	[image: A logo of people in a circle

AI-generated content may be incorrect.]
	
	[image: A close-up of a logo

AI-generated content may be incorrect.]


Minutes of the Medicine Clinical Board
 Quality, Safety & Experience Committee Meeting
15 April 2026 14:15 – 15:45, via MS Teams
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1. PRELIMINARY ITEMS
	Action


	MCBQSE/
2026/52
	
Welcome and Introductions – were undertaken.

To receive the minutes of the previous meeting held on 15 May 2026 – the minutes were accepted as an accurate account of the meeting.

Action Log – was updated.  Declarations of Interest – none declared.

	 

	2. 
ITEMS FOR REVIEW AND ASSURANCE

	
MCBQSE/
2026/53
	Patient Story – Presented by Senior Nurse Rachel Maiden 
This case describes a patient admitted to an Integrated Medicine ward at UHW whose care, as reported by her family after her death, was complex and at times distressing. 
The family highlighted significant concerns relating to:
Communication:
The patient was often not included in decisions about her care, with discussions occurring away from the bedside. Communication was inconsistent, unclear, and sometimes used alarming language (e.g. “urgent transfer”) without timely follow-through. Late-night DNACPR discussions caused unnecessary fear.
Recognition of Deterioration:
The patient’s deterioration was not consistently recognised, partly due to lack of continuity in nursing care. Family concerns were not always listened to, and the patient was sometimes perceived as “difficult” rather than unwell.
Fundamentals of Care:
There were multiple gaps in basic care, including inconsistent fluid balance recording, delayed observations, poor catheter care, missing ID bands, and unsafe medication practices.
Dignity and Respect:
The patient’s dignity was not always maintained, particularly during personal care. There were concerns about inappropriate language, lack of consent for interventions, and distress caused by staff behaviours.
Safety and Infection Prevention:
Families reported inconsistent PPE use, poor hand hygiene, and equipment cleanliness, particularly concerning during a norovirus outbreak.
End-of-Life Care:
Transition to palliative care was poorly communicated, leaving the family feeling unprepared and seeking information independently.
Despite these issues, the family reported a marked improvement in care after transfer to another ward, suggesting variability in standards across areas.
Key Learning
This case highlights several critical themes:
· Communication must be consistent, compassionate, and inclusive, ensuring patients and families understand care decisions.
· Families are vital partners in recognising deterioration and should be listened to and empowered to raise concerns.
· Fundamental care standards are non-negotiable, even in busy clinical environments.
· Dignity, respect, and consent must underpin all care interactions.
· Continuity of care and handover quality are essential for safe care delivery.
· End-of-life discussions require early, clear, and sensitive communication.
· Variation in care quality across wards impacts patient and family experience.
Improvements and Actions Taken
In response to the learning, the following actions have been initiated:
1. Communication
Reinforcement of communication standards and use of clear, sensitive language
Encouraging bedside discussions and patient involvement
Development of practical communication tools and prompts for difficult conversations
2. Recognition of Deterioration
Emphasis on listening to families’ concerns
Improving continuity through better handovers
Increased staff awareness of delirium and its presentation
3. Fundamentals of Care
Targeted training on fluid balance monitoring, observation recording, and documentation
Reinforcement of medication safety practices
Improved compliance with patient identification processes
4. Dignity and Respect
Reinforcing expectations for respectful language and behaviour
Strengthening consent practices for all care interventions
Review of staff allocation to better meet patient dignity needs
5. Safety and Infection Control
Increased focus on IPC compliance and audit
Reinforcement of PPE and hygiene standards across wards
6. End-of-Life Care
Earlier involvement of palliative care teams
Improved communication and preparation for patients and families
7. Team Learning and Culture
Direct feedback shared with staff (including reflection on specific behaviours)
Use of the patient story in team learning days and quality forums
Promotion of a culture where families feel safe to raise concerns
Overall Reflection
This patient story has been used as a powerful learning tool, highlighting how gaps in communication, basic care, and dignity can significantly impact patient and family experience. It has driven both immediate ward-level improvements and broader organisational learning, particularly around consistency, compassion, and safety culture.


	



















	
MCBQSE/
2026/54
	Compliments: 

The Meeting acknowledged “lovely compliments” and positive patient feedback across services. 
Noted improvement when patient transferred to another ward:
Better communication
Improved overall care experience

 Concerns:
 Active concerns by directorate noted. 
	






























	
MCBQSE/
2026/55
	Infection Prevention and Control (IP&C) 
IPC Update provided by CNS Leeanne Provis
Key Points Discussed during the meeting note that:
C. difficile: 2 cases in May (8 YTD) – in line with previous year.
MSSA bacteraemia: 2 cases in May (3 YTD) – reduced compared to last year.
MRSA: No cases recorded (1 external case noted post-discharge).
E. coli: Notable increase (6 in May, 7 YTD), mainly urinary source, including catheter-associated infections.

Other organisms: No Klebsiella in May; 1 Pseudomonas in April (rare).
Incidents/outbreaks include:
10 in May (approx. half respiratory (COVID), half norovirus/D&V).
No current active outbreaks.
Ongoing sporadic respiratory cases (including flu and COVID) – community-acquired.
Audit performance:
Decline in IPC audit compliance compared to last year.
Key concerns: environment cleanliness, commode cleaning (low compliance), and hand hygiene.
Some improvements noted (bare below elbows, linen and mattress processes).

System pressures impacting IPC:
· Limited time to clean bed spaces between patients.
· Patients transferred before cleaning completed.
· Patients moving with beds from other areas with inconsistent cleanliness standards.

RCAs:
73% return rate (with remaining within timeframe).
Previous year nearing 100% completion.
Focus now shifting to improving quality of RCA completion via IPC panel reviews.

Actions Agreed:
· Environmental & Equipment Cleaning
1. Reinforce expectation that no patient is admitted to an unclean bed/space.
2. Improve cleaning compliance for commodes and high-risk equipment.
3. Increase joint audits with housekeeping and estates.
· Patient Flow & Bed Management
1. Review process for patients transferring on beds from other areas.
2. Reinforce adherence to ‘safe to move’ guidance for symptomatic patients.
3. Escalate challenges relating to insufficient time for bed preparation.
· Workforce & Support
1. Engage movement/transfer teams to support bed space preparation.
2. Increase visibility and input from housekeeping supervisors.

Audit & Assurance
Continue regular IPC audits with increased frequency in areas of concern.
Implement and monitor peer review audits across wards.
Infection Prevention Focus:
· Target reduction in catheter-associated UTIs (linked to E. coli increase).
· Reinforce hand hygiene and PPE compliance.
· RCA Improvement
· Maintain timely RCA submissions.
· Improve depth and quality of RCAs through IPC panel oversight.

Overall:
Infection rates are broadly stable; however, declining audit compliance and system pressures are impacting IPC standards, requiring coordinated action across clinical, housekeeping, and operational teams. 
	



























	3  ITEMS FOR APPROVAL/ RATIFICATION

	MCBQSE/
2026/56
	National Reportable Incidents (NRIs) 

New NRI’s Reported: 
NRI’s For Closure:
7 closed Pressure Damage NRI’s
2 closed Falls NRI’s 

A brief update on the NRI position was presented by Emma Davies that highlighted continued improvement across the Clinical Board, with 19 open NRIs and 6 overdue, although several are expected to close this month, including those linked to the dermatology thematic review. With the distribution of open NRI’s across Integrated Medicine (7 open, none overdue), Specialised Medicine (7 open, 5 overdue) and Emergency & Acute Medicine (5 open, with a high number overdue). There were no IR(ME)R incidents reported. In May 2026, two new NRIs were reported relating to delays in recognising deterioration (acidosis) and a missed ankle fracture requiring surgery, while 12 NRIs were closed, predominantly relating to pressure damage, alongside incidents involving medication error, a missed AAA, a never event (wrong side chest drain), and falls.

Progress is supported by strong engagement; however, there remains an ongoing need for reviewers to undertake PSLRs and maintain momentum in timely reviews and learning dissemination. Pressure damage and falls themes were noted for awareness. 

Actions: continue to seek and support reviewers for PSLRs; maintain focus on timely closure of NRIs; and ensure learning from NRIs is consistently shared back across the Clinical Board.

Learning From Events: Presented by Senior Nurse Rachel Maiden- A learning review was presented regarding a 2022 inpatient fall on Ward C7 involving a post-ITU COVID patient with significant comorbidities and anticoagulation, who sustained a head injury resulting in a fatal subdural haematoma. The fall was considered multifactorial, including deconditioning, possible delirium and environmental factors, with gaps identified in delirium recognition, falls risk assessment, post-fall observations (not in line with NICE guidance), and documentation of care (including intentional rounding). Family concerns regarding confusion were not clearly reflected in clinical reviews. 
Key learning: strengthen delirium recognition, ensure robust and dynamic falls risk assessments, improve adherence to post-falls and neurological observation guidance, address environmental risks, and ensure family concerns are actively considered and documented

MCB Q&S SOP- The QSE Standard Operating Procedure (SOP) was presented by Lyndsey MacDonald- with a minor update to include a wellbeing section. No further amendments were requested, and the group agreed that the content was appropriate. 
Decision: SOP formally ratified and approved for implementation. 

