety issues to be included

[1 Strengthening OOHs arrangements S ]
9 9 g within the safe care collaborative.

[ Safe staffing in-patient SBAR to Execs

C[ORPE\ Neii[el sl 2 Completed Outstanding 2 actions: = Governance review underway_
[1 Commissioning Arrangements . .
[ Missing persons po|icy in commissioned . OverS|ght by Board/ExeCUtlve and Support from NHS
services Executive colleagues.
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External

Assessments

46/120

Health Inspectorate Wales - Inspections and National
Reviews

No inspections have been undertaken since last PQSOC

Talygarn Unit, County Hospital (Inspection)

Date of Inspection: 5-7 February 2024

Immediate Improvement Notice Letter Received: 8 February 2024
Immediate Improvement Response submitted: 16 February 2024

Final Improvement Plan submitted: 09 April 2024

Llais Gwent Region Visits

No inspections have been undertaken since last PQSOC
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Framework
for

Speaking up
Safely Iin the
N )
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Soft launch of the internal raising concerns bespoke emalil
address.

HR have collated the data from their internal raising
concerns bespoke email address (which has now been
decommissioned), wellbeing survey data to use as
baseline.

Transition from internal system to external.

External Employee Assistance Programme and Speaking
Up service commenced on 1 March 2024.

Steering Group set up with ABUHB Stakeholders based on
those who attended 3 October session and also those we
missed. 1st meeting, ToR and overall ambition to be set
out, 2"d meeting, invite PhD student to share findings on
Managers raising concerns.

Shape a 2 year plan, with strong emphasis on evaluation.
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January - March 2024

[JDuring this period, national press coverage Coroner Prevention of Future
Deaths Reports (Reg 28's).

Clai S [JOver last 12 months, Coroners in Wales wrote 41 "prevention of future
I I l y

Redress

deaths reports" and more than half were issued to Betsi Cadwaladr
University Health Board.

[JFurther concerns included poor preparation for inquests, and large back
logs of inquests yet to be listed (350-400 in Betsi)

and

I ﬂq UeStS Assurance from ABUHB perspective - Reg 28 reports
[1Our Regulation 28 Reports (Prevention of Future Deaths) have remained
very static and stable over the last 10 years.

[JWe have had 25 reports over a 10 year period, representing a yearly
average of 2.7 per annum.

[1Our highest in any 1 year has been 5, but in others only 2 and O.

48/120 60/517



Assurance from ABUHB perspective - Inquest Management
JWith a new Senior Coroner for Gwent arriving in 2019 we planned for an
increase in inquests and more investigatory approach.

We invested in the Inquest team, with dedicated resource to this
important portfolio

Claims,
Redress

[JOver the intervening period we have focussed on ensuring we are
prepared for inquests, particularly the front loading of our learning,
actions plans, and increasingly additional accompanying learning

and statements to provide assurance to Coroner and families.

INnquests

[1Coroners are under direction from the Chief Coroner to issue PFD’s if
they remain unassured, and so our numbers are very positive.

[JWe currently have 202 live inquests that we are managing. We know
from the All-Wales inquest networks other Health Boards are incurring
backlogs of much higher numbers.

[JWe are working hard to enable the Gwent Coroner to hear our
inquests faster than we had historically.
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Coroner Regulation 28 Requests - per year of issue

Matter Incident Date Incident
2023 - 2024 Over the 9- | I 25 Regulation 28
1.MS 4/5/2020 Concerns with paper referral between SALT + ENT year index Reports issued in total
2.KM 9/9/2022 Comms with family / Lack of 7 day crisis service to older adult mental health patients period
3.LB 1/2/2023 ABUHB ambulance handover delays 2015-2023 | 1 Yearly average 2.7 per
4.CM 5/12/2020 Poor nursing care RGH, YYF and GUH annum
5.NE 1/5/2023 No SI investigation of the fall; Failure to maintain 1:1 observation despite high risk of falling YAB Tyleri Ward -
Fall cases [l 6 Reg 28’s relating to
2022 - 2023 Falls
1.MR 2/2/2021 Fatal fall in hospital, Tyleri Ward, YAB
2.GW_ | 23/8/2021 MH patient failed by 2 teams — MH and ENT 1 2 specifically reference
3.LJ 12/3/2022 2 year delay in receiving CBT, still on waiting list at time of death lack of 1:1 care
4. MW 5/4/2021 X3 inpatient falls, Bargoed Ward, YYF
2021 - 2022 Mental [0 5 Reg 28’s relating to
1.BW 22/6/2020 A breakdown in communication and collaboration between primary and secondary care Health MH services
2.VW 16/01/2020 Staffing levels in ED
2020 - 2021 Ambulance | [I 4 Reg 28’s relating to
1.AR 3/12/2019 Delay in emergency ambulance attending due to hospital delays in ABUHB ambulance delays
2.RA 9/10/2018 Mental Health Serious Incident investigations to include third party organisations where relevant (GP in index case)
[1 Most recent 2023 issued

3.AJ 13/11/2019 Inpatient fall where 1:1 care had been identified but had not been implemented, NHH THIS IS NOW SUBJECT TO to ABU/WAST/WG

HSE INVESTIGATION CURRENTLY
4.ER 21/10/2019 Inpatient fall where omissions were identified in care planning and staffing levels Oakdale Ward, YYF
2019 - 2020
g L | No Req 28's issued There were no Regulation
2018 - 2019 _ .
1.DG [ 6/1/2018 [ Delay in emergency ambulance attending due to hospital delays in ABUHB 28’s issued in January or
2017 - 2018 February. There was one
1.EC | 26/01/2015 | GP practice (non ABUHB managed) issued with Reg 28, with ABUHB also providing its own response issued in March 2024.
2016 - 2017
1.VK 7/1/2015 Fall sustained when using a bedside commode, Ward C6 West, RGH
2.GL 23/9/2013 Discharged from Talygarn then committed suicide
3.CR 14/8/2016 Delay in emergency ambulance attending because of hospital delays in ABUHB
4.PD 19/1/2016 Unforeseen adverse reaction to general anaesthetic which caused cardiac arrest
2015 - 2016
1.RH 13/04/2013 Maternal death Obs & Gynae
2.AW 26/6/2015 Warfarin monitoring in GP practices
3.AC 16/04/2015 Management of MRSA infected wound / TVN service availability
4 [ 19/05/2015 INR monitoring 62/5 17
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Mumber of patients waiting over 52 weeks for new outpatient appointment
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Planned Care Recovery Programme:

Theatres Maximisation Programme

Julie Reporting Period: March 2024
Poole/Charlotte
Thomas

Managerial Lead: Becky Owen-Pursell

Programme Objective

To increase theatre utilisation and elective capacity for ABUHB planned care patients by focussing on three areas of improvement: scheduling, utilisation
and standardisation of process and approach.

What Went Well this Period

] Utilisation & Performance Theatre Innovations Meeting has started with revised agenda and attendee list. Clear objectives and good turnout from

surgical specialties. Aligned data pack for GIRFT
'] Safety - Ql Safety Advisor for Theatres now in post. Undertaking Ql training
| BC & Developments - ORMIS upgrade in a test stage

Key Milestones and Deliverables for the Next Period

] Utilisation & Performance — launch of TUG meeting
] Safety - Explore further on the reusable harmonic scalpels
] BC & Developments - Complete ORMIS upgrade testing

Key Risks

"1 Ongoing challenges of capacity in the system

"1 Availability of capital and revenue funding

] Limitations in ORMIS data

"1 Working within limited resources — transformational fund bid put forward for programme management support
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Planned Care Recovery Programme:

Outpatients

Programme Manager: Julie Poole/Carla Hiscott  Y:{eF Julie Poole Reporting Period:

Programme Objective

February 2024

The Outpatient Transformation Programme aims to modernise and transform the delivery of outpatients across the Health Board, and in doing so reduce waiting times and
provide an equitable service for all patients.

What Went Well this Period

[l WG has part-funded RGH Outpatient Treatment Unit until end of March 2024. 2014 patients attended unit April 2023-Jan 2024. A Business case has been drafted for full
funding of the Unit.

[l Work ongoing with DHCW to undertake proof of concept development of Automated Clinic Booking System on MS Teams App, with aim of increasing clinic efficiencies and
utilisation across AB. Two weekly sprint runs in place. Pilot to be undertaken for Royal Gwent Main Outpatients.

[ Six week clinic utilisation audit commenced for RGH Main Outpatients Feb 24.

[ Hospital Initiated Cancellations - number of HIC within 6 weeks Months 1-10 decreased from 28,515 2022-2023 to 26,063 2023-2024. Task and Finish Groups in place to
focus on avoidable reasons for cancellations. Biggest reductions in Annual Leave/Study Leave, Sickness and Admin Error. Hospital Cancellation Policy in development.

] Advice Only — 11,812 Advice Only Attendances April - Feb 2023/2024 (April - Feb 2022/2023 numbers were 9920, an increase of 1892 for same time period).

[1 DNA’s — currently 5.7% (target 5%). Focus on cohorts with high DNA rates. Work being undertaken with Gastroenterology and Public Health focusing on Hepatology to
understand patterns for DNA’s and potential reasons why, along with analysis of secondary care activity following DNA to understand impact. Patient contact to be
undertaken to further explore reasons. Potential to role out to other specialties following pilot.

Key Milestones and Deliverables for the Next Period

] Continuation of Clinically led workshops - Programme of meetings for 2024/2025 being established to include action focused follow up meetings — next meetings being
arranged with General Surgery and Neurology.

[ Business case for Outpatient treatment Unit —to go through PIP in March 2024.

] Clinic utilisation audit of YYF to commence.

[l Two way e-advice (CWS development) — design and development work to be undertaken Quarter 1, Go live Quarter 2

[l Consultant Connect — discussions underway for potential use in Emergency Eye Clinic. Exploration of use in T&O.

[l Updating of Directorate Outpatient plans aligned to new three year strategy and targets (March). To include delayed follow up 100% past target plans in line with 30%
reduction target, SOS and PIFU, virtual clinics and group clinics (face to face and virtual).

54

Ongoing challenges of capacity of system
Business Case submissions are being orioritised within the HB due to the financial position
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Planned Care Recovery Programme:

Outpatients

DNA Rates

Last week DNA Rate DNA Rate Current Year DNA Rate Prev Financial Year A Service Type -+ Attendance Category L Consultation Method A Li=Outcome
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Planned Care Recovery Programme:

Outpatients

Outcome SOS/PIFU

SOS/PIFU Outcome Current Year

13 20/0[52172 /394187)
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SOS/PIFU Outcome Previous Year

Reportable Service Type Attendance Category

5= Division->Specialty->Service->Clin...

SOS/PIFU Outcomes
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Qutcomes

v
28.8%
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SOS/PIFU Outcomes Last weeks SOS/PIFU Attendances Sweeks  Change from 13 weeks
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Planned Care Recovery Programme:

Outpatients

Virtual Activity

Last weeks Virtual Attendance Rate' Current Fiscal YTD Previous Fiscal Year 2, Service Type 2. Li=Division->Specialty->Service->... Reportable 2. Attendance Category
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57
57/120 69/517



Planned Care Recovery Programme:
Outpatients

Total FU Waiting List
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Planned Care Recovery Programme:
Outpatients

FU 100% Past Target

Current over 100% past tar... Change in last 5 weeks Changein last 13 wéeks Change from EO previous FY

27,404 112 1,357 5,800
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Planned Care Recovery Programme:
Waiting Well

Service Improvement REEIfelNdEIlolS : Rich Morgan-Evans GG Telgil-AZ-TTe 1o B March 2024
Manager:

Programme Objective

To support people to make informed decisions about their health care, by giving them more information and the skills to better manage
their health and condition whilst waiting for appointments or treatment.

What Went Well this Period

Recruitment of 3 x Band 3 Call Handlers live on Trac, closing day 25t March.

Phase 2 started of 3Ps project (March 2024 - April 2025)

Keeping Well Posters displayed in designated areas

AB Funding confirmed from the WG Planned Care Transformation Fund for 2024/25
Analytics - Keeping Well landing page continue to see increase in hits

WPAS team confirmed no issues with data recording of patient info on WPAS

Patient engagement feedback and produce bilingual brochures including tips for Keeping Well.

Arrange engagement sessions with DMs

Patient Waiting Times approved for publication on the Keeping Well Webpage. Further conversations ongoing.

Development of ABUHB 3Ps and SPOC Comms & Eng Plan ongoing.

1 x Band 5 RN recruitment to be approved for Trac.

AB 3Ps Progress meeting with WG arranged for 22"d March.

[ Engagement awareness sessions planned at Local Medical Committee, Outpatients Steering Group and Neighbour Hood Netwo65k
60/1@0 Publish 3Ps Webpage on Pulse 72/517
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Health & Care Pathways

Exec Lead: Dr James Calvert SRO: Reporting Period: March 2024

Programme Objective

The Health Pathways Programme aim is to provide clinicians with clear, up to date information to support patients under their care. The

programme will deliver pathways that are streamlined and efficient in order to make the best use of the right clinical teams for the right patient at
the right time.

What Went Well this Period

. Activities-to-launch plan produced, focusing on pathways which will be completed soon and suspending work on delayed pathways

. Exercise conducted to agree priorities for 2024-25, including priorities as lead region, support region and pathway localisation
. Project Manager commenced in post 18/03

. 24 pathways completed, 6 in wider review and 25 in final draft

Key Milestones and Deliverables for the Next Period

. Continue writing up pathways and request pages in preparation for launch
. Meeting with National Programme Team and all regions to agree 2024-25 pathway allocation

. Introduce quality improvement register to identify all opportunities for better pathway optimisation discovered during editing process
. Define process / criteria for implementing ‘detached follower’ in the event that local and national pathway elements do not align

Key Risks

Viability of intended launch date due to industrial action, delays with national pathways and capacity of Streamliners (Technical Writing Team)
Optimising HealthPathways as part of phase 2 will require prioritisation of developments within Informatics
Alignment of national guidance and local pathways — feedback from SMEs and LMC

61
61/120

73/517




Planned Care Academy Training

MG AELE Cynthia Henderson SRO: Rich Morgan-Evans Reporting Period: February 2024

Programme Objective

Aim is to develop a structured training and development programme for staff irrespective of location, that supports proactive
management of elective patients on waiting lists. The focus will be on prospective tracking reducing the need for correction and
validation. The prime objective is continuous service improvement through a robust and dedicated training resource.

What Went Well this Period

. Draft Training Plan ready for review.

. Superuser team established and creating new training materials and quick reference guides. Good progress to date.

. Review undertaken of recent training stats for WPAS to inform training timetables.

. Draft training timetable completed with all modules incorporated in structured way to deliver tailored and targeted training.

Key Milestones and Deliverables for the Next Period

. Continue with the development of the training guides, quick reference documents and scenario training with assessment and competence

evaluation.
. Create a communication plan ready for a May start date to be agreed and dependent on the identification of the required training resource.

. Testing of training, links with ESR and online training material.
Key Risks

Decision awaited on how WPAS team will be structured to deliver training.
Capacity of Directorates to engage and provide input into the training materials as requested SOPs have not been made available in the last 6

months. This will reduce the capacity of the team to provide bespoke specialty training. 62
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Audit Title:

Rationale:

Objectives:

National Audit of
Percutaneous Clinical Lead:
Coronary

Intervention (NAPCI) | Dr Shawmendra Bundhoo
April 2021-March 2022
Published June 2023

The NAPCI report reviews 97,765 PCI procedures which
has increased by around 7000 procedures since
2020/21.

PCI activity has recovered but has not returned to the
numbers seen during the pre-pandemic.

The report highlights the increased adoption of
intracoronary imaging for PCI, involving the left main
stem as per best practice guidelines, increasing use of
same day discharge for elective cases and use of more
potent P2Y12 inhibitors in PCI cases undertaken in
patients with STEMI.

The report focuses on several specific quality
improvement (QI) metrics for the delivery of PCI
services.

These are derived from national and/or international
standards and guidelines.

A number of important metrics reported here which
relate to the management of patients with acute
coronary syndromes are also included in the joint
MINAP/NAPCI Heart Attack report.

Presented at Clinical Standards and Effectiveness Group -

64/120

21st March 2024

Key message 1:

There has been an increase in the number of PCI procedures performed in
the UK during this audit period (compared to COVID-19 pandemic 2020/21).
Total PCI procedures increased by approx. 7,000, from 90,708 in 2020/21 to
97,765 in 2021/21. This represented a return to nearly 98% of the 100,112
cases reported in the pre-pandemic year. The number of primary PCls for
patients with ST-elevation myocardial infarction (STEMI) had returned to
pre-pandemic levels. PCI for other acute coronary syndromes was virtually
at pre-pandemic levels but elective PCI numbers were significantly lower.