SEPSIS- 
Presentation by Lyndsey MacDonald of five recent sepsis-related patient safety cases highlighted recurring themes of delayed recognition of deterioration, delays in antibiotic prescribing and administration, EPMA system issues, and gaps in communication, ownership, and escalation across teams. It was agreed that sepsis is a time-critical emergency requiring prompt treatment and a consistent MDT approach. 

Actions: 
· progress MDT sepsis training (including “train the trainer”) and ensure medical engagement; establish sepsis champions across directorates; 
· review EPMA functionality to support timely stat antibiotic administration; 
· reinforce clear accountability for reviewing results and escalation responsibilities; 
· improve MDT communication and escalation culture; 
· and explore improved data capture and audit (e.g. time to antibiotics) to strengthen organisational assurance. 
 

	

	4 
 ITEMS FOR NOTING AND INFORMATION

	MCBQSE/
2026/57
	Safeguarding Update –Presented by Senor Nurse Carla Blackshaw
Team update provided:
New Head of Safeguarding (Fiona) and new Senior Nurse (Carla Blackshaw).
Multidisciplinary team includes nurse advisors, violence prevention nurses, health advisors, and MCA/consent colleagues.
Role of Safeguarding Team discussed:
Provide advice and support, deliver training, offer supervision, and support safeguarding processes across the Health Board.
Training Compliance discussed:
Level 1: ~6% compliance (significantly below 85% target). ECOD have not co-ordinated all of the information to give accurate compliance. 
Level 2: ~75% compliance (below target of 85%).
Level 3 (Group C): ~58% compliance (mandatory for Band 6+ and F1 doctors and above).
VAWDASV (Ask and Act): ~65% compliance (below 85% target).

Compliance in Medicine is lower compared to other Clinical Boards.

Training Delivery:
· New All-Wales Level 3 training package (full-day session) now in place.
· Monthly training sessions available via ESR with good capacity.
· Bespoke safeguarding training also available via SharePoint.

Challenges Identified in relation to training include:
· Low engagement with ESR system (perceived as difficult to use).
· Staff not consistently accessing emails (missed training invitations).
· Staff booking onto incorrect Health Board training sessions.
· Some training completed outside ESR (not captured in compliance data).

PREVENT Training discussed- access via ESR, All Wales package currently being developed and will soon be available for all staff in NHS Wales:
· Currently not mandatory but strongly recommended.
· Focus on early identification and safeguarding vulnerable individuals.

Safeguarding Activity:
Referrals (MATs) comparable to previous year:
April: 115 (↑ from 97 last year)
May similar trend vs. last year
AS1 cases: low numbers (health-led and LA-led cases reported).

Actions Agreed:
· Improve Training Compliance
· Clinical Board to prioritise improvement in Level 1, 2, 3 and VAWDASV compliance towards ≥85% target.
· Communication & Accessibility
· Safeguarding team to develop simple ESR guidance (step-by-step instructions) for booking training.
· Explore alternative communication methods (e.g. screen savers, ward-based prompts) to improve awareness.
· Engagement with Staff Groups
· Target engagement with Band 6+ and consultant workforce regarding mandatory Level 3 training.
· Consider local approaches to support staff who do not regularly access emails.
· System Issues (ESR)
· Escalate concerns regarding ESR usability and booking errors.
· Reinforce clarity on booking correct Health Board training sessions.

Data & Compliance Monitoring
· Safeguarding team to confirm whether trainee data is fully captured within compliance figures.
· Continue monitoring and reporting compliance across the Clinical Board.

Training Promotion
· Promote availability of regular Level 3 sessions and bespoke safeguarding training.
· Encourage uptake of Prevent training as part of safeguarding awareness.

Overall:
Safeguarding compliance across Medicine remains below expected standards, with system usability, communication, and engagement barriers contributing. Focus is required on improving access, awareness, and uptake of mandatory training.

	

	MCBQSE/
2026/58
	4.2 Patient Safety Alerts/MDAs/ISNs – 
Patient safety alerts relating to TXA prescribing and chloroprep applicators were highlighted for noting. It was confirmed these have been circulated and are assumed to have been actioned appropriately across services.

	

	MCBQSE/
2026/59
	Minutes from QSE Sub-groups:
· Minutes from Directorate and QSE sub-groups were noted & shared for information and assurance.
	


	MCBQSE/
2026/60
	AOB 
No other business was raised or discussed.
	




	
5. ANY OTHER BUSINESS/ DATE AND TIME OF NEXT MEETING

	MCBQSE/
2026/61
	Date and time of next meeting – 
15th July @ 14:15pm 
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MCB QSE MEETING-20260617_141834-Meeting Recording

17 June 2026, 01:18pm

1h 26m 5s

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing) started transcription

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   0:03
Able to use it for capturing the minutes.

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   0:06
I've started recording.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   0:08
Thanks.
Right, so...
In terms of patient story, we've got Bijou and Rachel to present. I wonder if we could go right on and start with that. It's always nice to bring that right to the front of the agenda. So is it all right to hand over to you, Rachael? Is Bijou joining us and not yet here?
Oh no, yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   0:34
Um...
I'm not too sure. I don't think he's here. I don't think we're too sure whether or not he was going to join. He did set some slides, but if it's OK, I'll use them. I'll use my slides if that's OK. We just.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   0:46
Okay, perfect.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   0:49
Can everyone see those?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   0:51
Yes.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   0:53
Yeah, okay. So this was a patient, I'm just going to, that was admitted to one of the IM wards in UHW and following her death, her daughters shared their experience of her care. So we initially had a written response from a
concern. And then we all then had a meeting, then a family meeting with me, Bijou and Natasha and the three daughters. They gave their account and highlights important themes about communication, dignity, safety, and the consistency of care that was that was delivered.
So this was the patient's experience as described by her family. They described her care as complex at times and often was quite distressing. So the communication and involvement in her care. So a lot of the time the patient didn't feel included.
There was decisions made about her care away from her sort of bedside, which then often meant that she had limited understanding of what was going, what was going on. There was late night discussions around her DNCPR, which then made her think that she was dying and they made her scared and
She then improved quite a lot the following day.
And also some of the language that was sort of used in those conversations was things around urgent transfer. And then when that in happened, the urgent transfer, so they said that the patient needed to go over for NIV. It actually took five days for the patient to get to get over there. The patients were then wondering like, why haven't we moved them? You know, they said it's urgent and then this hasn't.
happened. So that made them quite scared really. They felt the communication was inconsistent. It was not always clearly explained and also that then their concerns weren't listened to.
So the patient was experiencing some delirium, hypoxia, which affected her sort of awareness of what was going on. A family then felt the changes in her condition were not always recognised early. This was mainly due to from what they described as with the qualified nurses, especially different qualified nurses each day.
and no one saw that that deterioration in her. It wasn't, they said, until the somebody looked after her on day one, and then somebody looked after her on day five, and saw a big deterioration. I said, oh my goodness, what has happened? So they didn't feel that they were they were often listened to about the deteriorating condition.
One thing was quite hard hitting, and they said it several times during the meeting, that she was being perceived as difficult rather than unwell. And that was really, really sad to hear. And again, their concerns about her deterioration weren't always acted upon, so they felt that there was lots of missed opportunities.
And this again, this went back to different staff caring for that they felt.
So the several aspects of the basic care that didn't get met were, so fluid balance wasn't consistent or in some cases weren't even documented at all. Observations were not always completed in a timely manner. And again, they sort of felt that that was a bit inconsistent.
Catholic care was poor, so positioning, sometimes it was on the bed, sometimes it was lying on the floor of the bag, you know, when there's drainage bags, stands in the ward, so there was no excuse for them not to be on there. ID bands were sometimes missing. They had to ask several times. They said also sometimes they were on the locker.
next to her. Medication management concerns raised were lack of explanation, so unclear labelling IV bags or no labelling in some cases. And sometimes they came in and the medication was left on the side where she couldn't reach them.
So this obviously led to a perception of the care was not always safe or well coordinated.
Dignity, they felt, was not always preserved. So personal care, which often caused stress. So including concerns with staff allocation. So they mentioned particularly when there was two male nurses that give her personal care and said, you know, afterwards she sort of felt mortified because they didn't feel that the dignity was maintained at that time.
Words such as poor quality of life was in documentation and relate to the family when they feel that although yes, she knows she was in a wheelchair, you know, she was able to get, they were able to take it out and what she considered and they considered to be a good quality of life.
Injections and care interventions were not always explained beforehand. So she said there was occasions where there was Clexin given without any consent. The nurses would just go up and give that Clexin, which then led them to feel that, you know, patients' dignity was not always upheld.
There were some IPC concerns at the time as well, so they felt it was inconsistent use of PPE, poor hand hygiene practises and the cleanliness of the equipment. So we had an outbreak of norovirus early at the time, which then obviously led to them feeling
even worse, you know, standards should have been even higher than they were, but they felt the patients were going, same gloves going from patient to patient, same equipment going from patient to patient, and the, you know, they just lost the confidence then in the in the IPNC.
The one thing was also again quite sad that they felt they were reluctant to raise concerns to anybody, so ward sister or myself at the time, because they thought they might negatively impact the patient's care. And then when they did, the patient did transit to palliative care.
It was described as unclear and poorly communicated. They felt unprepared and they thought they had to go out and look for themselves what this sort of meant and when things needed to happen. So they described, you know, they were Googling stuff at some point again, which was quite sad to hear.
However, then when the patient did go to another ward, the family noticed a marked improvement in the quality of care, communication and overall experience.
So it was just to highlight then the critical areas for the we felt for improvement was around the sort of the communication to ensure the timely sensitive conversations happen, including the patients in all the discussions, clear, compassionate language that is used. There were occasions where they've sort of said,
that family were described as and they were told to shush. And they also had like a hand raised to their face as well, which in terms of telling them to shush as well.
Again, recognising deterioration, so listening to families, you know, they're the key people that know these sort of patients. So I think, you know, we do need to listen to them a bit more. Improved continuity of handover, so nurses telling them about any sort of deterioration on handover orally and unwritten.
and staff to become more awareness of delirium and their presentations. The fundamentals of care, so accurate flow balances and observations. Lisa has been doing a lot of work on that at the moment. Safe medication practices, so ensuring that nurses know exactly
what their sort of code of practise as well entails and readable and reliable patient identification.
The dignity, so respectful language used in documentation and in conversation. So going back to that stuff that we sort of said about with...
not shushing patients and that poor quality of life, maintaining dignity during personal care and explaining all procedures.
Safety Culture, so supporting families to be able to raise concerns without fear, strengthening our IP and C compliance and improving consistency across all our wards in medicine. End of life care, so earlier and clearer conversations, preparing families a lot better,
before they need to actually start googling stuff and then timely involvement in the Palliative Care Department.
And then there's just the last one there, a bit about our sort of action. So reinforcement of the communication standards and instructions, training on fluid balance, observation and documentation, which the ward Sister is doing at the moment, increased focus on IP&C compliance and audit, which again,
are doing some work on that and Emma's been doing some work on that as well. Strengthening patient dignity and consent practices, reviewing our staff allocation and continuity. So again, the ward system is going to be doing some work on that. Enhancing Palliative Care communication and early involvement.
and then obviously the use of this patient story in quality and safety forums.
And I say.
Any questions?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   10:54
On mute. Sorry, Rachael was on mute. Thank you. Thank you for presenting that case. It's quite hard to hear and I'm grateful that you were as candid as you were really in terms of sharing some of that some of that story, because do you want to take the slides down? Sorry, we can.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   10:56
That's OK.
Mm mm.
Oh yeah, sorry.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   11:15
You know, it is really important for us kind of all to hear that and to reflect on it, because it could probably happen in any clinical area. That could probably be any person's experience. And, you know, we have to acknowledge that sometimes we don't get it right.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   11:26
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   11:33
Um...
Can I just understand perhaps what you've done with the team that were affected? Because it is quite personal, some of the things that are described there. So with the team that were involved to sort of directly feed that back and really work on the kind of the communication elements. I mean, there's some things in there like the catheter bag on the floor, which just seems so

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   11:39
Mmh.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   11:58
simple and unnecessary to have got wrong, really. But, you know, it's interesting that when patients demonstrate, when families and patients demonstrate that they've observed it, you know, it makes you think about how poor that is. But some of the harder stuff there around the communication, can I just understand how you've sort of fed

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   12:12
Mm.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   12:17
that back to the team that were involved and how we manage that.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   12:23
Yeah, so the consultant involved have sort of taken a lot of this sort of medical stuff back and he said that he's sort of shared in that and he showed the sort of comments, especially some of the comments that came directly at a certain medical

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   12:30
Yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   12:41
professional, was actually said to them and said, no, these are the words that were actually used. So I feel that the Consultant involved is then

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   12:42
Right, yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   12:54
asked them to reflect back on what they've sort of learned. In terms of the nursing team, so the ward Sister has been recently been through a lot of sort of team days and then she's been reflecting on some of the stuff that have come out of that. So the fluid balance and the catheter bags especially saying, look,

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   13:04
Yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   13:13
these are the concerns that have been raised and these are what the families have been picking up. So especially the sort of fluid balance, she's been doing a lot of work on that as well to ensure that, you know, I think some of them will use the excuse of time, but then, you know, it's not an excuse because, you know, sometimes
especially in this lady, you know, she had heart failure and fluid balance was especially critical that we had oversight to that. So it was just making them more aware really of that.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   13:48
Yeah, yeah, absolutely. I don't think you can use time really, can you? Because the most important time in that story is the person's time and she was in the last weeks of life, really. So really important that we get it right for that family and that patient.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   13:54
Yeah.
Yeah, and I think I probably know from myself point of view, I probably would share this, even though it's hard. I think, you know, I think it's important that this is shared with the team at their next lot of their days as well, because I think I think it is important, and it's not to blame anyone as such, but it is to say, like,

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   14:18
Yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   14:22
We don't want this happening again.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   14:24
Indeed, and also about giving specific tools for improvement, like phrases you can use, this is how you can manage that. I know that that can be helpful for medical professionals when they're talking about difficult subjects, you know, kind of key phrases to have in your back pocket when the conversation is challenging.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   14:25
Um...
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   14:43
Okay, thank you for bringing that story. It is, I think the slides are included in the documentation notes and there's also some, a PDF from Bijou presumably there as well, I think, isn't there, but I couldn't open it just now, I'm afraid.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   14:52
I.
I think there was a different set of slides from Bijou, so I can forward these to whoever needs to. It was just, I think, because of what I wanted to say, I think there was a bit more detail in some of the ones that I had, so I'm happy to share the slides.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   15:07
Yeah.
Yeah.
Thank you. Thank you, Rachel. Okay, I'm going to just jump the agenda around a little bit very quickly to go through the action plan. There was some work that Wayne was going to pick up with Angela and others, Angela Hughes, sorry, and others around the concerns process.
So, we we may need to just understand where that's got to. Can't see Wayne's on the on the call at the moment.
I don't know, Emma, whether you've got an update. There's IP and C and some work on around E7 targeted support. Is there an update on that action?