Number of PCI procedures in ABUHB

Top Ten across UK, GUH - 9496 of all
left main PCI cases had Intra
Coronary Imaging

Key message 2:
There has been a gradual improvement in the use of intracoronary imaging
from 50.7% in 2017/18 to 70.5% in 2021/22, although we report wide
differences in practice between hospitals, with a number of units performing
intravascular imaging in <50% of Left Main Stem (LMS) PCI.

ging (LMS) 76/517



Key message 3:

Day case PCI for elective procedures: There has been an increase in day case elective work over the last 4 years from 63.8% in
2018/19 to 71.4% in 2021/22, with significant variability nationally, with some centres performing day case PCI in almost all
elective cases, and some where almost all patients are kept in overnight following their procedure. The Health Board is currently
22.7% elective same day discharge.

Percentage of PCIl day cases B Acute coronary syndrome ¥ Elective PCI
O 100
B 80
O 60
40
0
. 2018-2019 2019-2020 2020-2021 2021-2022 2022-2023

Key message 4:

There has been a significant increase in newer P2Y12 antiplatelet use over time, increasing from 44.2% use of prasugrel and
ticagrelor in 2014 to 55.3% in 2021/22. The most commonly used newer P2Y12 agent in 2021/22 was ticagrelor (37.3%) and
prasugrel was only used in 18% of cases.

Poor data capture

Confusion between admission and procedure medications

Planning to simplify data entry focusing solely on procedure pharmacology on Mc Kesson

Ticagrelor is the drug of choice in ABUHB patients admitted with acute coronary syndromes who require PCI

Clopidogrel is used instead of Ticagrelor when patient is on other anticoagulants namely novel oral anticoagulant agent or
warfarin

1 ABUHB patients undergoing primary PCIl in UHW receive Prasugrel. Prasugrel is continued if repatriated patients require

65/1f6aged PCI in GUH 77/517
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Assurance level |Description Risk level [Description

Full The project has fully achieved the standards or criteria None Standards met and findings demonstrate no risk to
being audited against patient safety
Report Successes: Report Concerns:
Compliant with national standards to perform unprotected left main PCI Need to have mandatory fields in Mc Kesson to capture dates of
using intra coronary admission and discharge for elective cases
imaging

2 Limited data captured on antiplatelet pharmacology in patients
presenting during daytime with STEMI

Report Recommendations: S.M.A.R.T Actions: Responsible: Due Date: Progress:

1 Operators undertaking Left Main Stem PCI should use This is current practice. No further action at present. To continue with current standard
intracoronary imaging (either IVUS or OCT) to guide of practice.
interventional strategy and optimise stent expansion
and apposition, in line with international consensus
statements around best practice.

2 Same day discharges are occurring in >75% of elective PCI cases

2 Hospitals should modify their pathways and ward Consistently >75% over the last 5 years — more complex cases post Covid-19.
structures to maximise the use of day-case procedures In order to modify services this requires more in-depth data capture for elective
so reducing avoidable overnight stays for patients. patients undergoing day case PCI. Clinical lead to progress.

3 Hospitals should review their STEMI protocols to see This will be captured when GUH will be offering a dedicated 24/7 Primary PCI service.
where improvements can be made in the use of newer All ABHUB patients who undergo PPClI at UHW receive Prasugrel. GUH is not a
antiplatelet agents, in particular Prasugrel, during dedicated Primary PCIl centre. Patients' self-presenting to GUH requiring Primary PCI
primary PCI. receive Ticagrelor. Patients who are on anticoagulants requiring PPCI receive

Clopidogrel to reduce the risk of bleeding complications.

Clinical Leads Local Recommendations: (if applicable) S.M.A.R.T Actions: Responsible:

1 To have certain mandatory parameters to be captured on
Mc. Kesson for outpatient attendances to determine date of Dr. S. Bundhoo

66/12®&@dmission and discharge 78/517



National Prostate Cancer Audit (NPCA) State of the Nation report Clinical Lead:
Data collection period: 1 January 2019 - 31 January 2023 Mr Adam Cox -
Published January 2024 Consultant Urological Surgeon

Rationale:

Objectives

L] L) 0] [

Management

Prostate cancer is the most common solid cancer in men with over 46,000 new cases diagnosed each year in the UK and its incidence is
increasing. There are concerns about over-diagnosis and over-treatment in men with low-risk disease, while men with locally advanced or
high-risk disease may not be getting the radical treatments that they need.

Its aim is to evaluate the patterns of care and outcomes for patients with prostate cancer in England and Wales, and to support services
to improve the quality of care.

Presented at Clinical Standards and Effectiveness Group 21st March 2024

Specialist National | Health Board
MDI Database

Data Quality Clinical Lead update

NO. O.f men dl_agnos_ed i el LIS IRl No. of Cancer 344 Query the quality of the data presented for
low-risk localised disease database records .
. Registry records ABUHB.

higher case

ascertainment. Performance 100 %
Percentage of men with 5% 9 % slatiofcorece
low-risk localised disease PSA completed 72 % The Health Board figure would be in the high
receiving radical treatment 90% as this is a standard diagnostic test.
:\lo. Icl)f mden dlagdng_sed mn | Al i3tk Gleason Score 72 % A grading score that is routine for all
ocally advanced disease completed patients, expectations of high 90%.
Percentage of men 68 % 69 % Comparable to N/A TNM completed 79 %
diagnosed with locally
advanced disease receiving Risk group 86 % This result can be impacted on if risk group
radical treatment assigned assigned before staging scans are performed
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Outcome Treatment Health Board Database
Centre
57

No. of men who received radical prostatectomy 37
(Apr 2021 - Mar 2022)

Adjusted percentage of men who had an 10 % Increase in numbers will impact this % - Max 1 readmission in 12 months.
emergency readmission within 90 days of radical Readmission can include post op contacts, telephone advice, clinic.
prostatectomy

No. of men who received radical prostatectomy 42 HB Database records 80 cases Sep 19-Aug 20. HB have cases 67 in 12
(Sep 2019 - Aug 2020) months.

Adjusted percentage of men experiencing at least 10 % England recording 10% and Wales 5%.

one GU complication

Assurance |Description
level

None Standards met and findings demonstrate no risk to patient Full The project has fully achieved the standards or criteria being
safety audited against
Report Successes: Report Concerns:

1 First UK centre to do same day discharge for robotic prostatectomy 1 Data on re-admission is inaccurate

2 Data on number of surgical cases is inaccurate
2 Recently appt a 3" Consultant Oncologist to the MDT

3 Recently appt Consultant Radiologist to the MDT

4  Business case approved for intuitive da-vinci surgical robot in
Aneurin Bevan
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Report Recommendations:

1

Aim to achieve high completeness of key data items at the point of collection by
NHS organisations in England, particularly tumour, node and metastasis (TNM)
staging variables. Action by: NHS England and Health Boards in Wales; Prostate
cancer teams (local and Specialist MDTs) within NHS Trusts

Continue to advocate active surveillance for men with low-risk prostate cancer.
Action by: NHS England and Health Boards in Wales; Professional bodies (Royal
College of Radiologists, British Association of Urological Surgeons, Prostate
Cancer UK)

Investigate why men with high-risk/locally advanced disease are not considered
for radical treatment and aim for 75% offered radical treatment.
Action by: NHS England and Health Boards in Wales; Cancer Alliances (CA).

Review variation between providers in rate of GU/GI complications and 90 day
readmission rates.

Action by: NHS England and Health Boards in Wales; Professional bodies (Royal
College of Radiologists, British Association of Urological Surgeons); Cancer
Alliances

Cancer Alliances should review processes of care to ensure equitable
implementation of new technologies and pathways of care as evidence evolves.
Action by: NHS England and Health Boards in Wales; Professional bodies (Royal
College of Radiologists, British Association of Urological Surgeons); Cancer
Alliances

S.M.A.R.T Actions:
Listed in AMaT as Responsible: Due Date: Progress:

Done in real time with Cancer Services Coordinator with any
missing data requested by Royal College.
Review plan for data acquisition with Cancer Lead.

Already doing this — better than NA on accurate data -
8% England
9% Wales

AB better than the 68% recorded as data inaccurate.
69% England and 69% Wales

Genitourinary complications returns for England was 7%, Wales 8%
& ABUHB 10% however inappropriate returns (clinic/telephone
advice) will impact this result for the Health Board.

No Gastrointestinal data for ABUHB, however Wales is performing
better than England at 5% compared to 10%.

In England 13% of men were re-admitted within 3 months following
surgery, that was 9% for Wales, ABUHB recorded as 10% however
CL states that possibly one legitimate return was experienced in
ABUHB.

Urology Cancer Network for Wales continuously evaluates service
provision across the Health Boards, introducing new technologies,
pathways of care, medication.

Clinical Leads Local Recommendations: (if applicable) S.M.A.R.T Actions:

1

Employ 1-2 CNS to support recent resignation and the PSA patient self-
management software

69/120
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NBOCA - National Bowel Cancer Audit - State of the Nation Report An audit of Clinical Lead:
the care received by people with bowel cancer in England and Wales focusing on | Mr Keshav Swarnkar

people diagnosed between 1 April 2021 and 31 March 2022.
Published 8 February 2024.

Rationale: The National Bowel Cancer Audit (NBOCA) measures the quality and outcomes of care for patients diagnosed with
bowel cancer in England and Wales. It supports hospitals in England and Wales to improve the quality of the care
received by patients.

Objectives: NBOCA collects data on items which have been identified as good measures of clinical care. It compares variation
between English NHS trusts or hospitals, and Welsh MDTs, as well as changes in care over time.

Presented at Clinical Standards and Effectiveness Group - 21st March 2024
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Aneurin Bevan University Health Board - Data Quality:
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Quality Improvements Targets - results for Welsh Health Boards
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Conclusion and Risk

Assurance Level

Significant The project has mostly achieved the standards or criteria being audited against Yes
Risk Level
Minor Single failure to meet internal standards/Minor implications for patient safety if unresolved Yes

Has this audit been placed on a Risk Register (N/A if above risk is None)

Key Success and Concerns

Report Successes: Report Concerns:

Good case ascertainment 1 Reversal of diverting loop ileostomy > 18/12
Laparoscopic surgery > 50% 2 Unplanned readmissions within 30 days
Quality assured rectal cancer resections 3 Inadequate colonic stenting service

Comparable 2 year mortality rates

aa A~ W N P

Good engagement with CNS

Clinical Leads Local Recommendations: (if applicable) S.M.A.R.T Actions: | Responsible:

1 Theatre space availability for cancers Increase capacity Theatre Group 6/12
2 Colonic Stenting service Audit colon stent K Swarnkar 6/12
results in last 24
months
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Report Recommendations: S.M.A.R.T Actions: Responsible:
Date:

With future NBOCA reports utilising “gold standard” cancer registry data Data collected on CANISC in Cancer service-
collected by the National Disease Registration Service (NDRS) in England, real time in MDT MDT coordinator
and the Wales Cancer Network in Wales, NDRS regional Data Liaison

Managers should support hospitals/trusts/MDTs with coding, data entry,

and quality assurance for the Cancer Outcomes and Services Data set

(COSD). Data set items of focus include:

e TNM Stage

e ASA grade

e Seen by Clinical Nurse Specialist (CNS)

Intended audience: NHS England, NDRS and Public Health Wales

2 In keeping with the NHS Workforce Plan, NHS England, Welsh Health Already achieved in ABUHB. CNS
Boards and Cancer Alliances should ensure everyone with bowel cancer Prospective NBOCA data
has access to a clinical nurse specialist (CNS). NHS England, Welsh
Health Boards and Cancer Alliances should investigate and address
factors preventing patients’ accessing a CNS.
Intended audience: NHS England, Welsh Health Boards and Cancer
Alliances

3 Cancer Alliances should participate and engage with the NBOCA/ Royal Book theatre after WSCE to Colorectal surgeon 12/12
College of Surgeons of England quality improvement project to enable fix date.
more timely reversal of ileostomy.
Intended audience: Cancer Alliance

4  Cancer Alliances should monitor and investigate regional and institutional Velindre Cancer Centre Dr H Williams 12/12
variation in rates of adjuvant chemotherapy following resection of stage
I11 colon cancer and ensure evidence-based chemotherapy policies are in
place.
Intended audience: Cancer Alliances

5 Cancer Alliances should monitor and investigate regional and institutional Velindre Cancer Centre Dr H Williams 12/12
variation in severe acute toxicity after adjuvant chemotherapy. Cancer
Alliances should encourage the utilisation of appropriate risk stratification
tools for severe acute toxicity including frailty scoring, and integration of
geriatric expertise and rehabilitation into chemotherapy decision making.
74/1btrended audience: Cancer Alliances 86/517
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Listening
and

Learning
from
Feedback
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Theme

Feedback

Action Taken

Impact

Next Steps

Deteriorating Patient

(PALS)

Family of deterniorating
patient contacted PALS
Team as they were
concerned, they were not
being kept informed of
their mums condition.

PALS Officer contacted
the clinical team to
express families concern.
Team arranged MDT
discussion with patient
and family.

Family anxiety around
deteriorating mother
addressed through MOT
discussion. Family aware
of mothers detenorating
condition and her wish
not to have proactive
treatment, preferring to
be kept comfortable.

PALS will keep in touch
with daughter as she has
had a number of
bereavements in the last
vear. She may need
signposting to
bereavement support in
the future.

Loss after Miscarriage

Contacted by senior
nurse to say that a
patient had lost a baby
before 20 weeks, and
she was struggling with
coming to terms with her
loss.

Patient Experience leads
met with senior nurse
and patient. She outlined
her experience and the
changes she wished to
see from a service
perspective. This
included women being
fully informed of what
may happen if they
choose termination when
the child’s chance of
survival is unlikely. This
patient also wanted to
see the bereavement
offer for women whao lose
babies under 20 weeks
improved.

Patient invited to Big
Conversation

Bereavement event.
Engaged in child loss

round table conversation.

Has now told of her
experience on film which
will be taken to a
listening and learning
event. Patient has
agreed to be part of the
bereavement
collaborative and wishes
to volunteer to help
other women who may
experience traumatic
loss. Patient story will be
used to improve
experiences for all
women who lose babies
under 20 weeks.

To be introduced to the
Volunteer Manager to
explore volunteenng
oppartunities.

To be invited to the
bereavement
collaborative.

Edited film to be
presented to Executive
Committee, to the
gyvnaecalogy senior
leadership teams and
possible in-person
attendance at Board.

Operational procedures
to be reviewed.
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Theme

Feedback

Action Taken

Impact

Next Steps

Neurodiversity
Attendance at
the Accident
and

Feedback received by
patient about their
experience at the ED
department and the

Met with patient who has
neurodiversity and mother
of child who is neuro
diverse. Their experience

Learning from people’s experience
and taking positive action will
mean that people who are neuro-
diverse will have an improved

Undertake pilot in ED and
evaluate.

Emergency difficulties they stories have been filmed experience of healthcare services.

Department encounter when and shared with ED for
accessing health care. | learning. Agreement

reached that we would
pilot a Patient Participation
Panel (PPP) in ED
representative of patients,
families, staff and
partners. 1%t meeting
arranged for 22/04/24.

Bereavement | Meetings with COVID Big Conversation: Extremely well evaluated. 50 Publish Big Conversation
bereaved relatives and | Bereavement held on people have expressed an interest | evaluation report. Invite
feedback from other 20/03/24. Attended by in joining the bereavement people to the Bereavement
bereaved relatives has | 170 people including collaborative. Peoples feedback will | Collaborative. Roll out Big
indicated that the people who have been inform the new bereavement Conversations across all 5
Health Boards bereaved, public, staff and | model. boroughs May-July 2024.
bereavement offer stakeholders.
needs to be improved.

Dementia Feedback from the 2 workshops will be The objective will be to identify An evaluation and next

Advanced Advanced Care arranged to take place areas of practice already available, | steps will be produced and

Care Planning

planning group has
identified a need to
adapt and improve the
information,
understanding and
skill for Future care
planning in dementia
care.

with representatives from
across agencies in Gwent
who provide care for
people with dementia.