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   15:54
I think the IPC action plan is continuing. It's being owned very much by the lead nurses for each of the four key extremes. Leeanne's obviously on the call and will provide an update later. I think the big development for IPC really is the introduction of the IPC panels for us to start going through our RCAs and really been able to look at that.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   15:55
And.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   16:14
would really welcome kind of MDT involvement and representation there so that we can really feed that learning back into the areas. I think Leeanne will come on to the big updates with IPNC. I'll leave that to Leeanne, I won't steal her thunder. But yeah, I don't think there was anything else in terms of actions from that, in terms of the concerns. I know
Wayne was reaching out to Angela around kind of how do we manage the concerns with the complexity of that. And I know Angela's been involved in discussion, so we'll wait for Wayne for that feedback.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   16:48
That's great. Thanks, Emma. Leeanne, we'll come to you shortly because I know you did let me know that you've got to leave the meeting by three. And then the final point on the action plan was around feedback for the quality and safety SOP. Lindsay, Zara is not here today.
Did you, are you aware that there's been any feedback from that? Because I think the hope was that you'd get some feedback and then be able to kind of finalise.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   17:12
Yeah.
Yeah, and we've, yeah, we've had feedback, we've taken it on, we've included it. So the SOP is ready to go. So do you want me to share it now or just assurance that actually we've had feedback, I'm happy with it. We've added what we feel is useful.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   17:15
I.
And.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   17:35
I'm on it, basically, so we can make it go live.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   17:35
Yeah, let's um...
Yeah, I think I think then it's kind of ready to progress, isn't it? So,
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   17:43
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   17:46
I don't, let's discuss it a bit further down on the agenda, because I know there's a couple of other people here to present and you need to present as well, don't you? So just in terms of managing time, let's see if there's time to pick it up. Otherwise, I mean, it sounds like it's just for assurance really that we've agreed it really.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   18:04
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   18:06
OK, so I'm sorry, I'm a bit all over the place, just...
Can we go to you then, Leeanne, because I know you've got to leave.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   18:18
Thank you.
And.
Let me just share my screen, hang on.
Hey, can everyone see that? Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   18:36
Yeah.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   18:37
Lovely. Okay. So this is our HCI surveillance for up to May 2026 from April. So we had two cases of C. diff in May, which has taken us to a total of 8
and that's on par with what we had last year. And then with our Staff aureus, we had two cases in May and that's taken us to a total of three, which is a reduction compared to last year. We haven't had any MRSA cases. However, there is one case that's not in our
HCI numbers because the blood cultures were taken in another health board. But she was actually recently discharged from A7. And then we haven't had any Klebsiellas in May or any Pseudomonas. However, we did have one Pseudomonas in April.
and we didn't have any last year. So I think the last time we had a pseudomum was March 2025 and then we had one in April. And then E. coli, we did have a little bit of a spike in E. coli in May and we had six cases, which took us to a total of seven, which is more than what we had compared to this time last year and to the previous years.
So, just looking at a little bit at our sources. So, you know, two of the MSSAs were from Bone and Joint from discitus, and then we've had one that's been an intravascular device, and then the MRSA, which was taken in another health board, was also from an intravascular device.
And then Klebsiella is urine, and the Pseudomonas bacteremia was from Bone and Joint.
And then just looking a little bit at our E. coli bacteremias, as you know, because we had that bit of a spike. Out of the seven cases, five of them were human resource and two of those were catheter associated UTIs. And then two cases haven't really got a clear source. They were sort of towards the end of May, so we're still following those cases up to see if they have had any further investigation.
investigations.
And then our incidents and outbreaks in May, as you can see there, we had a total of 10, sort of 50% of those were respiratory COVID, and the other half were norovirus and DMV. So as we can see, compared to previous months, we're sort of getting into those summer months now where the
virus, you know, respiratory viruses and noroviruses settle down a bit, so it's a bit of a quieter time. But we are seeing quite a number of flu cases. We have got a flu case in the hospital at the moment, so it's just to keep maintaining that safe to move document. You know, if you've got somebody with respiratory symptoms and you're suspecting something infectious,
you know, that we wait for that result before they get transferred to a bay on the wards. And then we haven't actually got any active incident outbreaks in UHL or UHW at the moment, so that's really good. And then talking about the...
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   21:56
Leeanne, Leeanne, sorry. Can I briefly interrupt that? So, is that the flu case then, for instance, it was that a hospital acquired or somebody who came in with...
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   21:57
Oh, sorry.
Yeah.
No, so it's come somebody who's come in with it, yeah, yeah, but of.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   22:07
So with no evidence that we're transmitting it whilst they're in the hospital environment at this stage. OK, good.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   22:10
No, no. So this earlier this week, we did have a case of COVID-19. They were admitted with symptoms, background of COPD and shortness of breath. They were then transferred from assessment unit to A2 into a four bedder, and then the result come back as she had COVID-19. So we are still seeing those odd cases, more respiratory
at the moment compared to norovirus, but it's just, you know, still, even though we're in summer and we think we're not seeing those things, we can't, you know, they still can occur. And then looking at the E7, you know, we did have the PII of C diff. So there is ongoing
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   22:37
Yeah.
Yep.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   22:53
training. There's ongoing actions, you know, from the C. Diff PII with improvements in with audits. One of the cases is going to go to exec review in July to be reviewed. There was some training yesterday for East Seven and East Eight staff and Derek has informed me that three staff
attended for that. There was another session, I think, arranged for Monday the 29th of June, but that's going to have to be rearranged because unfortunately our one of our nurses who covers Landark at least is leaving the team. So there won't be anybody covering Landark on Monday or there will be somebody covering, but Derek is off, so he's going to
arrange the education session for that.
Then just looking a little bit at our audits, obviously we've only got, we've done a lot of audits in April and May, but if you compare that to last year, so we've got our average audit scores there from April to March, and then only in two months we've sort, you can see the dip in our audit scores. So environment is a lot less, commodes is down to 33%.
average, hand hygiene is also less. I mean, obviously, we've improved our bed below the elbow, which is great, and maintaining the mattresses and linen, and the CRO and PVC audits obviously are very good in UHL. But as you can see, there's a lot of minimal compliance across the other audits.
compared to what they were of the average scores last year. So we're doing ongoing audits. We've got some joint audits planned for B7. So we're really trying to get on top and doing those audits regularly and making sure we can improve those scores.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   24:47
Sorry, Leeanne, can we just have a chat around that because it's sort of, it's a bit concerning, isn't it? It doesn't, things don't seem to be able to be embedded and I think, you know, we do ask a lot of our teams, don't we? We ask them to do different things and to focus on different things as new things that are coming along and that, but there's some of these
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   24:49
Yeah?
Yeah.
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   25:07
these basic things, essentially, you would hope that they just get embedded and just remain in a strong position. So it's a bit concerning to see that, I suppose. I don't know. Lisa, your thoughts.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   25:16
Yeah.
Yeah.
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Lisa Green (Cardiff and Vale UHB - Specialised Medicine)   25:21
Yeah, feedback I'm getting from the wards at the moment is that, you know, there's sometimes they find it difficult to clean thoroughly in between patients before new patients are appearing on the wards because of, you know, coming up from other areas. So once one patient's gone and they're trying to clean, another patient's arrived. And I think
sometimes they feel that they don't have that time really to give, you know, a thorough clean of the mattress, a thorough clean of the whole bed space when they're only having like literally 2 minutes, the patients there after, you know, another patient has just gone.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   25:42
Mm.
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Lisa Green (Cardiff and Vale UHB - Specialised Medicine)   26:01
And I think that that might be, you know, maybe something to do with it. And I think a lot of the wards as well, particularly the ward that I sort of oversee at the moment, I know that they've been asking the housekeepers, supervisors to come and
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   26:02
Yeah.
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Lisa Green (Cardiff and Vale UHB - Specialised Medicine)   26:21
support because they feel that maybe some areas are being missed, like behind bed spaces under beds and things are not being pulled out. So I know that the ward managers are trying to address some of those issues as well.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   26:35
Yeah, okay. I mean...
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   26:36
Yeah, and that's why we try and do at least once a year, if not more, because we try and do at least three audits for each area a year for IP&C, and then at least one of those a year would be joint with housekeeping and estates, so that we can, they're there with us doing the audit and can see, you know, in
real time what's going on on the board. Obviously, if we if we see particular areas of concern, we would, you know, do another one that's joined with housekeeping and estates, you know, so we can always invite those along as well to try and improve things on that on that side.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   26:59
Yeah.
Yeah, no, that sounds that sounds sensible, and I suppose it's just about capturing that the time timings and how we support people to be able to prepare the bed area, because obviously there's pressures on beds and pressures on flow through the system, isn't there? So we've got to be able to meet those those demands.
Emma.
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Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   27:39
Yeah, I agree, Katherine. I was just reflecting on how do we deal with it, because ultimately there is challenge in the system, but we don't want patients to be getting into a bed that isn't clean and that hasn't been cleaned for them, because that, you know, creates potential risks. And I think beyond just the beds and the mattresses, there are other concerning scores there, you know, including our commodes and things like that. So

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   27:39
Yes.
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Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   28:03
I think we really do need to address that. I think the other thing that I'm quite interested to kind of see how it develops is the peer review audits have been introduced. So the ward Sister is going to review other areas so that they're not just reviewing their own because appreciate Leeanne, you do your audits, but often you might only visit one area.
kind of once every six months or something, but it's that continuity, I guess. So really keen to kind of, it would be good if we could bring back some of those peer review audits over the next couple of QSCs as that launches and rolls out to see kind of if having different eyes, I guess, viewing in different areas, whether that helps and whether there's any other additional actions that can be brought from there.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   28:54
Thanks, Emma. Lisa.
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Lisa Green (Cardiff and Vale UHB - Specialised Medicine)   28:57
So a way that we could maybe try and support this is the movement team within OPAT, healthcare support workers boundaries. So I think part of their role is to help prepare the patient to move and help prepare to clean the bed space, but that doesn't seem to be happening so much anymore. So maybe
we could have those conversations with OPAT to maybe try and address some of that.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   29:23
Yeah, that sounds like a sensible approach. Okay, so some more information possibly from the peer reviews and linking in with the movement team to see how they can support. I mean, they shouldn't be bringing, putting a patient into a bed that's not being cleaned, should they really? So
Kind of addressing that, and then...
The other thing you were saying, Leeanne, wasn't it around joint audits with the Estates team?
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   29:53
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   29:54
Right, more hands up now. So, Samantha, Sam.
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Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   29:58
Just A reflection from our ward managers away day that we recently had is that a lot of the time the patients are coming up on the bed and they are remaining on the bed that they were on in the previous area. So what the wards were actually saying is they didn't feel that by the time the patient had got to them, they might have been on that bed for a couple of days and it maybe wasn't clean to their
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   30:33
Mm.
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Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   30:33
Definitely a discussion point.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   30:36
Okay, thank you. Thanks. Let's make sure we pick that up then, I guess, Emma, and just understand. Because I think we've had this conversation before about people moving with the bed. I'm not sure where we've got to now. So we'll just make sure that we're doing the right thing and we're consistent across the board because
It would, it's important really, isn't it? And hopefully we'll see some improvements. Back to you, Leeanne. Sorry, we're really interrupting your flow.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   31:01
And.
Okay, yeah, no, it's fine, it's fine, it's good. Just to say about the bed and mattress, obviously, it's not just Medicine Clinical Board that have these similar scores, it is across the hospital. And obviously, as an IP&C team, we're trying to get that standard up everywhere so that if you get a bed,
from somewhere else. It should be the same standard as what you clean it on your ward, you know. But I know that when B5 had an outbreak and we were auditing their beds like twice a week and they kept failing and failing and failing, they do not accept any beds from any other area because of
because of that reason that they were getting dirty beds and we were auditing them and finding obviously things wrong and mattresses dirty. But obviously, it's very difficult to do that. Sometimes we haven't got time, you know, to transfer patients across, especially if they're completely immobile. But yeah, it's about
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   31:57
Okay.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   32:04
you know, yes, we've got to improve our bed and mattress, but it's also getting that standard up across the whole health board so that everybody is doing the same standard of cleaning. So if you get a bed from somewhere, it's clean. Yeah. So going on to RCAs,
Our retirement at the moment is 73%, but a couple of those are within, still within the three-week periods of where we asked them to be returned. So they were sort of handed out right at the end of May. And I think I've had one back since I've done this table. So obviously that's a bit higher again. And then just to say from last year,
I've chased up the one RCA that's outstanding, which is from Stroke Rehab when they were still under medicine. So hopefully that will come back, but that means that's 100% return rate on RCAs, which is really good. So I think, you know, we're doing really well now with returning the RCAs and getting them completed. So I think it's
Now we can start looking at that standard of completion. And as Emma was saying, we've started the IPC panel where we're looking at in a little bit more depth at these RCAs and, you know, making sure we've got that medical input, that we've got all the information that we should be getting on those RCAs and making sure that the standard of completion is also really good as well.
As you know, returning them as well.
I think that's everything for me.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   33:39
Yeah.
Thank you, Leeanne. Well, some good news around the RCAs, I guess, at the end there. So thank you for that. That's really helpful. Right. Any more queries or points around the IP and C stuff? I know Leeanne's got to head off.
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Leeanne Provis (Cardiff and Vale UHB - Infection Control)   33:41
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   34:01
OK, grand. Then I will move us along in terms of the agenda. So I should have just noted the minutes and asked people for declarations of interest. So apologies, I'm not very good at chairing, but if there's any declarations of interest, can you make yourself known?
And in terms of the minutes, I've had a look through. I'm happy with the minutes as have been documented from our previous, from our last meeting. If anybody's concerned at anything there, just again, let me know and we can make amendments. But we can move on now.
And I know we've got a couple of presentations. So have we got Jane from Safeguarding to present or is somebody else here?
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   34:50
Yes, Jane's not able to be with us this afternoon. She gives her apologies. She's covering Marsh and is absolutely bedlam there. So I've agreed to share Jane's slides. So I'll share my screen with you now.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   35:03
Thank you.
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   35:11
Let me just click.
Are you seeing the slides?
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   35:19
Yes.
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   35:20
Perfect, that's definitely work then. So Jane sent his slides over to me. Hopefully I can do I can do his slides justice and run through them for you. But I think the brief that Jane gave me was to give you guys an update on what's going on in the in the Safeguarding world, look at your training compliance and some referrals and things that you've
you've sent through to us over the last couple of months and just a little bit of a continuing awareness of us as a Safeguarding team and what we can do to help and support you.
So just as a team, I'm not sure whether some of you are aware, we've had a little bit of a change around of staffing. We've now got Fiona as our head of Safeguarding and I've recently joined the team. So I'm Carla Blackshaw, I'm the new senior nurse for Safeguarding. I've come from another health
board. So I'm very new to this health board. It's really nice. So there's quite a few familiar faces and there's definitely some familiar names that I've seen in documents. So it's great to put some faces to names as well. So it's a good thing that I came today, I think. So we've also got within our team, we've got our Safeguarding Nurse Advisors.
Within the hospital as well, we have our violence prevention nurses and our health advisors, they're based there too. And within the Safeguarding team, we do have our MCA and consent colleagues that we work really, really closely with as well. And the lead, the project lead there is Chloe Evans. That's just kind of giving you a little overview of us as a team and how we sit at the moment.
Some things that, you know, as a Safeguarding team, what we can do to support you, you know, contrary to proper belief, we don't just sit in the office, wait and answer the phones and give everybody advice. You know, that's definitely part of something that we do. But actually, there's a lot more that goes on within the team. And as you can see from this slide, you know, there's lots of additional
things that we're involved in. You know, we've got the training that we're undertaking, supervision that we're also delivering and supporting staff with as well. And these are some of the other things, as you can see on the slide, that we do as a team.
Jane's put this slide in just for awareness regarding the Wales Safeguarding procedures. I'm sure that everybody is aware of where they can access the safeguarding procedures. You can also access advice and support from there as well. I know that as a health board, the links to the safeguarding procedures are on everybody's desktop.
you know, and you can also just pop it into Google and you have all the information that you need from there. Gone are the days that you have the big massive lever arch folders that you see somewhere gathering desk with all the information, you know, when you're clicking onto the links and you're going onto the app, you can be, you know, confident that the information that you're having is the most current and the most up to date, unlike
the big massive lever arch files that we did have years ago.
So with regards to Safeguarding training, our training compliance is broken down and we're looking at levels 1, level 2 and level 3. Within the guidance, they've changed the wording ever so slightly with regards to the level 3 training. They're now calling it Group C training.
But for us, you know, it's going to be a transition. It'll take a little while to embed. So all of the training that we're putting out as level 3, we're putting on as group C slash level 3, just not to confuse people, but this is the wording that's being used at the moment. So for the level one Safeguarding training, you know, that's mandatory, is accessible via ESR, is mandatory for all staff.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   39:12
Two.
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   39:13
We then have our level 2 and again, that's mandatory on ESR. You can log in, you know, it's easily accessible. They're delivered routinely and regularly, you know, you can access it there. We've got our level 3 training and following the
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   39:24
How?
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   39:33
that we had back in 2024, it was a recommendation there and it went up to the exec board level that actually for all agenda for change band 6 and F1 medics and above, that would be mandatory for them to complete their level 3 Safeguarding training.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   39:40
Yeah.
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   39:53
That's not to say that if maybe within your team you feel that you have a band 4 or a band 5 that would definitely benefit from attending the level 3 training, it is down to managers' discretion. So if you've got other staff that you feel, you know, it would be relevant for, and I think that there are lots of staff out there that maybe are band 4 and band 5 that absolutely would benefit from the level 3.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   40:12
Yeah.
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   40:17
you know, we just say that it's mandatory for everybody above band 6.
As A team, we're also putting on some bespoke Safeguarding training as well, and you'll be able to find all of our training offers and the training calendar on the Safeguarding SharePoint site. Everything's on there with links to book on. So looking at your safeguarding training compliance,
So the Vow RSV Safeguarding, this is our ask and act. So for group one within medicine, as you can see, we highlighted it there in red, currently as a team for compliance, you're 65%.
The recommended sort of compliance level that we would be looking at on an all Wales basis is 85% and above. But as you can see from some of the other areas, you're not far away from the other service areas either. But that's currently where we're standing. So there's some work
that needs to be done to increase compliance there.
For our level 2, this looks very, very low, but at the moment this is because ECOD haven't coordinated all of the information together. It's kind of split. So we're going to move over from that slide because until we have the proper accurate readings, that's not giving us anything really to go off.
And then for your level 3, we've got your Safeguarding Level 3 training and we've also got a Vowder SV Level 3 training package as well, which are all accessible to book on via ESR. So for the Safeguarding Level one, we've got
6% for medicine and as you can see again that's falling below our 85% target.
Your level 2 child and adult, again, we're averaging about 75%.
And for our level 3, we are again a little bit lower and we're looking at 58% compliance. So this is for the level 3 Safeguarding Children and Adult training. We have with regards to the level 3 Safeguarding training that has recently changed because I think
historically within the health board, there's been various different level 3 sessions that people can dip in and out of. So it could be that maybe you wanted to do a level 3 session on sexual exploitation, and that would count then as your level 3 training, or it could be, you know, MAREC training, and then that would count as your level 3.
but actually we've been working with Public Health Wales and there's been training developed for Wales-wide training for Level 3.
Social Care Wales were commissioned to sort of gather all the information and pull the training package together. So when it actually landed on our desk, it was very social work orientated. So our Safeguarding team and our training facilitator has worked really, really hard to try and sort of healthify
the training package. So even though it's an all Wales package, each individual health board has updated that slightly to make it a little bit more relevant for us. It is a long day and I absolutely get it. You know, it is morning, it is afternoon, it's a full day session on teams, which can be hard
you know, it can be hard to go in, but actually we have to meet the hours to gain our level 3 compliance. And the new package has been delivered a few times now. We're tweaking it ever so slightly after feedback that we're receiving, but actually,
the overall feeling and the feedback that we've received is really positive. We try to make the day as engaging as possible, you know, and as interesting as possible. But, you know, the feedback has been really positive.
There's lots of sessions that are going on. I believe if you go on to ESR, I think there's monthly training packages, you know, that you can book on. So, and I think the amount of people that can actually book on is quite large. I think it's capped at sort of 200.
So, you know, being accessible and being able to book on, there shouldn't be any problems with you having to do that.
At the moment, the prevent training isn't something that's mandatory. Prevent is something that you can access via ESR and you can book on. Again, there is an all Wales prevent package and module being developed.
our teams have an input within that, so it's very much at the sort of sort of reviewing stage, so that will be accessible to you. But at the moment on ESR you can access Prevent and I think it's really important for us as health staff because Prevent does sit really nicely and specifically within our roles.
you know, prevent is about Safeguarding and supporting vulnerable people who are at risk of being drawn into terrorism or extreme extremist ideology. And sort of on the back of the Southport inquiry, I'm sure that you're all aware of the Southport inquiry and 17 year old
Axel Rudacabana, you know, from the inquiry, it did identify that lots of people were working in silos. We weren't working together and sharing this information. And it was all talked about, you know, early prevention. It isn't about, you know, holding people to ransom or, you know,
pinpointing people and spying on people. It's about that early identification and building support and resilience for these people. So a little bit of a plug from us about prevent training. If anybody does have, you know, some spare time, go on to ESR and you can go through the prevent training package as well.
And last slide for us is looking at how many maths and AS1s that have been submitted via your clinical board. I had a little bit of a shock when I was looking at this earlier, not realising that actually ED sits within the clinical board and I said, my gosh, are these figures really accurate? Is there 115 referrals?
And then Fiona said to me, no, Carla, that's ED. And I said, oh, of course I can see. I can see why the numbers are so high. I did ask when I was looking at these figures to see how they compared to last year as well. So April this year, you submitted 115 maths. Last year, there was 97.
So, a slight increase, but not, you know, that's not huge numbers of differences, is that? And May last year, there was 143. So, they're kind of comparable, really, aren't they, give, you know, give or take, you know, with the amounts. And then we've got the AS ones that have been submitted.
You know, health-led cases, we had nine in April and then 10 in May, and then we've got the local authority cases, which are seven and three.
I'm gonna stop sharing my screen.
Let me stop presenting and then kind of put it out to see if there's anything you know you wanted to ask me if there's any questions or anything that I can clarify for anyone.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   48:05
Thanks, Carla. Thanks for the presentation. That's helpful. It does seem that medicine trails behind other kind of clinical boards in terms of compliance, and I just wondered whether we had any kind of understanding about that, why that was. For the level 3 Safeguarding,