The first workshop will be

on May 14% at Ty Sirigl
Unit, County Hospital.

consider current and future needs
and actions to improve the actions
around ACP.

presented at the Dementia
Hospital steering Group,
EOLC Board and ACP

group.
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Theme Feedback Action Taken Impact Next Steps
Dementia Feedback from the An Alert has been The impact of this alert will be Ongoing review and
Identification Engagement introduced into the monitored through the NAD group | actions at each of the
in Hospital workstream 1, hospitals for input of alert | as well as the Dementia Hospital steering groups as well as
Workstream 4, code 136 on Clinical Steering Group. presentations to the
Hospital Dementia workstation for people Gwent Dementia Board.
Charter as well as the | with a diagnosed dementia
National Audit of diagnosis.
Dementia (NAD) has
identified the need to
identify people with
dementia in hospital,
this will support
identification of
service provision,
person centred care
and patient experience
feedback.
Dementia- Feedback from the A review the Following the scoping of current Evaluated via Workstream
Communication | Community communication pathways practice a template letter will be 1 and 2a and B.
following Engagement events following diagnosis within drafted for consideration by the
Diagnosis at have indicated that the 9 MAS clinics in Gwent | Citizens listeners and the MAS
Memory the current process of | will take place through the | work streams.
Assessment receiving Older Adult Menta Health
Clinics communication MAS managers meeting
following formal and outcomes considered
diagnosis from the in May 2024 group.
MAS (Memory
Assessment Service)
should be reviewed.
Theme Feedback Action Taken Impact Next Steps

Carer reported
that a medic
from the
memory clinic
rang her at
home and
gave the
husband’s
dementia
diagnosis to
the carer over
the telephone

The carer was very distressed as
she was unsure what the
diagnosis meant as she is not
medically trained. The carer said
her husband is early onset
dementia and was unsure why the
medic did not speak directly to
him. The carer felt it was
inappropriate to give the
diagnosis over the telephone and
that it took a further 2 months to
get an explanation about the
diagnosis.

This experience was
shared in the carers
workstream. Sarah
Ball from the OAMH
team was present and
took the details and
forwarded to Patrick
Chance.

Dementia diagnosis
and how it is
communicated to
patients is being
reviewed in the MAS
workstream.

The carer felt distressed
and confused by her
experience. Her husband
felt excluded and is
concerned about his
future and they both
expressed distrust in
health services and
worry about the future.

This feedback has been
given to the memory clinic
and the CD made aware.

Improving how a dementia
diagnosis is communicated
will be reviewed at the
workstreams.

We will continue to engage
with people with lived
experience to learn about
people’s experiences to
ensure that we are
improving our services.
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Theme

Feedback

Action Taken

Impact

Next Steps

Meaningful
engagement
and activities

Following a review of
the Meaningful
Engagement and
Activities in Hospital
programme the
feedback was positive.
Reviews such as the
Community Health
council covid dementia
review highlighted the
need for
improvements in
dementia engagement
in care homes.

An| Improvement of care
funding case was made to NHS
Charities to support the
extension of the hospital
Engagement and activities
programme into these areas as
well as prison health care units.
This bid was successful, and a
steering group has now been
formed to lead on this
implementation programme. 2
staff members have been
recruited for the 18 month
period to support the
programme.

A series of measures will be
considered as part of the
evaluation at 6 monthly
reporting periods.

Evaluated via the
Meaningful Engagement
steering group, reported to
the Workstream 4
Dementia Hospital Charter
Group and NHS Charities.

Care fit for
VIPs

Following the
implementation of the
VIPS toolkit into 15
areas in April 2023
feedback was received
by staff in relation to
support and guidance
for implementing the
toolkit.

It was highlighted that
an ongoing support
group would be
beneficial along with
specific workshops for
each area.
Improvement Cymru
have also provided
some sessions to
complement the core
support in place.

Monthly suppert group via
teams open to all areas.
Workshop facilitated by
Specialist Dementia Practitioner
offered to each of the 15 areas.
A series of sessions provided by
improvement Cymru open to all
15 areas.

An increased uptake of
engagement with the online
toolkit following workshop
sessions.

Improvement cycles
implemented in all areas to
improve the services
provided for people living
with Dementia in hospital
wards.

Feedback sessions for 1
year review for all areas
scheduled for April 2024.

In person visit scheduled
for all areas for April 2024
to capture feedback and
evaluation.

PowerPoint presentation to
evaluate 1 year on
implementation Care fit for
VIPS into 15 ward areas to
be produced and shared.
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Theme

Feedback

Action Taken

Impact

Next Steps

Capacity
Assessments
for people
living with
dementia

Feedback from a carer about
engagement with social workers
in hospital setting at a discharge
meeting. The social worker told
the person living with dementia
that the house he lived in was half
his and that he could leave and go
home at any time. This approach
caused distress to his carer as she
had expressed concerns about her
husband’s safety in the home and
her ability to provide safe care. At
no point was the carer trying to
deny her husband access to his
home. The carer also reported at
a subsequent meeting that the
same social worker also
commented ‘that she wouldn’t
want her husband and child te do
to her what we were trying to do
with my husband i.e., get him in
permanent residential care’.

The discharge home was arranged
even though a carers assessment
was not in place and the home
had not been assessed. The
hospital admissions were because
of falls and dehydration which the
carer raised as concerns when
caring for her husband.

The carer put her
experience in writing
and spoke about it at
a carer's forum. The
carer gave permission
for Sonya Foley to
forward to Joanne
Holbrook in Newport
Social Services who
said she will raise
with the team.

Sonya contacted Tom
Grace regarding
capacity assessment
for advice. This case
was discussed in the
carers workstream
and the hospital
workstream. Social
workers are being
included in both
workstreams to
discuss capacity
assessments and
hospital discharge.

The carer was so
distressed at the initial
meeting that she cried
for the first time in 20
years and then her
vertigo came on her and
she passed out and
banged her head. The
social worker had left
her and her husband
crying in the room as he
thought his wife didn't
want him to come home.
The carer had to arrange
for a friend to collect her
as she couldn’t drive
home and she spent
several hours in A&E.
The carer is keen to
share her experience
and encourage people to
ensure compassion
when giving any
information and to
consider all involved in
the care package. The
carer understood the
legalities around
capacity but given her
own health needs which
were deteriorating, she
was concerned about
caring for her husband.
The carer has cared for
her husband for 5 years
since he was diagnosed
with mixed dementia.

Training and awareness
around dementia for all
working in social services.

Ensuring that carers and
people living with
dementia are provided
with information around
capacity assessments and
the process.

Ensure that at discharge
meetings, carers
assessment have been put
in place.

Ensure all staff are aware
that value judgments must
ever be made about a
patient or their family and
that professional
boundaries should be
maintained at all times.

Bringing these themes to
the workstreams to
improve dementia care
and support.
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Theme

Feedback

Action Taken

Impact

MNext Steps

Collaboration
between
Divisions

(PALS)

Patient contacted PALS
team about being on the
waiting list for procedure
and delays that have
occurred, there was
already a formal
complaint in place and
the patient had received
contact but no update
with reducing the delay.

PALS team found out that
the procedure required
surgeons from 2 different
specialities over two
divisions. There was an
ongoing delay with one
speciality, PALS linked
with the leading division
for support and were able
to work alongside both
divisions to resolve the
delay with the procedure.

The PALS team linked
regularly with the
patient to provide
support whilst the
divisions were working
together to resolve the
delays. The leading
division were able to
arrange a date for the
near future and relayed
this to the patient.
Following the support
from the PALS team and
the early resolution, the
patient has now
withdrawn the formal
complaint.

Patient now has
appointment at the
end of May for
procedure.

Care Closer to
Home

(PALS)

Patient daughter
contacted PALS regarding
her father being in a
hospital some distance
from home, additionally
the daughter was also
caring for her mother
who had recently been
discharged from hospital.

PALS Officer was able to
ascertain that the
gentleman was awaiting a
rehabilitation bed in CCH.
The PALS team liaised
with the relevant hospital
teams and discharge
team to request a bed
when available and
explained the difficulties
the daughter was
experiencing.

The hospital teams
working alongside the
discharge team were
able to secure a bed in
the closest rehabilitation
hospital and the transfer
took place within 48
hours.

The daughter
emailed the PALS
team to thank them
and compliment the
support and actions
taken by the teams
involved. This has
taken a huge
weight off her
shoulders, whilst
providing care for
both parents.
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[l Data is only available to end of Q3
but ABUHB will not achieve the
minimum 25% reduction in
antimicrobial usage in primary care
from the 2013/14 baseline (ABUHB
is the yellow line on the graph,
tracking above the black all-Wales
average).

'l Blaenau Gwent, Torfaen and
Caerphilly remain the highest
prescribing localities in Wales.

[l Audit and feedback cycles have
been completed in 5 high-
prescribing practices, and the audit
undertaken in a 6th, awaiting
feedback. Cycles to be scaled up
from April 2024 when the new
0.4WTE pharmacist is in post.

'] Supervised MPharm project to
investigate use of doxycycline in
high prescribing practices. Learning
to be shared with practices and
reviewed by Antimicrobial Working
Group.
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] Data are only available to the end of Q2 however ABUHB continues to achieve proportion of
antibiotic usage within the WHO ‘Access’ category to >55% of total antibiotic consumption.

Welsh
Government
Targets

Antimicrobial
prescribing:
secondary

] Point Prevalence Survey (PPS) demonstrated an increase in secondary care prescribing rate from
Care 29.5% in November 2022 to 34.3% in November 2023. PPS also demonstrated deficiencies in UTI
diagnosis and management. UTI educational sessions planned for secondary care teams. Weekly
AMS ward rounds continue at the four sites. In 23/24 FY 1263 patients were reviewed and 1782
interventions made to optimise antimicrobial prescribing, including stopping treatment in 15%
patients.

] Completion of antimicrobial stewardship (AMS) audits by medics remains poor. AMS team working
with QPS team to add antimicrobial stewardship audits to assurance dashboards.

1 Quinolone safety checklist launched, which has supported response to MHRA alert in January 2024.
Review of antimicrobial guidelines underway in response to alert.
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Total Numbers of Inpatient Falls February 2022- 2024 April 2024 - Context

400,00
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.,5250,00 RLDatix.

% 200,00
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0,00 total numbers of reported
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L ETE2LSZEoLE8LERTeE2"2808623s8e February 2022-24.

With the information available for Q4 2023-24, 44 patients have experienced more than 2 falls with an

average of 3.6 per patient. Further work is being undertaken to sub categorise the falls incidents aligned to
RLDatix definitions to further enhance the data collection information.

Reported fall incidents in [1 For the given period of analysis, the mean average fall of January 2024 saw the second
Aneurin Bevan University fall incidents is 290. highest value of reported
Health Board (ABUHB). incidents for the period of

[ Following the period August —December 2023 in which analysis whilst February 2024
This data was retrieved from the numbers of falls incidents remained on a steady represents the lowest value for
RLDatix as the information trajectory along the centreline January 2024, saw a rise reported incidents since
source. to a value more closely aligned to the upper control November 2022.

limit. A subsequent decrease in incidents has been seen
in February 2024.
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The data used in this chart has
been retrieved from RLDatix.

As expected, the highest
numbers of falls remain linked
with those ward that are

— populated by our frailer and
older patients.

I P S P R RN PN To Note the Emergency

FFIE LSS Department and Clinical
Medici A
edeme Support Services do not hold a

Primary Care & Community e Scheduled and Critical Care bed base

Falls

D ata All data is available to

ward level for review
and discussion.

by Any areas of concern
- - - are flagged to QPS
Division

Improvement and
Development Managers
for investigation.

Falls with fractures are
presented at the weekly
Executive Huddle.
These discussions are
informed by a weekly
data review.
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Data Sharing What the chart tells us

The information provided
represents that per
Division for the total
numbers of inpatients falls
for the period March 2022
to February 2024.

Key Variations per Division

Scheduled and Critical Care
[J Peak value see in August (51) with a constant trend to January 2024. However,
February has seen incident numbers decrease significantly to 17.

Clinical Support Services
[J 3 incidents of falls were recorded for inpatients attending for diagnostics in
February 2024.

Mental Health & Learning Disabilities

[1 Peak value seen in September and October 2203 (49 & 44 respectively) a with
significant decrease was seen in November(26). Values beyond this time have
been represented by a steady trajectory.

Primary Care and Community

For the period of analysis, the Division saw a rise in falls reported incidents in
January 2024 (86) to its highest value since July. This has been followed by a
decline in incidents by >50% in February 2024 (40).

Medicine
[J Peak value seen in January 2024 (186) with a downwards trajectory into
February (161).
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Inpatient Falls per 1000 OBDs
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by
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The information provided represents Inpatients Falls per 1000 Occupied Bed
Days (OBD’s) per Division for the period March 2022 to February 2024.

For 2023 three out of five Divisions saw a value aligned to or below the National
Average of 6.6.

January 2024 has seen a rise to a value of 8 with a subsequent decline in
February to 6.8.

This trend appears to correlate with corresponding peaks in falls incidents
across several Divisions.
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5

April 2024 - Context

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

It is important to consider

these values in the context of

numbers of patients in hospital
/ within a given service.

For note a value for Urgent
Care is no longer calculated as

> P P PP > this previously represented a

Q ’b'(\ s\éo

Division which has been subject
to change and does not hold a
bed base.

What the chart tells us Key Variations

Scheduled Care OBD’s

[J The Division has seen a figure of 2.4 for
the month of February following a
continued downwards trajectory from
August 2023. This value is 36% lower
than the National Average

Families and Therapies OBD

[l Although the available data
demonstrates a significant peak for the
Division in February placed in context
this represents a low number of falls
relating to a small bed base.
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Severity of Harm
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April 2024 - Context

The data represents the collective
information for ABUHB and refers
to the severity of reported falls
incidents for the period February
2022- March 2024.

The severity data is reflective of the
identified level of harm recorded at
the time of reporting and may be
subject to change following
investigation.

Reported fall incidents in
Aneurin Bevan University

Health Board (ABUHB).

This data was retrieved
from RLDatix as the
information source.

Of the total numbers of falls incidents reported
for which the the severity of harm is
categorised for the given period is 7916. Of
this figure the following is identified.

0 89% No or low harm
0 10% - Moderate harm
0 0.9% Severe harm
[1 0.1% Catastrophic

For 2024 to date no incidents were
reported as catastrophic at the
time compiling this report with no
change post investigation.

99/517



Medication
Safety

Group
(MSG)

88/120

140 — Medication Incidents by Severity Post Investigation and Division Q4 2023-24
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F&T Mental Health & Primary Care &  Scheduled Surgical Medicine Urgent Care
Learning Disabilities Community Division & Critical Care

HENone Low M Moderate M Severe

Q1 Q2 Q3 Q4

Total

Severe

'] Data for Q4 was scrutinised in terms of type of
incidents, themes and areas of concern.

"] Total 448 incident reported January to March
2023. Total 306 incidents reviewed and
investigated.

Reporters View on Levels of Harm

Focused Outcomes

"] Continue to deliver on the corporate action plan
for anticoagulant incident review e.g., pharmacy
intervention report, thematic review, SOP update.
Support DICE with teaching session on insulin/
VRIII in areas requiring support e.g., ED.
Develop and issue an Internal Alert on
Desmopressin following a trend of missed doses
of this critical medication.
Continue to support Mental Health and Neurology
to deliver on the Sodium Valproate action plan as
per MHRA.
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Medication administration incidents by Sub-
Category of Prescribing Incidents and
Reporter’s View on Harm Q4 2023-24

Medication administration incidents by Category
and Reporter’s View on harm Q4 2023-24

Medication prescribing [l
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Anticoagulation Incidents (Sept 23 - Feb
24) based on Division and Reports View

on Harm
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Anticoagulation Workstream

] Workshop held with primary care pharmacists who had raised concerns about patients discharging
on DOACS from acute admission units across the Health Board.
] Pharmacy Intervention data collection for all issues identified with all anticoagulation to support a

thematic review.

] All Datix reports for 12 month period pulled and analysed for themes and trends
] Bow-Tie model used in conjunction with the Yorkshire Contributory Factor Framework to determine

key issues and potential resolution.

] Examples of good practice across Wales scoped - education pack and competencies developed for
Pharmacy Technicians at Cwm Taf to be considered for roll out at ABUHB
] Feedback to the MDT group with discussion on how the action plan is progressing and agree new

actions.
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Issue

Anticoagulation
incidents consistent
and high-risk
potential

Insulin incidents
consistently reported

Desmopressin -
multiple incidents of
missed doses of this
critical medication

Cause

Multifactorial as per
thematic review

Multifactorial, but
lack of knowledge/
confidence a strong
theme.

Lack of knowledge
about drug and risks
of omitted doses.

Remedial Action

As per corporate action
plan

Continue to support DICE
to identify areas requiring
Insulin education.

Internal Alert - pending
sign off

When
MSG July 2024
MSG Ongoing
MSG April 2024
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RAMI
(Risk

adjusted
mortality
Index)
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Blue - ABUHB

GUH opens
NOV 2020

Feb 2024 RAMI is 107

Currently

performing
2nd of 6
within All
Wales peer

group
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Mortality Rate

Whilst the Health
Board RAMI has
varied significantly,
the crude mortality
and mortality rate
are flat and
consistent.