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   48:08
That's alright.
I sent you, sent you an A.S. one. It's not for the purpose of you looking at it, but it's got the patient's details. Such a Jackson's e-mail, honestly.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   48:25
Not everybody needs to do that, do they? So do we do in terms of that compliance, we capturing the whole of the Medicine Clinical Board or just the people that would need to be compliant with it?

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   48:29
What the cause of death is? I don't know who this woman is. She's the right. So they just have a look and see. It would just be anybody that's banned 6 or over.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   48:39
Right, okay, that's fine. Just to clarify that, really.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   48:41
Yeah.
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   48:45
Yeah, any thoughts on why we're a little bit behind Lyndsey?

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   48:49
So it was band 6 and over and F21 and equivalent over. So you've got the clinical teams in there. Where do we sit with residents on this? Because they effectively, they're employed by HEIW, aren't they? And does their kind of governance sit more widely than CAV? Are trainees for them from a Safeguarding perspective, did they, I know they're expected to do that as part of their training, but
where they do it may not, it may be logged elsewhere. So if they've got to do level 3 Safeguarding, it might not be on the, well, things aren't logged on ESR with trainees because they're HRW employees. So with that skew data potentially for our non-consultant.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   49:20
Mhm.
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   49:30
Yeah.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   49:33
Are they, are they on? Yes, are.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   49:35
No.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   49:36
then that data wouldn't show up because this data is taken via ECOD and once they book on via ESR, that's where the data is pulled. So if they're not logged on ESR, then they wouldn't be included in the numbers. But it's something that I can definitely check, Lyndsey. I can link in with ECOD.
to get a definitive answer.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   49:58
So, if they're not, if if they're not logged on to ESR, they're not part of the numbers, so they're not, we're not getting an erroneous skew because they're not.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   50:04
Mm.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   50:06
Doing it?

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   50:07
You don't know they exist essentially as far as ESR, right?

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   50:09
Yeah, yeah, I will double cheque that though, just to just to make sure.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   50:15
Thanks.
Some.

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   50:18
Just some thoughts that came to my head that affect me in the training world that might actually be contributing. So a lot of our band sixes are not great at accessing their emails and actually if those links are hitting their global emails, some of them still don't.
regularly, if ever, look at them. So there might be bits dipping off there because it's currently happening in the MS Teams fireworld at the moment. So just a thought. I know there was a bit of a backlog for a while with the training availability because I was in this group where I sat a little while waiting for it, just a slot, but I understand that the now worker running a bit more frequently and I'm wondering whether the world
Will just got out there, that there's lots more accessibility now. So those are just two thoughts that came to my head initially.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   51:00
Mm.
Yeah. Do you think there's anything, us as a Safeguarding team, you know, is there something that we could do maybe just so that it was more visible? Is there any sort of meetings that you think maybe we could come to or flyers or, you know, do you think there's something that we could do to try and try and increase that?

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   51:25
The screen savers work well with our staff, but the issue is still going to be, I mean, they need to just access their emails is the crux of it, but we know they don't. So if those invites for the team sessions are falling into their work inbox, then it's sitting there unread and then they're not becoming compliant.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   51:27
Mm.
Yeah.

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   51:46
I don't have the answer to that because I'm not managing them. I can keep asking them, keep asking them and telling them they're missing things and their manager is aware of it. But it is a real big problem with a lot of our clinical band 6 as the deputies are a little bit better with the emails.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   51:52
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   52:04
Yeah, it's probably bigger than that as well, though, isn't it? Because I know compliance from the consultant workforce isn't particularly high and they're definitely a group that use emails. So, yeah, it's going to be a lot. So it's got to be it's got to be broader than that, but
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Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   52:17
No excuse there.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   52:23
Yeah, I suppose.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   52:23
I think ESR is clunky and I think I know we've recognised that before. It's not the easiest system and I think that that is probably one of the biggest deterrents for people just not going on and doing it.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   52:25
Yeah.
Yeah, yeah. And also people, as you've kind of alluded to with the trainees, can, you know, people will access the training in other spaces through different places as well. And then we don't always, we can't really capture compliance then because it's sort of recorded as part of somebody else's.
Portfolio somewhere, but I suppose.

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   52:56
And on the back of what Lyndsey just, sorry, on the back of what Lyndsey just said there, I think with the ESR being so clunky, I actually had a member of staff e-mail me yesterday saying I haven't been sent a link to this training and when they screenshot me what they booked, it was Betsy Cadwalada. So people are booking onto the health boards and then wondering why they've not received a link. So yeah, again,

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   53:15
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   53:15
Yeah.

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   53:15
It's clunky and they use, they're looking at the wrong thing.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   53:19
I agree, we had a number of phone calls one morning, our admin team took to say they hadn't had a link for some safeguarding training and we were like, we're not delivering training today. And it was a number of people they'd booked on for another health board.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   53:19
So...
Yes.
Yeah, well maybe one of the actions could be just a simple, like this is the steps that you follow on ESR, because I go around in circles when I try and do stuff, and eventually usually get there, but perhaps it's just a simple, press this, then that, then this, then that. Maybe you could help us with that, Carla.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   53:39
Mm.
Yeah.
Yeah, yeah, absolutely. Anything that's going to help, that, you know, that's fine.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   53:58
Grand. Is there any other points around that then?
Thank you very much for taking the time to present today, Carla. It's really helpful.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   54:06
That's okay, no problem, and it's nice meeting everyone.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   54:08
Well...
We'll work on our compliance.
Grand.
Right, I'm going to move us on with the agenda.

[image: ]
Carla Blackshaw (Cardiff and Vale UHB - Safe Guarding)   54:14
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   54:21
So there's some lovely compliments to review and a Word document that, sorry, a slide that kind of gives us our
Um...
Concerns position across the different directorates, just sharing really for people to review. You know, there are a lot of active concerns, but there's plenty of evidence that people are working with them. There's a few that are kind of overdue, but by and large, I think we've got a good...
a reasonable programme of work. So I think there isn't too much to discuss there unless there's something that people want to flag. And the
the compliments, I'll just let people review, but there are some, you know, to counterbalance the story that Rachel shared earlier, there are some lovely feedback.
Um...
And Nick Denny's not here today, Leeanne's presented. I wonder whether we want to go to you, Lyndsey, so that you can present your...
Um...
your, the case, the disc, the sepsis stuff. And then did you want to cover off the QSE template thing as well? The SOP, sorry.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   55:42
Yeah.
Yeah.
Yeah.
OK, thank you. So, I'm going to I'm going to try and share my my.
Just talk amongst yourselves. I'm just trying to find my, the sepsis presentation that I've been looking at all day and now I can't share it. Hang on.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   56:12
Oh.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   56:27
Is that, can you see, am I sharing there?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   56:30
Not yet in my screen. Sorry. Right, you think about that. Emma, while Lindsay's figuring that out, do we need to discuss in detail the various NRIs or are they just there for noting, do you think? So there's some NRIs that have been closed.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   56:33
Right, hang on.
But.
Yeah.
There we are.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   56:49
Um...
some sort of general themes around falls and things. Do we want to discuss those in detail or is it just for noting? Any thoughts?

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   56:59
Yeah, we can we can take them as as kind of noting and maybe just touch on the NRI's and our position on that. I think it'd be useful just to bring that to QSC.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   57:01
Yep.
Cool. All right. Grand. We'll let Lyndsey present, and then we'll go to that.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   57:16
Can you see my screen now?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   57:18
We can, yes.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   57:20
Fab, right. OK, so the purpose of this, it's I have on the back of a number of patient safety learning reviews and events and learning from events within Medical Clinical Board. We probably in the last few months we had five which we've identified.
being themes associated with the sepsis pathway and sepsis management. So actually this week was meant, we were meant to be hosting an organisational sepsis day. Unfortunately, for reasons I'm not aware of, that's been cancelled. However, I still feel it's important to, I think we get the ball rolling.
them at MCB because I think this work is important and it needs it needs wider support. We have a sepsis lead, we've always had a sepsis lead within the Emergency Department and you know, I guess maybe the pretext that sepsis starts at the front door and they continue their journey in, but you know, time and time again, we're seeing now
patients coming in alternative routes, people developing sepsis and it's, yes, it's about that initial identification of the septic patient, which for reasons I'll go into isn't always clear cut, but also recognising the deteriorating patient when the patient's up on the ward. So this is a, well, it's a
an organisational problem, not just ED, not just MCB, but I think, I think, you know, we can do things within our gift within the Clinical Board. So what I thought I'd do is I'd bring the five cases to you to talk about not in detail, this is high level, but I just wanted to sort of
pick out the themes just to sort of demonstrate where I think there's a focus is needed and then present me some sort of actions that I would like some support with. So, you know, just as a reminder, you know, sepsis is time critical. You know, we need early and timely recognition, rapid escalation, and then administrative prompt administration of

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   59:17
Yeah.
Alright.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   59:24
of antibiotics to have improved outcomes. You know, and this isn't just individual factors, there's a whole system wide, you know, with the pathways that can either constrain or enable us to provide, you know, time critical care to these patients.
This is what I've done is I kind of have a look over, sorry, gained an overview on how we have managed sepsis in these five cases and then pick that, pick out the learning really, that's what I've done. And then what I want us to kind of consider with the
as a health clinic board. So the first patient was his VP. Now I won't go into the detail particularly, but he was a, this was a patient up on, I think might have been at UHL and actually, you know, good evidence of good practise by the nurses.
they recognised this patient was probably septic, you know, timely observations, early blood lactate cultures, etc. And then was, you know, escalated appropriately to the clinical team. Now, this is currently going under a PSLR and I don't, I'm not.
This isn't about this isn't about pulling out finer details, but there was a bottom line here that there was, I think, what we will see, there was an under appreciation of how sick this patient was by the clinical teams after they'd been escalated. There was a lot of talk about procalcitonin levels. I'm very aware of, you know, the push towards an antibiotic stewardship.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:00:57
Yeah.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:01:02
you know, and perhaps what we'll see when this case is being fully reviewed and investigated, that actually, you know, there was ultimately a delay in antibiotic prescription, possibly because there was a focus on this idea that we need to be stewards for anti-antibiotics, but
but actually overlooking the fact that this patient needed time critical medication. So I think there's definitely learning themes here with, you know, how the patient, how it was recognised appropriately, escalated properly and then underappreciated. Therefore, there was a delay in the

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:01:23
Okay.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:01:40
the antibiotics that would that would give them. Sorry, case two was, this is a patient that I'm spent all day kind of writing a learning statement for the coroners. It's going to be a three day coroner in coroner's case, the end of the month. And there's a lot of complex, complex
patient and I won't go into the nitty-gritty of it, but there was there were certain themes here that I think we can do better as an MCB. You know, this patient had clinically had very abnormal blood results that wasn't appreciated as timely perhaps as it could have been. And ultimately there was a delay in the
prescription of the antibiotics. And here I think the main thing here for me was that unclear ownership and accountability in between a referred patient into another specialty. So again, there are themes here of, you know, missed opportunities for antibiotics being given in a timely way.
Case three was what she was right. So this was this was the beginning of when EPMA was rolled out. Antibiotics, so the patient, it was recognised as patient was was sick by the nursing and clinical team that saw them.
Initially, they were prescribed appropriately on EPMA. However, due to the glitch that I believe is, well, it is, it has been worked through, but you have to put in a stat dose and then start a regular prescription. The EPMA instruction had been prescribed to start the next day.
Now, and I've seen that before on my own prescriptions, and you have to sort of do an intermediate step to make sure you can give a stat dose, i.e. in ED, and then, and then it'll start. This was picked up by the nurses who, you know, advocated quite rightly for the patient that this patient is a query septic patient.
but the antibiotics have not been, I can't, they can't do anything because EPMA says they can't because of the tablet. But actually then the night clinician who wasn't directly involved earlier on in the patient's case decided that they could in fact wait till the morning. And I think that just suggests again an under appreciation of how
you know, critical medication in or critical antibiotics in sepsis will improve outcomes. So, you know, there's a system challenge here with the EPMA system, but also, you know, clinician factors that either the an awareness, a lack of awareness or lack of appreciation of
how sepsis is a time critical, you know, needs time critical management. Fourth case, yes, so this one was delayed in recognition of the deterioration. Now, I'm just going to emphasise here, this was a complex medical patient that
that had been in and out of primary care and secondary care that, you know, was tricky. He then did deteriorate, but there's a sort of an overwhelming theme. Again, the PSLR is underway, that there was a recognition of the deterioration of this patient and appropriate.
escalation. So the theme in here is about the escalation pathways that we need to we need to dig deeper and look to be sharper with. And then the last case is she was an elderly patient. She was a 91 year old patient that presented to the front door with Abdalla pain. And again,
She is a, it was a delay in recognition of sepsis in this patient. She had a new score of nine pre-hospital. She rallied by all accounts at the front door and was a news of four. And I think that gave the team at the front door, the nursing team at the front door, perhaps an unrealistic,
reassurance that this patient was okay, but actually then she completely bucketed and became news at 13 months. So it was an under appreciation of how elderly complex patients can mask their findings. So, you know, you have to have that lower, lower threshold, especially older patients in abdo pain. So again, this is being investigated at the moment.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:05:54
I.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:06:05
So it's highlighting those sort of the delays when patients, there's an under appreciation there. And I've added the bit, the vigilance and senior input at the beginning, because I think we're usually quite good at the front door with, you know, older patients' abdominal pain is an immediate red flag.
And, you know, I'm not sure how this patient then ended up kind of flipping through the net and ending up out back. But again, it's been going to be investigated. So these are the themes that I've identified here is the delay in recognition, the delay in antibiotic prescribing and administration.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:06:29
Yeah.
No.
No.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:06:44
And then sometimes the gaps in communication and escalation between the teams, you know, and I think we need just to need to be a little bit more collegiate, more regularly to make sure that everybody's on the same page. So I've brought the key learning points up here that
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:06:49
Yeah.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:07:02
that, you know, it's sepsis is a medical emergency. And I think we need to get treatments, including antibiotics, in a timely way. And there needs to be that balance between being mindful about not giving antibiotics to everybody and being that, you know, that steward for antibiotic delivery. But at the same time,
you know, delays for more, you know, for testing at the moment, things like procalcitonin when somebody is in front of you is super sick is, you know, we need to balance up that risk benefit. I think we also need to look at how we are reviewing and escalating our patients in a timely fashion when they, you know, you've got abnormal news to a normal,
and blood results, you know, that ownership of who's accountable for these blood results, especially when they're changing hands of, you know, of specialties, etc. You know, nurses, I've said, are vital, and in several of these cases, you know, nurses, they're often the first port of call. They
they, you know, they recognise the unwell patient and it's appreciating that, you know, our medical colleagues need to be appreciating that and kind of respond appropriately. And I think there's, you know, with all of these things, ongoing education, we need to we need to reinforce the importance of
of timely management of sepsis if we're if we're if we're going to if if we're going to get better at managing the we we've got data. I don't think data is great where with what we have at the moment we use we use a sepsis. There's a button on the EU workstation. I don't think that.
is capturing what we are doing.
you know, I think we're better than our data would suggest. You know, these are cases that are plucked out. We see a lot of patients with, you know, severe infection and sepsis, but it's difficult to provide assurances at the moment because our data capture is not ideal. So I think the next steps, I think educating, and I think on the back of that, the of this week and Paul Morgan's work,
There is a training the trainers, which is the UK sepsis recommendation. I don't know how far we are through that with MCB. Some of our nursing colleagues on the call today might be more aware of that, but the idea that we, you know, cascade that learning in the wards,
you know, I think I think that that is going to be really beneficial because I think I think everybody, every member of the team needs a voice to be able to step up and and voice when they're concerned that, you know, could this be sepsis? Like I said before, the way the sepsis awareness day that was meant to be this week has been cancelled, but there is the World Sepsis Week in September, which will all be participating.
I think we need to continue to remind our colleagues that, you know, if you're requesting something, you need to review it. And that is a theme in other PSLRs that we're seeing at the moment. You know, absolving responsibility if you refer a patient, I don't think is good enough. If there are outstanding results, that needs to be shared, whether it's documented or
or otherwise to make sure that the baton is handed over safely. And I think this culture of early escalation, you know, and I think we did see it perform well with the nursing teams involved in the cases I've talked about, but, you know, we need to empower our more junior teams and our nursing teams that actually
you know, escalate, don't be afraid to escalate because the earliest robust decision making is happening in these patients, the better for the patients. And I've just added at the bottom the quality insurance, you know, could we be looking at the prescription on medicine? Could we audit that in EPMA now that we've got a digital
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:10:44
Yeah.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:11:04
Now we've got a digital stamp on that. Like I said before, with the EU work extension data that we've got teams working on that kind of gets pulled through to through biz. It's not great what we're seeing, but I don't think that's reflecting the our actual performance. I'll stop talking now. Does anyone?
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:11:05
But.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:11:23
and I'll stop sharing. Does anyone have any questions?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:11:27
Okay.
Thanks, Lyndsey. It was really useful. I think you've touched on some really important things. The take-homes for me are around...
like working as a team around that patient, you know, you've identified the concern around sepsis and then how the nursing and medical staff work together to give those antibiotics and have them prescribe them and then administer them in a time critical way. So I think
that there's some this work there that we can build on, really, and it's something that's relevant to all clinical areas, because sepsis can develop whilst the patient is an inpatient. It's not just the diagnosis that the person comes into hospital with, so it's very relevant.
I think there is work that we can pull out of EPMA.
So I do think that that is something to look at. And whilst it's appropriate in some circumstances to await further investigations to make decisions about starting antibiotics, when you've got somebody who's critically ill or showing signs of developing sepsis, then the correct thing to do is give antibiotics and they can always be stopped.
afterwards. So, you know, the antibiotic stewardship is more to do with, you know, making sure you review the prescription and the ongoing prescription and day three, changing to oral antibiotics and all those sorts of things rather than the initial.
initial prescription, isn't there? So I think there's work that we can certainly look to develop there. Sam.