This emphasises
the need for an
individual mortality
report to
undertake deep
dives in high
mortality
specialties.
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Actions
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Understanding
mortality data
and how we
implement
learning from
mortality

Reliability of
mortality data

Clinical coding

Mortality Data
and Clinical
Outcomes

There is a need to understand what is Mortality report available for this PQSOC.
reported to PQSOC and to Board for Learning from Death Framework under
mortality. development and progressing to first draft.

This will include learning from the Medical
England produce a Learning from Death Examiner service and the mortality review
framework which enables a standardised screening panel. We are reviewing our end to
mortality report. end mortality process.

Consistency of mortality reporting and Mortality report available for this PQSOC,

data. proposing a framework for reporting mortality
indicators. This describes the approach: Tier 1
— Health Board level, Tier 2 — Divisional level
and Tier 3 Directorate level. The QOF
currently reports crude mortality. We are part
of the All Wales Mortality review group
working to standardise reporting of mortality.

The national target for clinical code is Work with coding team to improve coding rate
95% coding completion one month post and depth and understand the variation in
episode discharge. We are currently RAMI compared to the consistent and flat
coding at 80% because of increasing mortality rate over time.

activity.

Developing a governance process around QPS Team and Information Manager currently
mortality outliers drafting a Standard Operating Procedure for
Mortality Outliers and investigation.

Develop process for when to undertake a Develop a deep dive SOP to allow scrutiny of

review of case notes notes for review. This will help to interrogate
the notes assessing for accuracy of coding and
clinicians input for learning from deaths. This
will include processes e.g. for MHLD deaths
and suicide.

Mortality indicators not avaible to all Once mortality indicators are agreed, the team
will develop as a QLIK app to provide instant
access to data.

Medical
Director’s QPS
team

QPS Team and
Information
Manager

QPS Team,
DDT team and
Information
Manager

Information
Manager, DDT
and QPS Team

gomg

Ongoing

Ongoing

On-
going
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Following the COVID-19 Pandemic, the Health board reported increased
numbers of unstageable and grade 3&4 Health Acquired Pressure Ulcers
(HAPU's). Divisions report data via the HAPU Steering Group and the Quality
and Patient Safety Operational Group.

The Director of Nursing requested a new focus on reduction and prevention
of HAPU's within ABUHB to meet the Welsh Government standard of 0%
avoidable Health Acquired Pressure Ulcers. With the success of the previous
pressure ulcer prevention and reduction collaborative in July 2018, the
Pressure Ulcer Faculty 2023 has been developed, led by the Nursing
Directorate and Senior Nurses from Medicine, Unscheduled Care, Urgent

INntroduction Care and Community Care nursing; with support from ABCi.
and Aims

Pressure
Ulcer Faculty

Aim of the Faculty
= Reduce HAPU incidences by 25% of baseline within 4 months from the
commencement of the faculty.

= Eradicate incidence of grade 3 & 4 avoidable HAPUs 4 months from the
commencement of the faculty.
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Data
m [OYAN
Pressure

Ulcer
INncidents
by Division
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Pressure
Ulcer
Faculty

Alms and
Progress

97/120

Downward trend noted from January to April 2024

TVNs to develop a pre-recorded PowerPoint teaching
package

PANDO APP to be used to support timely wound review and
timely treatment

PDSA Cycle in progress to support test for change across all
sites within ABUHB

PDSA cycle to be agreed at faculty meeting February 2024
SharePoint file set up to share all resources

Sharing of developed Posters across Divisions

Driver diagram updated

Pressure Ulcer Pilot commenced February 2024

Next steps evaluate data collected at April meeting so signs
of improvement
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» Quality Strategy and Patient Experience and Involvement Strategy being fully
implemented.

QOF report with be presented quarterly, to align with IMTP dates.

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

» Working with planning and data, digital and technology to refine QOF for 2024/25.

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

» Reviewing QPSOG and establishing a forum for learning.

Qua"ty Strategy Inclu_ding membership a_mgl purpose of the Group and develc_)ping a Ii_stening and
learning framework. This included the development of a learning repository.

Implementation
Plan

» Safe Care Collaborative ongoing and moving inhouse.

Quality pillars as defined in the . .
Quality Strategy: 6 Pillars of Quality

These ‘pillars of quality’ run through our
organisation, ensuring that we deliver
the highest standards of care under
these domains. Providing data in these
Pillars of Quality will review our Patient and

staff

performance. o

and stories

jcm|

Complaints, Health, Infection Safeguarding
Concerns Safety and Control and
and Security Prevention
Compliments
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» Quality narrative report produced for In Committee Board and
Public Board.

» Refining data capture to ensure narrative and learning is
captured.

» Learning forum in its infancy and ToR being updated, will align
to pillars of quality and will map to Six domains of quality

QU al Ity (STEEEP).
Strategy = QPS resource under OCP.
Update = Safety first - a redesigned approach to incidents, serious incident
management learning and decision making.
= QI refresh - mapping of QI expertise in the organisation,
identifying Quality champions. Internal improvement

collaborative held on Deteriorating Patients in November,
discussion on creating capacity and develop capability.

» Plan for engagement with ward-based teams and clinical areas to
consider local collection of quality data.
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L

Redeployment 1 x staff member HR paper to Execs/WG. Head of COVID-19 30 April
not yet redeployed. FTC extended to 30 April Investigation 2024
Challenge due to Team/HR.
. 2024.
registrant status.
Line manager assessing
alternative placement
options.
COV I D— 19 Staff Member seeking
- - employment
Investigations
P rog ramme Residual NNCP  Team disbanded. Enquiries directed to PTR Head of COVID- 30 June
_ Enquiries Team. 19 Investigation 2024
R|SkS Managed Head of COVID-19  Team.
Investigation Team
Live wave case Out of scope of the Data triangulation Head of COVID- 30 April
reviews in line  NNCP framework. undertaken. 19 Investigation 2024
with Duty of Team.

Assessment of potential
workload in progress. Report
to be submitted.

Candour.
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Section 25E (2b) Impact on care due to not maintaining the nurse staffing levels in adult acute medical/surgical and paediatric inpatients wards

Incidents of Total number Number of Total number of incidents/ complaints Number of incidents/ Number of
patient harm with of incidents/ closed not closed and to be reported on/during . incidents/complaints where
reference to complaints - incidents/com the next reporting period complaints when the nurse failure to maintain the nurse
quality indicators 1st Jan-31st plaints — 1st staffing level (planned roster) staffing level
and any March 2024 Jan-31st - was not maintained
complaints about March 2024 (planned roster) was
care provided by considered to have been a
AUSES contributing factor
Hospital acquired 14 -grade, 7 Of 14 are 7 of 14 remain Open 0 of the 7 closed 0
ressure damage 3,4& closed. . . .
-
unstageable 's sti
N u rs I n gD Plus 5 SDTI to be SHal SRS e 2 NSLWA report/
(Not Unavoidable 1 HAPU's still open from Sep 23
reported to
— WG) 3 HAPU's still open from May/June
affing z
Falls resulting in 0 level 5 8 of 12 4 1 (0]
serious harm or Catastrophic
I ee I S death (i.e. level 4 P 2/8 closed In addition, there are: *Only incidents closed as
and 5 incidents) 12 falls with as 1 injurious falls still open from Oct Moderate harm or above
head injury moderate will be reported in future
Wa I eS or fracture harm 23 NLWA report i.e. injurious
2 injurious falls still open from harm not caused by an
G liee July/August 23 act or omission of the
been closed Health Board will NOT be
as Low or 3 Injurious falls still open from May reported.
C no harm) & June 23
Medication errors 0 0 0 (0] (0]
never events
Any complaints 20 0 of 20 20 Not Known at this time Not known at this time
about nursing care . .
73 complaints remain open from
April 23-end of March 24- not
known how many are wholly or
partially to do with nursing.
Infiltration/ 0 0 0 0 0
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Cause Remedial Actions Who When

Complaints have been 1). In Complaints Education of PTR Divisional Nurses April 2024
loI=Te AW iip (eI M s RS ENjila[e M feedback, PTR teams are  teams/divisional hubs and

NG HONS e R - M not always initiating the senior nurses. Nurse Staffing Programme

drop-down box “is this Lead
complaint wholly or
part|_all§{, D EO LD Recent changes in DATIX
nursing-. have made the staffing Act
2). Senior nurses are not ~ Questions mandatory.
always assigned as 10
even though Nursing input
is required- if this is the
case the senior nurses do
- not have access to the
N u rSI n g complaint.
= Delay of closure of some waiting for presentation Ward managers to be Divisional Nurses April 2024
DATIX relating to injurious RUeRzEURRETRE] reminded to close DATIX )
Sta ffl n g falls timely following Senior Nurses
presentation to Falls Panel
ATl [ o E1le Ris IR The introduction of the Ward managers and senior Datix Team April 23 and ongoing.
Wal eS be a reduction in Duty of Candour has nurses have received
reportable incidents highlighted that previous training/education on QPS teams
of(Moderate harm or Datix were closed on closing investigations
Act 2 0 1 6 above in future NSLWA actual harm rather than timely and accurately.
reports harm caused by an action
or omission of the Health
I Board. We are now seeing
I Datix being closed
correctly according to
level of harm caused by
the organisation and not
on the injury sustained.
There are pockets Divisions to speak to Divisional leads to support Senior nurses, Divisional January 2023 ongoing.
where root cause senior nurses to RCA’s leads.

analyses of pressure understand barriers to
areas are delayed timely investigations
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Stroke Reconfiguration

Ward recalculations

Centralisation of Stroke rehabilitation to YYF -5 wards affected:

1 CBE RGH Stroke Rehab - Closed. (Staff will merge with D6E COTE and move location to
D5W.

|
N u rSI ng 1 Oakdale Ward YYF (previously Bedwas) - Repurposed from COTE to 30 bedded Stroke
Rehab Ward. Outcome- High RN vacancies- change to Core Care Model (Cost neutral)

| |
Staffl ng benefits of band 4 AP & WA. Roster template - LD 37174, N 2/4. Establishment

40.68 including WM.

Leve I S 1 Bargoed Ward YYF = Repurposed from a shared Stroke Rehab/COTE Ward to 30 bedded
Stroke Rehab. Outcome- Core Care model already in place and works well. No change to

Wal eS current roster template- LD 3/1/4, N 2/4. Establishment 40.68 Including WM.
A t 20 1 6 (]  EFU YYF (previously (Oakdale ward) Repurposed from shared EFU and COTE to a 28
C bedded EFU. Outcome- Current roster template works well- No changes to current

template. LD 474, N 2/4 Establishment 40.68 including WM.

7 Ward 3.4 NHH - Repurposed from a 24 bedded Stroke Rehab ward to 24 bedded COTE
ward with capacity to surge to 28 beds. Outcome- Core care Model already in place — No
change to current template with a view to review need for extra HCSW by night in the
Spring re-calculations. LD 3/1/4, N 2/3. Establishment 37.90 including WM.
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Compliance

A
20 Deadline

Action to achieve compliance

PSAO08 NG Tube
misplacement: continuing risk
of death & severe harm
Compliance deadline:
30/11/2017, updated to

AI I Wal eS 2970972023

Safe use of NG tubes remains on on-going concern,
however ABUHB has now declared compliance with
29-Sep-23 this alert. This will report through the Nutrition and Compliant
Hydration Group and the QPS Clinical Audit team
will be undertaking an audit in due course.

- PSA016 Potential risk of Work underway. The ABUHB policy for AKI and
P atl e n t underdosing with calcium 15-Dec-23 treatment of hyperkalaemia has been revised, Compliant
gluconate in severe approved by CSPG and added to intranet. ABUHB P

Safety hyperkalaemia declared compliance with this in Jan 24.
SO I Utl O n S = PENEE S TEMPEm Project led by Peggy Edwards. Health Board

[ESNEISEIIEN S AT el 29-Sep-23 working group and meeting every 8 weeks to In-progress

Unknown or Unidentified . . .
Patients progress. Work is still on-going.

CO m p I i an Ce Organisations to prepare for new regulatory

measures for oversight of prescribing to new

NatPSA 2023 013 Valproate- patients and existing female patients.
tatus Compliance deadline: 31-01-24 This is being progressed within neurology and MHLD In-progress
3170172024 and a gap analysis and SBAR of outstanding actions

needed to comply is being developed. Risks are
being escalated within the Division.

PSAO017 ldentified Safety Risks This PSA being led by Peggy Edwards.

with the Euroking Maternity Important to note the Health Board does not use

System. 28-06-24 this system. However, all organisations need to In-progress
Compliance deadline: review actions 5 and 6, therefore the focus is on

28/06/2024 these actions and in progress.
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Organisational Update: Stage-Action Period 8 Team Update:
e Learning Session 5, March 20th- Face to Face Learning * Project Outcomes - potential to generate Safety
Session held at the ICC with a focus on building Learning Culture outcomes for all teams
. e Storyboards - Updated for Learning session 5
Systems. Teams presented storyboards of their work.

) ] ) e Ward CO -Up until the end of March, there hasn't
e SCC Close - Final Celebration event being held on 14t May 2024 e @ ST ATTEst for 23 dhys, N Sres @

e ABUHB Deteriorating Patients Collaborative - planning visual management, screen accessible for full MDT
phase at handover between shifts.

e ABUHB Deteriorating Patients Collaborative - Local day in * Monmouthshire - Reduction in Package of Care
February & April was cancelled due to Industrial Action. hours for medically optimised patients. Sustained

reduction in median LOS. Deep dive identifying
ALOS increase due to inability to discharge outlying
patients

e AMU - Implemented 4 hourly observations. Will be

e |eadership programme of work - schedule of executive Safety
Walkarounds Programme set up until March 2024.
e Quality Outcomes Framework- Working to refine QOF in

conjunction with Public Health. Quarter 3 report completed testing visual management of Careflow data.
reported to the executive team. Information team to develop a Stickers being used in medical notes to highlight
Safe Care Qlik dashboard based on ‘Making Data Count’ format already used outcome of board round discussions
e OT Early Intervention - 30-60 minute saving for
- for the ABUHB Performance Dashboard
( O I Iabo ratlve e QI Skills Development- Improvement in Practice training with eachh pa:e”tfd“”ngf3 mor:h te'dephone S
. rather than face to face adopted as common
Improvement Cymru for staff from Primary Care, Mental Health practice. Testing memory Sfrategy M
and Collaborative work has been completed. Quality Coach SrovsET @ TS el
training completed in March with additional 9 coaches e Theatres - Improvement Advisor in post, scoping
J an — I\/I ar 2024 e OCP - QPS & QI Teams to Nursing Directorate — QPS staff work to reduce Never Events. Testing Safety Culture
moved over, focus now on integrating QI Unit survey as part of Human Factors. Q Exchange
e Improvement Advisor — Theatres scoping and initiating work funding bid submitted to Q Community.
Score IHI - Stage of Project Scoring

0.5 |Intent to participate
1.0 [Forming team
Acute Ward CO (ENT surgical ward) at GUH 3.5 1.5 |Project plan begun
2 Activity but no changes
2.5 |Changes tested but no improvement
Ambulatory  North Monmouthshire Integrated Team 3.5 3 Modest improvement

Medical Assessment Unit at GUH 2.5

Theatres - Human Factors 1

3.5 [Improvement

3 4 | Significant improvement
4.5 |[Sustainable improvement
105/120 Leadership Executives, Leaders for Safety, Faculty 3.5 5.0 |[Outstanding sustainable improvementl 17/517

Community  OT/MH Early Intervention for Cognitive
Impairment Team




[1“Quality improvement is about giving the people closest to issues affecting care quality
the time, permission, skills and resources they need to solve them. It involves a
systematic and coordinated approach to solving a problem using specific methods and
tools with the aim of bringing about a measurable improvement.”[]

[1 Organisational QI Capability is "“the organisational ability to intentionally and
systematically use improvement approaches, methods and practices, to
change processes and products/services to generate improved performance”.[]

] Quality Improvement forms part of the ABUHB Quality Strategy. Our plan is to grow
_ and mature our organisational capability for Quality Improvement (QIl), by building
Qua“ty capacity, conditions and connections which will enable staff to use QI methodology

for solving complex problems, and in so doing provide a consistent approach to testing

I mprOvement change ideas, learning and informing our decisions.

Direction
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Quality
Improvement

Next Steps
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Our QI strategy is to build:

Capacity for QI - knowledge,

skills, experience

] QI Coaches integrated into
divisions

1 QI Knowledge and Skills
Development Framework

Conditions for QI — Enablers

for QI

1 Clinicians as QI Leaders

] Data systems supporting QI

1 Resources to support teams
working to improve services

] Patient involvement in QI

[ Human Factors and Safety
Culture

Connections for QI - QI

Networks sharing learning

] QI Networks, both internal and
external

[] Strategic Partners

] Safe Care
Partnership/Collaborative

1 QI Collaboration

Progress - Integrating QI Coaches

QI / Quality Coach development programme

1 Skills Development Framework in progress

1 Working with Improvement Cymru to support
QI training

] Completed new Quality Coach Training pilot in
March

1 PocEd QI and PocEd Measurement sessions
dates set for 2024

Spread & Scale Academy - Quality Coaching

1 ABCi, AMD for QI, Head of QPS, Asst Head pt
Safety attended Spread and Scale Academy -
project to increase QI Coaching Capacity within
ABUHB

] AIM - to unleash NHS Staff agency to deliver
the safe & high quality care, that they and their
patients need, through 1,000,000 minutes of
improvement coaching over the next four years
— 300 Quality Coaches in 4 years

— Coaching half a day per month
— Coaching 3 teams per month
1 90 day plan in progress to initiate work
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» GUH/RGH/NHH and YYF now live (40 wards across four sites).
» Returning to RGH to implement in the community wards (STW)
» V2.4 due 10 April 2024

Welsh
Nursing

Care It remains a significant challenge especially with night staff who are not available during the day to engage with

R e CO rd the access process

NB Agency staff are provided with temp Nadex so part of distinct users numbers

3000
2500
2000
1500

1000
* IIIII||I|||||||||||||
I-I

nov-22 des-22 jan-23 feb-23 mar-23 apr-23 mai-23 jun-23 jul-23 aug-23 sep-23 okt-23 nov-23 des-23 jan-24 feb-24

o

o

HDistinct Users B Temp Users
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Welsh
Nursing

Care
Record
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Delay in getting a WNCR
record started on one
ward (one ward resolved)
remains an issue

Dual running across the
health board of paper and
digital system

Not currently providing
qualitative data to ward
managers

Duplication of recording
nursing information

CNIO availability to
support further roll out

Night staff / Bank / HCSW
Nadex access

Lack of WPAS skills means
that WNCR patient lists
are not always correct and
digital records cannot be
started

One ward 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

Dashboard output from
data warehouse not yet
available

Not all information
requirements on WNCR.
Impression all data
needed on TCAB

CNIO also Clinical Safety
Officer for health board

Lack of use of Nadex
accounts users do not
have active accounts
when ward areas go live

WPAS is updated by RPA
and there are exceptions
which require manual
intervention

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 - prototype now
available and will be tested

Request for change process
for WNCR

Review of what data items
recorded in multiple areas
e.g. observations

Planning and prioritisation of
CSO activity

Ward managers processing
accounts

Engagement with Bank to
ensure access

Out of hours support from
Service desk

Improvement programme
started to reduce known
exceptions

» Training has been provided to CNIO / Asap -

Business ongoing
change lead

DHCW Q1
CNIO Q1
Digitisation Q2
Nursing

Documents

Group

Directors of Q3
Digital

Directors of Ongoing
Digital / Ward

Managers

RPA team / Ongoing
WPAS team
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SCP Compliance: January and February 2024

SCP compliance January ‘24
58.8% compliance was 58.8%

which was as predicted.

56.2%0

February ‘24
compliance was 56.2%,
which was also

Ca n Ce r — predicted.

62 Day

P e rfo r m an Ce T FOA Compliance
6 Mv\""-\ ’ - -‘—‘“u‘\"-n 1 4 d I'
. 53.5% ay compliance
~— has deteriorated in
| both January and
February as a result
48.4% .
of reduced capacity.
o 81/84/2823 81/05/2023 081/86/2823 81/87/2023 81/88/2623 81/89/2023 81/16/2623 81/11/2823 81/12/2023 81/81/20824
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Reducing the active patients waiting over 62 and 104 days remains the
priority laid out at the March 2023 ministerial cancer summit.

[J SCP backlog January: 323
[1 SCP backlog February: 279

[J SCP 104 day backlog January: 113
[J SCP 104 day backlog February: 85
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'] January 24 - 3769
"] February 24 - 3552
'] March 24 - 3387

Demand has levelled off but remains high.
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Significant delays to
FOA for suspected
gynae-oncology
patients.

Cancer pathways not
meeting 62 day SCP
compliance (exception
is skin)

Significant loss of
Endoscopy capacity in
January, February and
March

Loss of breast OPA
capacity

Junior doctor industrial
action during Q4
2023/24.

Consultant backfill/WLI
payment rates dispute
resulting in loss of
capacity

Referral demand remains
high.

Lack of sufficient timely
access to diagnostic
capacity

Junior doctor industrial
action during Q4
2023/24.

Backfill/WLI payment
disputes resulting in loss
of activity

Breast Unit opened in
YYF in February 2024.

Introduction of new one
stop model for patients
to have all diagnostic
tests at one visit. Loss
of capacity as the new
model embeds.

Directorate continues to explore Division Anticipate
solutions Management evidence of
staff improvement
during Q1
2024/25
Planned Improvement Task and Macmillan Progress will
Finish groups have been attended National be ongoing.
by all disciplines involved in Optimal .
urology, gynae and H&N pathways. Pathway Antlupate
Lower GI group will meet for the Manager !ncremental
first time in May 2024. L (R EE
Divisional by the end of
The programme of work makes use  General Q2 2024/25
of the learning from Toyota training Managers
and inclusion of National Optimal
Pathway mapping against
milestones.
Services will mitigate as much loss Divisional End of Q4
as possible during IA. General 2023/24
Managers &
Clinical
Directors
Service plan to limit capacity loss by Directorate Q1 2024/25
providing additional clinics post Manager

move as appropriate
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Flow Centre

[]

[]

Step Across to
Community[!
Dooooogod
gooogogdo
godod o

WAST Pre-
Streaming [ [
Jooooognn
Ooodd

PC Pre-Streaming!(]
gooogogdo
Dooododogd
Jooooognn
Jooooognn
Oodof
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SDEC GUH at a Glance 8/8/22 -3/04/24

SDEC Throughput by Time in Ward

4. 6808

3.856

Progress Summary:

8833 : :
- [1 Average daily patient throughput up to 33
10_855 Averz_age 33 patients 1 Surgical model working very well, great feedback
Patients Patients Discharged from Primary Care
seen per day Same Day 0 Med!cal Model GP referral process now in place
0 [1 Medical referrals have stabilized to around 30 per
(82%) week,
[] Reviewing pathways for direct referral from ED/MAU
to SDEC
Median [l Flow Centre added an SDEC advice line for Primary
time 3:55 1887 Care and WAST
) Admissions [l Reviewing process for next returning patients from
ED
[1 Reviewing links with frailty Ambulatory care strategy

hours
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Alternatives to Admission

Data Updates & Forecasting:

1 GUH SDEC has been seeing around 20-40
patients/day

1 YYF SDEC has been slightly higher than
normal between 8 and 18/day recently
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GUH ED Activity
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Data Updates & Forecasting:

] Around 12 patients a day waiting over 4 hours for
ambulance handovers at GUH, although this has
reduced in the past few days after a period of high
variability.

1 Around 47 patients a day spending over 12 hours
in ED

118/120 130/517


https://www.sfn03.com/sfn_ABUHB?ct=s&s=EMA.F.7A6G9.%25&m=EMA.ET.A.AEatte.%25&mp=91_DAYS

Urgent &

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

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

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

O

Ooooog

Increased activity

Vacancies

Implementation of
different models of care

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

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

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

Demand & Capacity modelling completed

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

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

Recruitments drives for Registered Nurses and HCSWs
Student streamlining

Recruitment of internationally trained nurses

Robust sickness management

Practice Educators working clinically alongside junior
staffing

Senior Nurse Point of Contact (POC)

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

Progress alternative roles

Red Line (24/4) in place from 15 May 2023 to support
ambulance offloads and long waits in ED (Now 24/2)
Escalation plan in place to support movement of
patients

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

Full Capacity Protocol (FCP) in place

Expansion of ED Main Wait in progress with anticipated

completion date of January 2025.

SDEC in GUH open. Predominantly scheduled care
utilising but medicine usage increasing along with
other pathways such as ED direct referrals and WAST
direct access

Acute Release Area (ARA) commissioned from 8
January 2024 which can support 6 patients outside of
ED to facilitate timely handover of ambulances. This

portacabin is now being decommissioned and removed

with work starting 15 April 2024

General
Manager /
Divisional
Director /
Divisional
Management
Team

Divisional Nurse
/ Divisional
Management
Team

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

Ongoing

Ongoing

Ongoing
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CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING
DYDDIAD Y CYFARFOD: 30 April 2024
DATE OF MEETING:
CYFARFOD O: Patient Quality, Safety and Outcomes
MEETING OF: Committee
TEITL YR ADRODDIAD: Listening and Learning Framework

TITLE OF REPORT:

CYFARWYDDWR ARWEINIOL: | Jennifer Winslade, Executive Director of
LEAD DIRECTOR: Nursing

Leeanne Lewis, Assistant Director for Quality &
Patient Safety

Tracey Partridge-Wilson, Deputy Director of
Nursing

SWYDDOG ADRODD:
REPORTING OFFICER:

Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Ar Gyfer Penderfyniad/For Decision

ADRODDIAD SCAA
SBAR REPORT

Sefvllfa / Situation

This framework demonstrates how learning will be identified, triangulated,
disseminated, and implemented into practice, to facilitate and embed a culture of
appreciative enquiry, continuous improvement in health care services.

This framework will compliment and build on divisional and directorate assurance
arrangements by adding a strategic approach to support the Health Board to learn
lessons from a range of internal and external sources. This will form part of our
learning repository, which will allow us to collate, store and utilise this learning,
enabling us to share knowledge, shape change, embrace innovation, implement
quality improvement and create opportunities to develop excellence in practice.

Cefndir / Background

Aneurin Bevan University Health Board recognises that organisational learning
plays a vital role in the continuous improvement and development of healthcare
organisations. Creating a culture of learning within the NHS is crucial for
organisational improvement. It ensures positive experiences for patients and the
delivery of person-centred, high-quality services, whilst supporting staff
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wellbeing. The Health Board is committed to promoting a culture which values,
facilitates, and embeds learning and in which the lessons learned are used to
improve the quality of patient care, safety, quality and experience.

Within the Health Board our commitment to learning is evident within both the
Quality Strategy and Patient and Involvement Strategy. With set ambitions to
develop a process and framework through which we will learn from patient safety
incidents, audit, review and feedback from our patient, relatives, cares, staff, and
communities.

The NHS Wales Duty of Quality Statutory Guidance and Health and Care Quality
Standards published in April 2023 recognise our healthcare system creates the
conditions and capacity for an organisation and system-wide approach to
continuous learning, quality management and quality improvement and
innovation. Learning is seen as one of the six quality enablers in the new Health
and Care Quality Standards. This supports the existing Putting Things Right
Regulations (2011) which are currently undergoing a comprehensive review.

Asesiad / Assessment

This framework is intended to support staff and enable the Health Board to become
a Listening and Learning Organisation. The following principles will underpin the
framework to consistently review our practice through the lens of Quality, Patient
Safety and Experience:

1 Develop and embed a culture of continuous learning and improvement
across the Health Board, identifying opportunities to seek feedback, draw
on good practice, understand and minimise the risk of poor practice or
duplication.

1 Supporting staff to be open about mistakes which allows valuable lessons to
be learnt so the risk of errors reoccurring can be minimised. The learning
environment must support all staff to raise and respond to concerns about
patient safety.

1 Stakeholders such as Patients, Carers, Clinical Teams, Clinical Educators,
Workforce and Organisational Development, Equality leads, Clinical Audit,
Quality Improvement Teams and our external stakeholder partners will be
key investors in building knowledge and learning.

1 Divisions take ownership and responsibility for disseminating learning to all
their employees, colleagues, using appropriate methodologies and evidence
that this has been implemented appropriately.

1 Staff should be fully involved in learning activities and be invited to
contribute their perspectives within a positive learning environment that
fosters a safe space for learning.
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1 Improvement is sustained through monitoring, and learning makes a real
impact on Quality Patient Safety, Experience, and Outcomes. Sustained
improvement is evidenced through review and monitoring.

1 Through the creation of People Participation Panels and our ongoing
engagement, people who use our services, and our communities, are
informed and fully engaged with Health Board service improvement and are
encouraged and supported to contribute to our continuous learning
processes.

1 The Health Board will share its learning with other organisations in the
interests of national and global improvements to quality and safety of
healthcare.

The Health Board is committed to engaging our patients, service users, families, and
carers in identifying what the learning should be. Creating an environment where
people feel comfortable and have opportunities to ask questions, ask for feedback,
be respectfully critical, and suggest ideas is vital.

The framework provides roles and responsibilities within the framework and details
our systemic approach to learning, ensuring learning is continually captured within

an accessible Learning Repository and builds an Organisational Memory.

Argymhelliad / Recommendation

The Committee is requested to APPROVE the development of a Listening and
Learning Framework.
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Amcanion: (rhaid cwblhau)

Objectives: (must be completed)

Cyfeirnod Cofrestr Risg Datix a
Sgor Cyfredol:

Datix Risk Register Reference
and Score:

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

3.3 Quality Improvement, Research and
Innovation

3.1 Safe and Clinically Effective Care

6.3 Listening and Learning from Feedback
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Getting it right for children and young adults

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

Improve patient experience by ensuring services
are sensitive to the needs of all and prioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Improve patient experience by ensuring services
are sensitive to the needs of all and prioritise
areas where evidence shows take up of services
is lower or outcomes are worse

Choose an item.

Choose an item.

Ar sail tystiolaeth:
Evidence Base:

Gwybodaeth Ychwanegol:
Further Information:

Rhestr Termau:
Glossary of Terms:

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y

Cyfarfod Bwrdd lechyd Prifysgol:

Parties / Committees consulted

prior to University Health Board:
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https://abuhb.nhs.wales/files/key-documents/integrated-medium-term-plan-imtp/imtp-2022-2025-finalpdf/
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Effaith: (rhaid cwblhau)

Impact: (must be completed)

Is EIA Required and included with this paper

Asesiad Effaith
Cydraddoldeb

Equality Impact
Assessment (EIA) completed

Choose an item.

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/

Collaboration - Acting in collaboration with any
other person (or different parts of the body itself)
that could help the body to meet its well-being
objectives

Prevention - How acting to prevent problems
occurring or getting worse may help public bodies
meet their objectives
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Aneurin Bevan University Health Board recognises that
organisational learning plays a vital role in the continuous
improvement and development of healthcare organisations.

Quote

Creating a culture of learning within the NHS is crucial for e
organisational improvement. It ensures positive experiences The NH5 should continually and
for patients and the delivery of person-centred, high-quality forever reduce patient harm by
services, whilst supporting staff wellbeing. The Health Board is wholeheartedly embracing an
committed to promoting a culture which values, facilitates, and ethic of learning.”
embeds learning and in which the lessons learned are used to — Don Berwick -

improve the quality of patient care, safety, quality and
experience.

Within the Health Board our commitment to learning is evident within both the Quality
Strategy and Patient and Involvement Strategy. With set ambitions to develop a process and
framework through which we will learn from patient safety incidents, audit, review and
feedback from our patient, relatives, cares, staff, and communities.

This framework demonstrates how learning will be identified, triangulated, disseminated, and
implemented into practice, to facilitate and embed a culture of appreciative enquiry,
continuous improvement in health care services.

This framework will compliment and build on divisional and directorate assurance arrangements
by adding a strategic approach to support the Health Board to learn lessons from a range of
internal and external sources. This will form part of our learning repository, which will allow us
to collate, store and utilise this learning, enabling us to share knowledge, shape change,
embrace innovation, implement quality improvement and create opportunities to develop

excellence in practice.
3/22 140/517



Key Quality for Health Care Learning Outcomes
Organisations: can include:

Staff who feel psychologically safe Improved safety and reduced harm

Operating in a Just Culture, one that is constructive _ _ _
and a fair evaluation of the actions of staff involved Improved patient and family experience
in patient safety incidents

Actively listening to those who use the services and Informed decision-making

key stakeholders

Valuing and respecting diversity Increased efficiency or productivity

Open and honest culture (Duty of Candour Enhanced job satisfaction

A shared vision - _
Better communication and teamworking

Good leadership at all levels

Less stress or frustration

Continuous self-reflection to assess performance in

real time
More effective leadership

A sense of teamwork and openness and
support for learning

Service redesign

Strong learning ethos

Reduced costs and appropriate use of NHS resources
Staff engagement (Prudent Health Care)
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Purpose

This framework is intended to support staff and enable the Health Board to become a Listening and Learning
Organisation. The following principles will underpin the framework to consistently review our practice through
the lens of Quality, Patient Safety and Experience:

» Develop and embed a culture of continuous learning and improvement across the Health Board,
identifying opportunities to seek feedback, draw on good practice, understand and minimise the risk of
poor practice or duplication.

»  Supporting staff to be open about mistakes which allows valuable lessons to be learnt so the risk of errors
reoccurring can be minimised. The learning environment must support all staff to raise and respond to
concerns about patient safety.

» Stakeholders such as Patients, Carers, Clinical Teams, Clinical Educators, Workforce and Organisational
Development, Equality leads, Clinical Audit, Quality Improvement Teams and our external stakeholder
partners will be key investors in building knowledge and learning.

» Divisions take ownership and responsibility for disseminating learning to all their employees, colleagues,
using appropriate methodologies and evidence that this has been implemented appropriately.

»  Staff should be fully involved in learning activities and be invited to contribute their perspectives within a
positive learning environment that fosters a safe space for learning.

» Improvement is sustained through monitoring, and learning makes a real impact on Quality Patient
Safety, Experience, and Outcomes. Sustained improvement is evidenced through review and monitoring.

» Through the creation of People Participation Panels and our ongoing engagement, people who use our
services, and our communities, are informed and fully engaged with Health Board service improvement
and are encouraged and supported to contribute to our continuous learning processes.

» The Health Board will share its learning with other organisations in the interests of national and global
improvements to quality and safety of healthcare.
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Learning in Health Care

NHS Wales Duty of Quality
Statutory Guidance and
Health and Care Quality
Standards published in April
2023 recognise our healthcare
system creates the conditions
and capacity for an
organisation and system-wide
approach to continuous
learning, quality management
and quality improvement and
iInnovation. Learning is seen
as one of the six quality
enablers in the new Health
and Care Quality Standards.
This supports the existing
Putting Things Right
Regulations (2011) which are
currently undergoing a
comprehensive review.




Our Approach to Learning

Organisational learning is more than
the dissemination of safety
information to staff. The biggest risk
to successful learning is the failure to
relate lessons to frontline clinical and
nonclinical, e.g., housekeeping,
portering and clerical.

Taking a systematic approach to
learning involves a conscious decision
to capture valuable lessons that will
inform best practices and future
activities to give the greatest chance
of improved outcomes. Making access
to data and learning resources easier

is a priority for ABUHB. Appendix B
details the key reports relating to
organisational learning.

The Health Board is committed to
engaging our patients, service users,
families, and carers in identifying what
the learning should be. Creating an
environment where people feel
comfortable and have opportunities to
ask questions, ask for feedback, be
respectfully critical, and suggest ideas is

7 /\éiial.

Ensure learning from patient safety data and good
practice. Quality, Patient Safety and Experience is an
integral part of learning and should support a
responsive approach in relation to emerging themes
and trends.

Ensure that patients, relatives, carers, staff and
communities and key stakeholders have their voice
heard and that this informs improvement, service
delivery, change programmes and planning.

Ensure that relevant performance data is captured,
analysed and reported to inform decisions and
priorities.

Ensure that the Health Boards expectations are clear in
respect of Organisational learning to support
continuous improvement.

Ensure that the workforce is suitably skilled, that they
have access to relevant training and supervision and
learning is of appropriate quantity and quality.

Ensure we support a Just, Learning and Restorative
Culture, avoiding blame when things go wrong so that
our workforce feel safe and supported to raise concerns
(Speaking Up Safely), as they are confident that we
will learn from them.

Ensure that the Health Board Strategies and Plans are
informed, and focused, on relevant priorities that are
meaningful to the population.

Ensure that learning is continually captured within an
accessible Learning Repository and builds an
Organisational Memory.




LISTENING

ch to Seeking and Sharing the Learning

SHARING
LEARNING

IMPLEMENTING
LEARNING

MONITORING
LEARNING

Actively seeking
experience feedback

Making it quick/easy to
give feedback and
facilitating a range of
formats/languages

Making it quick/easy for
teams to submit the
feedback that they
receive

Analysis of feedback and
way to quickly/easily
share this back to
services.

Dashboard reports for
instant access to
experience, compliments,
incidents, complaints,
themes & trends

‘You said, we did’ in
public areas so that
everyone can see that we
take action as a result of
their feedback

Creation of People
Participation Panels
inclusive of patients,
carers, staff and other
stakeholders

Evidence of a Just
Culture, Human Factors
&/ PR chological Safety

Incidents
Complaints
Claims
Inquests

Public Service
Ombudsman for Wales

Audit and Research
Peer Review

Patient Safety Reviews
Internal Reviews
External Reviews
National Learning

gboooooooboon
ooooooobooooon
gboobooooooan
ooooo

Statutory Safeguarding
Reviews and Domestic
Homicide Reviews

Listening and
Learning Forum

Professional Fora
SharePoint/Learning
Hub

Audit Meetings
Grand Round
Mortality/Morbidity
Meetings

Safety Huddles

Communication
(Social Media,

Newsletters, Bulletins,

Alerts)

Learning from Events
Reports

National Networks

Patient Stories at
PQSOC and Board
Meetings

People Participation
Panels

Policies Group

SMART Action
Planning

Thematic Reviews

Improvement
Projects

Learning from
Events Reports

Training & Education

You Said, We Did

Board Committees
Board Assurance Framework

Quality, Patient Safety &
Outcomes Committee

Audit & Risk Committee
Safeguarding Committee

Divisional Quality & Safety
Meetings

Directorate Quality & Safety
Meetings

Divisional Assurance
Meetings

Performance Reports

Incident/Complaints/Risk
themes &

trends/Triangulation with
Performance & Assurance

Patient/staff Feedback
themes and trends

Training compliance
Audits
Quality Assurance Checks

Learning from Events
Reports (LFER’S)

Ward Accreditation
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Roles and Responsibilities within a Learning Framework

All staff have a responsibility for
contributing and responding to

learning and improvement activity

by:

Celebrate and share your
learning

Complete a ‘We Listened and
Learned!” Sharing e-sheets
(Appendix 2) to let others know
and contribute to organisational
knowledge and learning

Link your learning to where it
originated from i.e., incident,
feedback, inquest, research for
further information

Ensuring any action planning is
SMART - Specific, Measurable,
Attainable, Relevant and Timely

Learning environment must
support all staff to raise and
respond to concerns and
‘Speaking up Safely’
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All colleagues who lead and manage other people have a responsibility to:

Ensure that patients are at the centre of learning and know that their concerns and
experiences are listened to and not dismissed.

Provide space, time and opportunities for individual and team learning.

Ensure colleagues attend training and learning events.

Ensure appropriate use of Datix modules to ensure actions and learning are captured
to support Health Board responsibilities in relation to Putting Things Right
Regulations.

Encourage a Just, Learning and Restorative culture without blame to encourage
people to raise concerns/incidents.

Support colleagues when things go wrong.

Showcase your local learning through Divisional Forums and any relevant
organisational forums that celebrate good practice and improvement (i.e. Nursing &
Midwifery Forum)

Engaging in the Divisional Quality Assurance, Patient Safety & Patient Experience
meetings.

Providing performance information to the Divisional Quality Assurance, Patient Safety
& Patient Experience Meetings to enable the groups to monitor data linked to
learning.

Providing a representative on the Health Board’s Clinical Policy Group and Clinical
Effectiveness Group to support, contribute to and drive recommended
implementations/changes to Board documents and audits.

Ensuring that lessons learnt are widely disseminated through changes to policies and
procedures, updating of internal training programmes and through the
implementation of action plans.

Embedding learning into practice and using systems of evaluation, audit, and survey
to quantify the impact of learning on practice.

Sharing findings from external inspections, internal reviews and Quality Assurance
and audit activity.

Carers and families should be engaged through the Duty of Candour.

Embedding learning, quality, and experience objectives in PADR'’s.

Patients also need to be encouraged to speak up when things go wrong.




Learning, Monitoring, Assurance and Governance

Oversight and monitoring is critical to ensure changes have the expected impact on outcomes, e.g., improved quality patient
safety and patient experience, staff wellbeing, etc. Situations and demands will continue to change and organisational learning

is a cycle with feedback triggering new insights and new learning.

The Health Board uses a variety of methods to monitor recommendations and actions arising from identified learning.

COMMITTEES/GROUPS

The Health Board have various Board
Committees and groups which have
responsibility for receiving learning and
monitoring improvements. Divisions will
have quality assurance monitoring and
evaluation systems. However, the Board
and its Committees have responsibility for
monitoring from a strategic cross-
organisational perspective.

LEARNING FROM EVENTS - THEMES & TRENDS

A database for recording and monitoring learning themes has been developed
— a learning repository (see Appendix 1). This allows the Health Board to

identify recurring themes so that appropriate action can be taken. This may
entail:

= A thematic learning event
* Improvement approaches
= Targeted Communications
= Targeted Training

Further audit work

ACTION PLANNING

All investigations, reviews and audits result in the development of an outcome focussed action plan. A SMART plan should be
aligned to the investigation that clearly sets out the actions that will need to be taken in response to the report to provide

assurance. These actions should be pulled from the learning and recommendations that have been identified in the
investigation.

Datix actions module facilitates a well-defined description of the goal to be achieved; tasks/steps that need to be carried out
to reach the goal; people who will be in charge of carrying out each task; when will these tasks be completed (deadlines and
milestones); resources needed to complete the tasks and measures to evaluate progress.

The majority of actions can be themed together in a plan that is monitored by an Organisational Tracker. Responsible
individuals and review dates are clearly identified, and the various groups can review progress and/or re-audit specific actions.
Progress updates will identify how progress has been made and will evidence the difference this has made to service quality,
safety, experience, and effectiveness. This is a key element of measuring impact and evidencing Learning from Event.



PERFORMANCE REPORTS

There are various performance reports utilised within the
Health Board at divisional and organisational level for
monitoring performance. These assist by holding leaders
to account, assessing the current position, sharing
findings with appropriate people and promotes
transparency, candour, and good governance. These
reports can identify areas for improvement and enables
evidenced based decision making. Good information
sharing within these reports serve to provide information
in respect of early warning systems, processes to
escalate concerns and take timely remedial action.

AUDITS & QUALITY ASSURANCE

The Health Board has a Clinical Audit and Outcome
Review Plan Annual Rolling Programme. The findings
and recommendations from national clinical audit,
outcome reviews and all other forms of internal reviews
and assessments will be one of the principal mechanisms
for assessing the quality and effectiveness of healthcare
services provided by Health Boards and Trusts in Wales.

LEARNING FROM EVENTS REPORTS

The Health Board are required to submit Learning from
Events Reports to the Welsh Risk Pool for the
reimbursement of claims and redress cases. This
process begins when an incident takes place managed by
the relevant Division, and supported by the Central Legal
team who monitor and evidence that the learning has
been completed and is embedded into operational and
c’inicad practice.

ANNUAL REPORT

Our Annual Report is part of a suite of documents that
provides our communities, regional partners,
stakeholders, and the general public with information
about the Health Board in terms of the care we provide
and what we do to plan, deliver and improve healthcare,
in order to meet changing demands and future
challenges. It provides information about our
performance and how we plan to improve upon this. It
also acknowledges the importance of working with our
service users, listening to their feedback, whilst ensuring
that we deliver better services to meet their needs in the
most effective, efficient, safe, and sustainable ways.

EDUCATION, TRAINING &
COMPLIANCE

The use of technology and e-learning platforms has
gained prominence in supporting organisational learning
within the NHS. There are significant benefits of utilising
online learning modules, virtual simulations, and mobile
applications for staff training and development. These
technologies provide flexible learning opportunities,
enhance knowledge retention, and support continuous
learning in a digital age. Monitoring training compliance
is carried out in several ways within the Health Board.
All mandatory training and compliance is captured on the
NHS Wales Electronic Staff Record (ESR), other more
localised training is held by line managers. Training
compliance is important to evidence individual awareness
and provide assurance of organisational preparedness to
manage key quality and patient safety issues.



LEARNING & QUALITY IMPROVEMENT

Improving quality is about making health care safe, timely, effective, efficient, equitable, and at
it's core, patient-centred. This is best achieved through the systematic application of
Improvement science.

QUALITY IMPROVEMENT (QI)

(Ql) is about giving the people closet to issues
affecting care quality the time, permission, skills, and
resources they need to solve them. It involves a
systematic and coordinated approach to solving a
problem using specific methods and tools with the aim
of bringing about a measurable improvement.

(Quality improvement made simple (health.org.uk)

“Throu}h Q| there is the
potential to create a health
care service capable of ensurin}.
no needless deaths; no needless
pain or suffering; no
helPlessness in those served or

By embedding QI approaches into routine operational
practice, as part of a wider organisational Quality
Management System, we can deliver sustained
improvements, not only in the quality, experience,
productivity, and outcomes of care, but also in the
lives of the people working in health care.

serving: no unwanted waiting; no

waste; and no one left out”

Whilst QI is everyone’s business, we have a central
ABCi_QIl Unit that aims to build QI capability and
capacity for change across our organisation, engaging
with colleagues, and partners to drive learning and QI
efforts. We recognise that it is important to create the
right conditions for improvement, and these should
include the support of senior leaders, supportive and
engaged colleagues and patients, and access to
appropriate resources and skills.

GOVERNANCE

The Quality, Patient Safety and Outcome Committee will
receive regular reports identifying the themes and
trends of organisational learning, how learning is being
utilised and how this understanding and this has
impacted upon outcomes for patients and colleagues.



https://www.health.org.uk/sites/default/files/QualityImprovementMadeSimple.pdf
https://nhswales365.sharepoint.com/sites/ABB_ABCi_C/SitePages/QI-Unit-Homepage.aspx
https://nhswales365.sharepoint.com/sites/ABB_ABCi_C/SitePages/QI-Unit-Homepage.aspx
https://nhswales365.sharepoint.com/sites/ABB_ABCi_C/SitePages/QI-Unit-Homepage.aspx

Appenc : Learning Repository
(The Learni bository will have embedded links to the learning sources)

1

Falls

2 Pressure Damage

3 Medication Errors

4 Communication
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?
1 Aggregated analysis of patient safety Corporate Quality & Safety Face to face safety briefings Corporate &
data to determine patterns, themes, Teams Education programmes Directorate/Divisional Board
and trends Local leads (rolling induction) meetings and patient safety
Digital platforms reports and dashboards.

2 Analysis of individual incidents

3 Analysis of individual complaints

4 Analysis of individual claims / redress
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

5 Clinical audit

6 Healthcare Inspectorate Wales
inspections (internal & external)

7 Independent reviews and public
inquiries (internal & external)

8 Patient, service user, family, and
public engagement activities.

9 Patient, service user, family, and
public feedback e.g., patient stories
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

10 National networks (See Appendix C)

11 Working collaboratively and learning
with colleagues across the health
system and wider (e.g. Joint
Investigation Framework)

12 Learning from Deaths (mortality
reviews)

13 Feedback from the Medical Examiner
Service

14 National alerts, thematic reviews e.g.
NHS Wales Executive reports.
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

15 Board level engagement activities
walkarounds, 15 Steps etc.

16 Staff engagement activities, surveys,
exit interviews, safety culture
assessments, appraisals etc.

17 Engagement / feedback from Trade
Union Partners.

18 Service reconfiguration, projects, and
programmes.

19 Educational organisations & surveys
e.g., Health Education and
Improvement Wales, Universities etc.
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

20 Professional bodies e.g., Health&
Care Professional Council, General
Medical Council, Nursing and
Midwifery Council, Royal Colleges
etc.

21 Quality improvement projects /
programmes.

22 Planning processes including the
development and implementation of
the Integrated Medium Term Plan.

23 Internal and external audit reports
e.g., internal audit and Audit Wales.

24 \WRP National Learning Advisory
Panel including publications e.g.
Doctrina.
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AppendiXx B: Sources of Learning and Approaches to
Sharing d Improvement

Who is responsible for Where will oversight and
Area of potential learning/new identifying what the How will learning be monitoring occur,
learning learning should be and shared? including learning
sharing this? outcomes?

25 WRP Learning from Events Hub (in
development).

26 Safety II - learning from what went
well.

27 National clinical audits including
Stroke (SSNAP), falls & fragility
fracture audit programme, National
Vascular Registry, Mothers and
Babies: Reducing Risk through Audits
and Confidential Enquiries
(MBRRACE).
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Appendix C: Key Reports Containing Learning
(Corporate and Local)

Report Key Content Overseeing Local Group/ | Overseeing Corporate

Committee/Board Group/Committee/Board
1 Learning from Deaths Report Outcomes & learning from Medical Directorate Clinical Quality Committee
mortality reviews with Board Health Board / Trust Board
Example patterns, themes, trends,
collective intelligence, and
RAMI.
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Appendix D: We Listened and Learned!
(Internal e-document)

What is the main Where id the Is there a Who is the Lead [What did you do with the How will this
theme? learning come Datix contact? Learning/Did you make learning help
from? number? (email) any improve quality &
changes/improvements? safety
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Appendix E: A Just Culture Guide
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Agenda Item:

CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING
DYDDIAD Y CYFARFOD: 30 April 2024
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Patient Quality, Safety and Outcomes Committee
TEITL YR ADRODDIAD: Patient Quality, Safety and Outcomes -
TITLE OF REPORT: Committee Forward Work Plan 2024/25
CYFARWYDDWR Director of Corporate Governance
ARWEINIOL:
LEAD DIRECTOR:
SWYDDOG ADRODD: Head of Board Business
REPORTING OFFICER:

Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Ar Gyfer Penderfyniad/For Decision

ADRODDIAD SCAA
SBAR REPORT

Sefyllfa / Situation

The Patient Quality, Safety and Outcomes Committee is asked to consider the draft
Committee Forward Work Plan appended to this report for approval. The Forward
Work Plan has been developed with due regard to recommendations from the
Committee Self-Assessment 2023/24 to enable the Committee to: -

= Fulfil its Terms of Reference; and,

» Seek assurance and provide scrutiny on behalf of the Board, in relation to
those items identified within the Committees terms of reference.

Cefndir / Background

The purpose of the Patient Quality, Safety and Outcomes Committee is to support
the Board by seeking assurance in respect of all areas of patient experience,
quality and safety relating to patients, carers and service users, within directly
provided services and commissioned services.

In line with good governance practice, a Committee Forward Workplan has been
developed to ensure statutory requirements for items of Committee business are
scheduled in across the year. The workplan can therefore be utilised as a tool
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for informing and pre-empting committee business and support the agenda
setting process.

Asesiad / Assessment

The Committee is requested to approve the Committee forward workplan as
outlined in Appendix 1 noting that the workplan will be presented at each
Committee meeting for oversight and noting.

Argymhelliad /7 Recommendation

The Committee is requested to:

1 RECIEVE and APPROVE the proposed Committee workplan for 2024/25
and NOTE that it will be brought forward to each future Committee meeting
for oversight.

Amcanion: (rhaid cwblhau)

Objectives: (Imust be completed)

Cyfeirnod Cofrestr Risg The monitoring and reporting of committee
Corfforaethol a Sgor Cyfredol: business is a key element of the Health Boards
Corporate Risk Register assurance framework

Reference and Score:

Safon(au) Gofal ac lechyd: 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 Choose an item.

The Committee Forward Programme monitors
Link to IMTP delivery of objectives.

Galluogwyr allweddol o fewn y Governance
CTCI
Key Enablers within the IMTP

Amcanion cydraddoldeb Not Applicable
strategol Choose an item.
Strategic Equality Objectives Choose an item.

Choose an item.
Strateqic Equality Objectives

2020-24

Gwybodaeth Ychwanegol:
Further Information:

Ar sail tystiolaeth: N/7A
Evidence Base:

Rhestr Termau: N/A
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Glossary of Terms:

Partion / Pwyllgorau a
ymgynhorwyd ymlaen llaw y

Parties / Committees consulted
prior to University Health Board:

Cyfarfod Bwrdd lechyd Prifysgol:

N/A

Effaith: (rhaid cwblhau)

Impact: (must be completed)

Resource Assessment:

A resource assessment is required to support
decision making by the Board and/or Executive
Committee, including: policy and strategy
development and implementation plans;
investment and/or disinvestment opportunities;
and service change proposals. Please confirm you
have completed the following:

[l Workforce

Not Applicable

1 Service Activity &
Performance

Not Applicable

(1 Financial

Not Applicable

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/

Not Applicable
Choose an item.
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Annual Programme of Business for 2024-25

Patient, Quality, Safety and Outcomes Committee

This Annual Programme of Business has been developed with reference to:

Aneurin Bevan University Health Board’s Standing Orders;

The Health Board’s Integrated Medium-Term Plan and related Annual Delivery Plan;
The outcomes of the Committee’s self-assessment for 2023/24

The Board’s Strategic Risk Register; and

Key statutory, national and best practice requirements and reporting arrangements.

[ I R O

Area of Focus as per the Committee’s Terms of Reference:

The scope of the Patient Quality, Safety and Outcomes Committee encompasses all areas of patient experience, quality
and safety relating to patients, carers and service users, within directly provided services and commissioned services.

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

The robustness of the Health 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.

oo
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Where required, the Committee will provide accurate, evidence based (where possible) and timely advice to the Board in
respect of citizen experience and the quality and safety of directly provided and commissioned services.
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MATTERS TO BE CONSIDERED Lead Schedule of Meetings

o

c o

g2 QTR 1 QTR QTR 3 QTR 4

o 2

D w

L ©

30th 4th 2nd July 2nd | 10t | 4t Feb
April | June Sept | Dec
Preliminary Matters
Attendance and Apologies Chair Sl \J \J v v \') v
Declarations of Interest All Sl ' v ' v \') v
members
Minutes of the Previous Meeting Chair Sl \J \J \J \J v v
Action Log and Matters Arising Chair Sl \J \J \J \J v v
Reflections of the meeting held Chair Sl \J \J \J \J v \J
Committee Governance
Development of Committee Annual | Chair & AN v
Programme of Business 2025/26 DoCG
Review of Committee Programme | Chair S v v v v v v
of Business 2024/25
Annual Review of Committee Chair & AN v
Terms of Reference 2024/25 DoCG
Annual Review of Committee Chair & AN v
Effectiveness 2024/25 DOCG
Outcome of Annual Review of Chair & AN )
Committee Effectiveness 2024/25 | DOCG
Committee Annual Report Chair & AN v
2023/24 DOCG
3
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Committee Annual Report 2024/25 | Chair &

DOCG
Committee Risk Report DOCG S
NHS Wales Joint Commissioning DOCG Si
Quality Committee Report
Quality Governance Framework
Quality Strategy - Quality DoN AN
Outcome framework
Quality Annual Report 2023/24 DoN AN
Quality Assurance Framework Clinical AN
Annual Review and Evaluation of Executiv
Progress es
Primary Care Quality Report COO Bi-AN
Performance Report on the Pillars | DoN /MD | [J [ [ [ [
of Quality, to include:- & DOTHS

U
W

Patient experience and stories
Incident reporting - falls/
pressure ulcers medicines
management and mortality
Healthcare Inspectorate Wales
Operational Plan

Complaint, concerns and
compliments

Health Safety and Security
Infection Prevention and
Control

Safeguarding

Clinical Negligence Claims and
Coroners Inquests Report
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[1 Quality & Engagement (Wales)

Act, Preparedness and
Implementation

71 Tracking of Improvement
Actions Arising from
Inspections and Reviews

71 Cleaning Standards Annual
Report

[1 Infection Prevention and
Control

1 MCA & DOLs

[1 Child and Adolescent Mental
Health Quality Outcomes

Report, including self-harm and

suicide
[0 Operational Quality updates
on:
o Cancer
o U&EC
o Planned Care

Pillars of Quality Interim Report DoN 000 o]
Mental health and learning DoN S
disabilities assurance

Healthcare Inspectorate Wales DoN 0

Annual Report

Report on National Review of MD ooooo

Consent to examination and
treatment standards in NHS
Wales
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Stroke Delivery Group Annual DOTHS 0000
Report
Commissioning Assurance Clinical AN
Framework, Development, and Executiv
Implementation es
Commissioning Outcomes Report Clinical Bi-An
Executiv
es
Putting Things Right Annual DoN AN
Report 2023/24
Maternity Services: Organisational | DoN Bi-An
Improvement and Action Plan
Learning from Death Report MD Bi-AN
Listening and Learning Framework | DoN An
Listening and Learning Framework | DoN Bi-an
Outcomes report
Safe Care
Medical Devices Annual Report DoT&HS | AN
Radiation Protection Group Annual | DoT&HS | AN
Report
Falls and Bone Health DoT&HS | AN
Management Annual Report
Health and Safety Compliance DoT&HS | AN
Annual Report
Human Tissue Act Group Annual DoT&HS | AN
Report
Pharmacy and Medicines MD AN
Management Annual Report
Safeguarding Annual Report DoN AN
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Effective Care

Research and Development Annual | MD AN
Report
Blood Management Annual MD AN
Report
Organ Donation Annual Report MD AN
Annual Report on Clinical Audit MD AN
Activity 2023 — 2024
Clinical Audit Outcomes Report MD Quarterly
(Local and National)
Overview of Audit DoCG Quarterly
Recommendation Tracking
(relevant to the Committee)
Internal Audit Reports relevant to | Clinical S
the remit of the Committee Executiv

es
External Audit Reports relevant to | Clinical S
the remit of the Committee Executiv

es
Nutrition and Hydration DoT&HS | AN
Committee Annual Report
Clinical Effectiveness and MD
Standards Committee Report
Patient Centred Care
Children’s Rights & Participation DoN Bi-AN
Forum
Dementia Care Annual Report DoN AN
Child and Adolescent Mental DoN AN

Health Crisis Hub and Safe
Accommodation
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Lead Officer

Key

CEO Chief Executive

DoCG Director of Corporate Governance

DoF&P Director of Finance & Procurement

DoSP&P Director of Strategy, Planning & Partnerships
COO Chief Operating Officer

DPH Director of Public Health

DoT&HS Director of Therapies & Health Science
DowW&OD Director of Workforce & Organisational Development
DoN Director of Nursing

MD Medical Director

DOD Director of Digital

Chair Chair

Frequency of Inclusion

Narrative of Reason why Included in the FWP — other reasons to be developed as part of FWP
discussions

Sl Standing Item
An Annual

1/4ly Quarterly
BI 1/2 yearly
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Schedule of Meetings
\' Scheduled agenda item in FWP
D Deferred from this agenda
vD Deferred Scheduled agenda item
W Withdrawn from FWP
T Transferred to another Committee
IC Matter discussed In Committee
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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 2024.

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, | welcome the approval of the Quality Strategy by the Board in
March 2024, 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.

Finally, 1 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

2.2

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 ‘PQSOC’ 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 2023 to 31 March 2024.

2023-24 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 2023-24 is attached to
this report (see Appendix 2).

A Work Programme is designed 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
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3

3.1

3.2

3.3

3.4

4

4.1

agenda. This gives PQSOC flexibility to identify changing priorities or
any need for further assurance or information.

PQSO Committee Meetings and Membership

During 2023-24, PQSOC met Six times via Microsoft Teams- in April
2023, June 2023, July 2023, October 2023, December 2023 and
February 2024. Detail of the Independent 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

In accordance with the Public Bodies (Admissions to Meetings) Act 1960
the organisation is required to meet in public. Following the pandemic,
the Committee has continued during the current year to meet virtually
and this has therefore meant that the Health Board has not complied with
its Standing Orders in this regard and this will be a key consideration for
the Improving Board Business action plan.

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 four occasions in
2023-24. 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.

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.
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5.1

5.2

5.3

54

PQSOC Work Programme: 2023-24

During the year the Committee received updates in respect of the
following items:

The Committee received a regular Committee Risk Report that details
the summary of the key risks allocated to the Committee and the
position of each risk. At the end of the year the Committee had 3 risks
identified as a level of Extreme (20) which were:-

1 There was a risk that the Health Board breaches its duties in respect
of safeguarding the needs of children and adults at risk of harm and
abuse. — Risk level 20

"1 There was a risk that the Health Board will fail to protect the Health
and Safety of staff, patients, and visitors in line with its duties under
the Health and Safety at Work Act 1974. — Risk level 20

"1 There was a risk that the Health Board will be unable to deliver and
maintain high-quality, safe services across the whole of the
healthcare system. — Risk level Extreme 20

During the year as part of managing risks, the Committee received an
updated in relation to the management of medical devices and
equipment within the Health Board. The Committee was advised of the
challenges in achieving compliance with the 2017/18 Internal Audit
recommendation. The Committee was assured that work had
progressed to confirm the location of devices at ward level, noted
improvements with staff competency whilst using devices and that the
action was scheduled to be completed by May 2024. The Committee
was advised that a Working Group within the QPS team would be
established to ensure that compliance with recommendations was
maintained and that a progress report would be brought back to the
Committee in 2024.

At the February 2024 meeting, the Committee was provided with an
overview of the internal and external audit

recommendations resulting from the planned audit reviews that fall
under the remit of the Committee. The audit reports were:

7 Health & Safety

Medical Equipment and Devices

Medicines Management

Monitoring Action Plan

Discharge Planning

O 0ood
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5.5

5.6

1 Dementia Service
0 Structure Assessment
0 Putting Things Right: Advisory Review

The Committee was assured that appropriate action plans were in place
to cover all recommendations with progress updates being provided to
the Audit, Risk, Assurance Committee.

The Committee also received an update on the progress made in the
development of the business case to replace the Pharmacy Robot at the
RGH. The Committee was advised that the lifespan of the robot had
been exceeded and was increasingly failing and noted that contingency
plans had been developed should this occur. The Committee noted that
the risk had been included in the corporate risk register and that a
decision to procure and fund from next year’s capital budget, a
replacement pharmacy Robot had been made.

During the year, the Committee received a quarterly report on the
Performance of Patient Quality and Safety Outcomes. During the year
the following information was reported:

Duty of Candour Triggers

At the last meeting of the year, the Committee was advised that since 1
April 2023 to February 2024 there had been 20,807 incidents affecting
patients reported on the Datix Cymru system, noting since the
implementation of duty of candour reporting there had been an increase
in incidents. The Committee noted that this was due to incidents being
reported even if a patient did not come to harm.

In February 2024, it was agreed that the performance report would
include a breakdown of reporting themes to improve the understanding.

Infection Prevention and Control

During the year the Committee noted that the main areas of infection
concern was C.Difficile, and was advised that a deep dive had taken
place on all patients testing positive since April 2023.

At the April 2023, the Committee received an update on Covid cases
and noted that 32 positive incidents had been reported in respect of
patients in hospitals. The Committee also noted that Covid-19 testing
guidance had changed and that Covid would now be managed as a
seasonal illness.
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Covid-19 Investigations

At the April 2023 meeting, the Committee noted that Wave 1 of Covid
Investigations was 100% complete and was advised that Wave 2 and 3
was underway. The Committee was assured that the Health Boards
reporting on this matter had been identified as one of the best.

Fall incidents

Throughout the year the Committee received regular updates in respect
of falls. At the April 2023 meeting, the Committee was advised that
there had been a significant increase in falls throughout December
2022, when hospitals were under extreme winter demand and pressure.
However, the Committee was assured to note at the December 2023
meeting that performance had improved and noted that there was now
a consistent approach in place with regards to falls management as a
result of the implementation of the falls policy that had been released in
2021.

Health, safety and security

At February 2024 meeting, the Committee was advised that throughout
the year there had been 94 incidents reported to the Health and Safety
Executive (HSE), in accordance with the Reporting of Injuries, Diseases
and Dangerous Occurrences Regulations (RIDDOR). The Committee was
also informed that the HSE had notified the Health Board of a breach in
relation to health and safety law, as a result of the failure to report a
fall at Nevill Hall Hospital in 2019 within the specified timeframe.

The Committee noted that 7 risk areas had been identified as a focus
for improvement in 2024, and was assured that these would be
progressed through the implementation of an action plan.

Complaints, concerns and compliments

At the February 2024 meeting, the Committee was assured that progress
had been made in responding to complaints with a 30-day period,
although there was an acknowledgment that further work was required
to achieve better compliance. The Committee was advised that a new
Head of Complaints had been appointed earlier in the month and this role
would be instrumental in securing improvements with compliance.

HIW Inspection
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5.7

5.8

At the last meeting of the year, the Committee was advised that a HIW
inspection had been undertaken in January 2024, at the Talygarn Unit,
County Hospital. Following the inspection the Committee was advised
that an improvement notice had been issued in respect of the inspection
which had been responded to.

The Committee was provided with an overview of the Maternity
Services three-year improvement plan and agreed to receive regular
progress updates. The Committee was assured that when implemented
this would:

71 ensure the consistent provision of high quality individualised

maternity care,
1 a approach to individualised, and,
71 a reduction in health inequalities.

Annual Reports

Throughout 2023/24, the Committee received the following Annual
reports: -

Blood Management

The Annual Blood Management report provided the Committee with an
overview of the progress made in addressing the priorities in respect of
this area. The report acknowledged the assistance of the Hospital
Transfusion Committee, and noted that one issue that remained was in
respect of the level of compliance with traceability reporting and noted
that a training plan was in place to address this matter.

Pharmacy and Medicines Management

The Committee received the Annual Pharmacy and Medicine
Management report which confirmed progress in the four priority areas
of safe prescribing; antimicrobial stewardship; cost efficiency; and
access to medicine.

The report also outlined the following risks:-

1. Storage of IV Fluids at the Royal Gwent Hospital.

2. Concern regarding the functionality of the RGH pharmacy robot,
responsible for the distribution of medicines to all wards, including The
Grange University Hospital.

180/517



10/34

The Committee was assured that the business case to renew the
pharmacy robot had been developed.

Research and Development

The Research and Development strategy was presented to the
Committee, noting that the Research and Development was a University
Health Board function, and the Health Board would produce an annual
report to showcase the work being undertaken on the implementation
of the strategy throughout the year and an update on its future
strategic development. The Committee noted that the aim was to
develop an infrastructure where research and development could
flourish and where the Health Board could maximise the benefits of its
investment in the new Clinical Research Centre at the Royal Gwent
Hospital.

Infection Prevention and Control

At the July 2023 meeting, the Committee received the Annual Infection
Prevention and Control report. The report confirmed that statistically
the Health Board was in the lower average rate for all infections in
Wales. The report identified that it had been a challenging year for the
team and that a restructure had taken place and the teams function
now included infection prevention in the wider community.

The following was highlighted:-

7 The team were finalists for the Houdini Programme for the NHS
Awards in Wales.

7 Covid and flu data showed lower hospital onset in comparison to
other Health Boards.

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

Safeguarding

The Committee receive the statutory Annual Safeguarding report that
highlighted:-
o A learning Group had been established to monitor the progress of
the recommendations of the priorities for 2022/23.
7 There were challenges around the national requirements for
training compliance in respect of Level 3 Children and Adults. The
Committee noted that this was as a result of the size of the cohort

10
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5.9

requiring this training and was assured as to how the matter would
be addressed.

7 Increase in the numbers of children being harmed, that had
resulted in attendance at strategy meetings.

7 Increase in adult safeguarding concerns with a Datix submitted
for each incident reported

The Committee was also informed that support was being provided
to one local authority, as a result of their capacity issues and noted
that a progress update would be provided at the April 2024 meeting.

Annual Clinical Audit Activity Report 2022/23

During the year the Committee received the Annual Clinical Audit
Activity Report 2022/23, which included details of the Health Board’s
participation in the National Clinical Audit and Outcomes Review Plan for
the present financial year. The Committee requested that future audit
reports include a clear timeline of action, that when triangulated with
data will enable greater assurance.

The Committee noted the following:-

O

71 The Clinical Audit team was to develop a clinical audit programme
for 2023/2024.

1 the Health Board policy on Clinical Audit was to be updated.

7 AMaT audit management system would be implemented across
the Health Board.

The Committee received an overview of the of the Health Boards
priority outcomes that aligned to the 6 Pillars for the Quality Strategy
framework that included how the outcomes would be delivered,
measures and continuously improved:-

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

Priority 2 - Provide SAFE care. We aim to reduce harm, prevent
errors, and deliver consistently safe care through increased visibility
and insight from multiple sources of patient safety information.
Priority 3 — provide TIMELY care, ensuring people have access to the
high-quality advice, guidance and care they need quickly and easily,
in the right place first time.

Priority 4 — Provide EFFECTIVE care — Deliver consistently effective
and reliable care, based on evidence-based best practice which is
delivered in a culture that encourages and enables innovation to
Improve outcome.

11
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1 Priority 5 — provide care that is EFFICIENT by taking a value-based
approach to improve outcomes that matter most to people in a way
that is as sustainable as possible and avoids waste.

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

5.10
In October 2023, the Committee received the National Incident
Reporting Policy that detailed the arrangements of revised incident
reporting. The Committee was assured that the Health Boards Patient
Safety Incident Reporting & Management Policy had been reviewed to
align with the expectations set out in the new national policy that was
published in May 2023.

In particular the Committee noted the following:-
7 Quality and patient safety resources would fall under the Nursing
Directorate.
0 Clear engagement practices in respect of the management of
incident investigations with families were in place.
0 A learning framework would be produced to ensure that learning
from incidents informs quality patient safety planning processes.
7 A family liaison officer/point of contacts would be identified to
support families/patients throughout investigations.
1 Staff support was provided throughout the investigation process.

511
In December 2023, the Committee received a report that detailed the
outcomes of the review into Never Events that had been completed by
Theatres. The review identified the following themes to be addressed
that included wrong site injections and retained swabs. The Committee
was assured that the Orthopaedic and Radiology Governance leads
would continue to work with the Anaesthetist team to standardised the
process across all Theatres.

6. Patient Centred Care

6.1 On behalf of the Committee at Board level the presentation of Patient-
Staff Stories continued. Topics presented included:

"1 Alcohol Care Team
1 Children’s Rights and Participation Forum
1 Tyleri Ward Community Resource Team.

12
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7. Self-assessment and Evaluation

7.1 The outcome of the current years self-assessment that was reported to
the Committee on 13" December 2023 confirmed that the results of the
individual self-assessment, combined with the analysis of the three
completed self-assessments determined that the Committee was
effective and meeting the standards.

Evidence

Rating Definition

Meeting
2 standards

The Committee is performing to the required standard in this
area. There may be room for improvement, but the Committee

13/34

can be seen to be discharging its responsibilities effectively.

The table below details the specific areas where suggestions for
improving the Committee's effectiveness were made.

Specific Actions to deliver improvements in the Committee’s effectiveness

Section Area of Focus requiring attention [How & by When :gfécé?
[0 Report template to be
1 Committee reviewed and training on
Processes: report writing to be All actions to Director of
Composition, gellxerfg ramme of training fnform the Corporate
Establishment /A prog 9 development of an |Governance
’ for independent members to overarching Board |with Head of
and Ways of be developed : g
. . Business Board
Working 71 Agendas to include an Improvement Plan [Business
item on reflection upon | January 2024 for
meeting Board approval
2 - Clinical
Quality 0 Explore ways of ensuring To be
Governance greater assurance and <trenathened Head of Board
opportunities for committee Withir? Committee Business with
3 - Patient members to be better Workplan 2024725 [Piréctor of
E . d appraised of patient  Aoril 2024 Nursing
Xperience an experience matters P
Involvement

13
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4 - High To be considered

_ Wwithin the Director of
Quality, Safe " strengthened focuson |\ - . . [Corporate
and Effective reporting of Joint Committee pbment of " Governance

tivity to this C itt the Commissioning ith Direct f
Healthcare activity to this Committee | Quality with Director o
Nursing
Framework
S - Research 7] Secure a greater Head of Board
and understanding of those To be Business with
Development improvement projects strengthened .
- L . Medical
and through better reporting to within Committee |..
. Director and
Improvement the Committee and to \Workplan 2024/25 (—.
0] . i Director of
and Innovation capture this on the fwp for | April 2024 Nursing

the Committee

6 - Compliance
with Health and [J Health and Sa_lfety In future reporting Dlrectolr of
Assurance reporting to be Therapies and

Safety . strengthened to include a a}rrangements, "N~ Health Science
Regulations focus on risk and assurance line W'.th th’e \with support of
and Fire Safety gaps. Corrll(mllttee s Head of Risk

Standards workpian. and Assurance

These findings will be used to inform a comprehensive annual assessment of
the Board’s effectiveness. An overarching Board Business Improvement Plan
will be developed, informed by the assessment of the Board and its
Committees and other feedback such as Structured Assessment, for delivery
in 2024/25. The effectiveness of the Board’s Business function is reported
through the Annual Governance Statement, enabling a focus on the work
undertaken with the Board’s Committees, interconnectedness of the
committees and escalation to the Board, as well as the culture between the
Health Board and its auditors, regulators and partners.

8. Key Areas of focus in 2024/25

8.1 As a result of the work of the Committee in 2023/24 the following areas
of focus were identified:

1 Explore ways of ensuring greater assurance and opportunities for
committee members to be better appraised of patient experience
matters.

] Strengthened focus on reporting of Joint Committee activity to this
Committee.

1 Secure a greater understanding of those improvement projects
through better reporting to the Committee and to capture this on
the forward work plan for the Committee.

1 Health and Safety Assurance reporting to be strengthened to
include a focus on risk and assurance gaps.

1 Agendas to include an item on reflection upon meeting to aid
ongoing self evaluation.

14
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0. Conclusion

9.1 This report provides a summary of the diverse and often complex work
undertaken by the PQSOC during 2023-24, and demonstrates that the
Committee has complied with its Terms of Reference as approved in
March 2022.

Appendix One
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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

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,

17

188/517



2.1

2.2

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:
1 Staying Healthy
Safe Care
Effective Care
Dignified Care
Timely Care
Individual Care
Staff and Resources

D I O O B O

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

71 Citizen Experience; and

1 Quality and Safety of directly provided and commissioned

services.

ASSURANCE

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

18/34

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.

18
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B. Seek assurance that arrangements for capturing the experience of
patients, citizens and carers are sufficient, effective and robust,
including:

[]
[]

the delivery of the Patient Experience Plan; and

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.

C. Seek assurance that arrangements for the provision of high quality,
safe and effective healthcare are sufficient, effective and robust,
including:

[

[

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

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;

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

the recommendations made by internal and external review
bodies, ensuring where appropriate, that action is taken in
response;

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

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

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:

[]

[

[]

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

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

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:

[

the operating practices in respect of: staff health and safety;
stress at work; patient health and safety, i.e., patient falls,
19
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patient manual handling; violence and aggression; fire safety;
risk assessment processes; safe handling of loads; and
hazardous substances

3.2 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.

3.3 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.

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
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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

21/34

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]

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:

_J Director of Nursing

1 Director of Therapies and Health Science

"1 Medical Director

"1 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:
[1 other Executive Directors not listed above;

21
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]

other Senior Managers and

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.

J

Secretariat

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

Member Appointments

4.5 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.

4.6 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.

4.7 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.

Support to Committee Members

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

5 COMMITTEE MEETINGS

22/34

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.

22

193/517



23/34

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:

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

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

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

1 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

1 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
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
23
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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

6.1 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.

6.2 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:

1 joint planning and co-ordination of Board and Committee
business;

"1 sharing of appropriate information; and

"1 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.

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:

1 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;

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

"1 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
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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
activities. The report will also record the results of the Committee’s
self-assessment and evaluation.

8. APPLICABILITY OF STANDING ORDERS TO COMMITTEE
BUSINESS

8.1 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:

1 Quorum
1 Issue of Committee papers

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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Appendix Two

Matter to be Considered by Committee Frequency Responsible Lead

Scheduled Committee Dates 2023/24
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Scheduled Committee Dates 2023/24
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Matter to be Considered by Committee Frequency Responsible Lead

Scheduled Committee Dates 2023/24
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Matter to be Considered by Committee Frequency Responsible Lead

Scheduled Committee Dates 2023/24
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Appendix Three

Patient Quality, Safety and Outcomes Committee: Attendance at meetings in 2023-24

Not a Member/Required Attendee

Meeting Dates | April | June | July October December February
Independent Members

Pippa Britton

Louise Wright

Paul Deneen

Helen Sweetland
Executive Directors

Medical Director
Director of Therapies
& Health Science
Director of Therapies
& Health Science
Chief Executive
Director of Corporate
Governance
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Agenda No: 3.1

CYFARFOD BWRDD IECHYD PRIFYSGOLN
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

MEETING
DYDDIAD Y CYFARFOD: 30 April 2024
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 Risk and Assurance
REPORTING OFFICER:

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

Er Sicrwydd/For Assurance

The purpose of this report is to provide a summary of the current strategic risks
that have been delegated to the Patient Quality, Safety, and Outcomes Committee
(PQSOC) for monitoring, on behalf of the Board.

The report also informs the Committee of any significant operational risks

identified by the Executive Committee through the Corporate Risk Register that
have the potential to impact patient quality and safety.

ADRODDIAD SCAA
SBAR REPORT

Sefvllfa / Situation & Cefndir / Background

The role of the PQSOC is to ensure that the risks under its purview are effectively
managed by receiving assurance of the controls in place to reduce or mitigate the
level of risk to the delivery of the Health Board's strategic priorities and services.

The closing position at February 2024 was that the Committee Strategic Risk
Register included four high-level strategic risks and four sub-risks. Since then,
the Board approved changes to the Strategic Risk Register at its meeting in March
2024. Two of the approved changes relate to the delegated responsibility of the
PQSO Committee and are outlined below.

SRR 003A: There is a risk that the Health Board breaches its duties in
respect of safeguarding the needs of children and adults at risk of harm
and abuse. Due to poor compliance with mandated level 3 safeguarding training
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being undertaken by registered health and care professionals; to the Corporate
Risk Register.

The Board approved the de-escalation of sub-risk SRR O03A to the Corporate Risk
Register, which will be monitored by the Executive Committee.

SRR 010: There is a risk that the Health Board will fail to protect the
Health and Safety of staff, patients, and visitors in line with its duties
under the Health and Safety at Work Act 1974. Due to inadequate and
ineffective systems, processes, governance, and assurance arrangements in place
to implement, embed, and monitor the Health Board’'s compliance with the Act's
requirements, specifically, Manual Handling, RIDDOR Reporting, Fire Safety Risk
Assessments, and Work-based Risk Assessments.

The Board approved the reduction in score for SRR 010 as the ’Likelihood’ of the
risk occurring had changed from 'Likely' (risk score 4) to 'Possible’ (risk score 3)
on the basis that 80% of the Health, Safety, and Fire Improvement Plan 2023-24
had been implemented.

In recognition of the approved changes, the PQSO Committee Strategic Risk
Register now includes three high-level strategic risks with three sub-risks, for
which the Board has delegated responsibility for receiving and scrutinising
assurances.

Asesiad / Assessment

Committee Risk Reqgister

Table 1 displays the status as at April 2024 for the three strategic sub-risks
delegated to the PQSO Committee. The three sub-risks have been reviewed and
updated to provide the Committee with up-to-date information on the internal
control system and sources of assurance for each sub-risk.

The Committee Risk Register is included in Appendix A and the Dashboard and
individual risk assessments for the three sub-risks are included in Appendix B.

Table 1
Risk Ref: Risk Description Sub-Risk Risk Within
Level Appetite
SRR 005 There is a risk that the Due to inadequate High Y
h Health Board will be arrangements to support =
Ul unable to deliver and system-wide patient flow. X
Service Delivery maintain high-quality, (12)
) safe services across the
Appetite whole of the healthcare
Open system.
Score 16 and below
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SRR 008 There is a risk that the Due to inadequate High
h Health Board fails to arrangements to listen
Mieme build positive and learn from patient ERA
Transformation & relationships with experience and enable )
Partnership Working | Patients, staff, and the patient involvement.
public.
Appetite
Open
Score 16 and below
SRR 010 There is a risk that the Due to inadequate and Extreme
Health Board will fail to ineffective systems,
Theme protect the Health and processes, governance, 3x4
Compliance & Safety | Safety of staff, patients, | and assurance (12)

and visitors in line with arrangements in place to

Appetite its duties under the implement, embed, and
- Health and Safety at monlt?r the H(_ealth .
Minimal Board's compliance with

Work Act 1974. the Act's requirements,

specifically, Manual
Handling, RIDDOR
Reporting, Fire Safety
Risk Assessments, and
Work-based Risk
Assessments.

Score 8 and below

It should be noted that, while the risks have been updated to include improved
control and assurances, the risk score or level for two of the sub-risks has not
changed; but, because these are still well within the Health Board's risk appetite
for the risk domain, the Committee can be assured that these risks are
effectively mitigated. Work will continue with risk owners to manage the risk and
ensure that the controls and assurances in place prevent the potential risk from
occurring.

The decrease in SRR 010's risk score and exposure, while encouraging, remains
outside of the Health Board's agreed-upon risk appetite for the Compliance and
Safety risk domain, as shown in Table 1. However, the Improvement Plan has
not been completed in its entirety, and there are still improvements to be made,
which may result in the score reducing even further in the coming months.

Monitoring of SRR 010 will continue to be a key focus of the Committee, and the
outcome of the scheduled Internal Audit of Health and Safety in 2024/25 will
provide the Committee with the intelligence it needs to determine whether the
Improvement plan is having the desired effect or whether the Board needs to
make a formal decision on whether it is 