[image: ]
Samantha Hughes (Cardiff and Vale UHB - MEDICINE)   1:13:08
I was just going to mention the trainer trainer has been cascaded. We've already been approached, so I presume there's a number of nurses that have.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:13:16
Super. That's good news, because that will really help bring the learning out, really embed it in the teams around the place, won't it? Just important that that's the whole MDT that's involved to want to make sure that we bring the medics along with that.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:13:18
Yeah, good.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:13:35
Without, um, about training.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:13:36
One of my asks was, I think we do need an MDT approach. This is the assurances that I'm giving coroner at the moment for the Alan Rees case that is about to go to court. But Tim Ayers has taken over from Sue Allen at the front door as sepsis lead. And I mentioned this in the CD meeting the other week. I think what we need to
approach this collaboratively is almost have sort of sepsis champions in each of the directorates. You know, we've been quite good at the front door, but like these cases, you know, show that sepsis isn't just a front door problem. It's, you know, patients, you know, don't always come in with sepsis. So I
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:14:03
Yeah.
Yeah.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:14:16
I'm not sure how well it went down with the CDs and maybe my approach was, you know, I'm not looking for people putting two or three sessions a week ago. It's just having somebody in each area, probably a clinical voice, well, a clinical and nursing voice as well, because I think this is definitely an MDT approach that
that is going to advocate for.
But these, you know, the good, timely, you know, management of sepsis and, you know, like I said, Tim is doing quite a bit of work at the front door, but it just needs, it needs a way that we can cascade it clinically, I think.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:14:42
Yeah.
Yeah, so I think we've got Theo, who's one of the acute medics with a respiratory background who's keen to support. I'll share her details. So that's one person. And I guess we'll work across the different directorates to just kind of build that really as a team of people.
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Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:15:03
Yeah.
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Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:15:16
Perhaps we could link it into the nursing staff that do the train the trainers thing. So, you know, we could just pull out from that really a little bit. Could hear a bit more about that. Okay, is there anything else that we should cover there?
It's worth just figuring out, we're linking with Richard Scone around EPMA because I know there is hospital wide, there's work going on around antibiotic stewardship. So we just want to make sure that we're consistent with our messaging so that kind of emphasis around
antibiotic stewardship doesn't list doesn't turn into a holding off on treating sepsis, because that would be the wrong wrong thing. Equally, I do also know that the term sepsis can be kind of somewhat carelessly banded around. You know, everybody's kind of query sepsis septic as they come in through the front door, aren't they, Lyndsey?

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:16:12
If.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:16:12
111 kind of the, it's a common reason for people being sent up to the Emergency Department. So, there is a risk of risk of overuse there that can then muddy the waters a bit, I suppose, isn't it? Okay, thank you for putting that together, Lyndsey. It's really helpful.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:16:19
That's a quadraquina.
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:16:30
I'm going to move us on because we're nearly out of time, I think. Let me just cheque the agenda. Emma, can I hand over to you to just talk through the NRIs? And I suppose I should check, Rajani, was there any particular NRIs that you wanted to present? We are running over time wise a little bit.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:16:30
Cheers.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   1:16:44
I need.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:16:50
but I don't want to skip over anything important.

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   1:16:51
No, not that I was aware of, Katja, no.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:16:54
Okay.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   1:16:54
I'll just be really super quick on the NRI position. I guess our NRI position is improving significantly across the Clinical Board. We do still have 20 open and we have 6 overdue, but five are due to close this month. So that's a real improvement, I guess. Some of them are related to the Dermatology thematic review, which is sitting with Patient Safety. I just guess my ongoing

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   1:16:57
Mm.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   1:17:17
And.
you know, is around that kind of needing reviewers to do the PSLRs and to support the process really. I think we are getting on top of it in terms of how we're reviewing it and having lots of really good engagement. So thank you for that. But I guess that continued support is really welcomed.

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   1:17:22
Review.
Thank you.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing)   1:17:38
as we kind of go through that process and making sure that learning is shared back into the Clinical Board. But I won't go any further, Katja.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:17:47
Thanks, Emma. That's really helpful. Agree. This is something that's going to continue to be required, isn't it? We're not going to suddenly not have any NRI, sadly. We're likely to have to continue this kind of emphasis about supporting that work. So agree, it's important. Rajani.

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   1:18:07
Yeah, I may be pleased to know there's at least 10 that we might be closing this month, potentially, because I think you've counted the term as one, but that's five incidents. So yeah, and yeah, we'd want more reviewers because yes, there's NRIs coming in, new NRIs, so we are looking for reviewers.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:18:19
ED.
Okay, we will continue to push for support there. Okay, thank you. So there are in the minutes, there's some kind of documents for review and for noting regarding the kind of some of the themes, pressure damage theme,

[image: ]
Rajani Ponnada (Cardiff and Vale UHB - Patient Safety)   1:18:29
Okay.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:18:48
themes and some falls learning themes as well. I'll skip over those. There is also patient safety alert regarding TXA prescription and also chloroprep application applicators. So presumably they've been actioned, but just for noting.
and then noting the minutes from various other QSE groups. And that then takes us to the any other business. Is there any other business, Rachel?

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:19:25
It is on the agenda and I think we might have skipped over it, but it was just a learning from event that was to be presented.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:19:27
Oh, have I missed it?
Oh, I assumed, sorry, my mistake. I thought, I assumed that was the...

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:19:35
Um...
It is me reading from it, so it is very, I don't think how much interest it's going to be, however, I think it wants to be noted and to be recorded. So, okay, so this was a situation that occurred in 2022. So it was a patient that sustained an unwhistless fall.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:19:39
Go, go for it.
Yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:19:56
on the 21st of March 2022 at 5:00 on Ward C7 when it was the old Covid ward and not as C7 is now. It was reported by another patient that this patient, DS, had walked forward and now fell backwards, hitting his head. Initial alert post fall, but
He was initially alert post fall, but developed an acute confusion and reduced GCS shortly afterwards. CT head had confirmed a large acute subdural hematoma with a midline shift. Due to his comorbidities and anticoagulation, surgical intervention was not appropriate.
And sadly, DS died on the following day on the 22nd of the 3rd, 2022. So the background is that he was admitted with COVID-19. He had bilateral pulmonary emboli, heart failure and respiratory deterioration, requiring ITU admission and stepped down to the ward on the 19th of the 3rd.
So that was a couple of days before that. He had significant co-morbidities, including pulmonary Fibrosis, COPD, Diabetes, IHD and AAA. He was on anticoagulants and antiplatelets. He had a resolving delirium.
but no ongoing cognitive impairment that was clearly documented pre-form. His mobility was reduced. Moving and handling assessment, it was identified that he required the assistance at two and physiotherapy advised he needed short transfers only.
due to fatigue and shortness of breath.
Falls risk assessment was completed. However, he wasn't identified as a high risk of falls, but he did have a reduced mobility. He didn't have any enhanced supervision in place and bed rails were assessed as required, but were down at the time of the fall.
Assessment then likely multifactorial fall, post ICU, deconditioning and fatigue, possible delirium or fluctuating cognition, and he had some dizziness prior to the fall as well, and he was a high bleeding risk due to the anticoagulation.
Four was described as from standing, because he was mobilising independently at the time, with reported head impact. Delivery was not fully recognised at the time. Family stated that they had informed staff prior to this that he was confused, but this wasn't evident on any of the
Consultant or medical reviews. The event did happen during COVID and it was during restricted visiting. There were environmental risks such as a catheter attached to the bed rail. A leg bag probably would have been more appropriate given that he was mobile around by the bed area.
Post falls observation and neural observations weren't done in line with NICE guidelines. There was some missed intentional rounding records on the day of the fall as well. And there was no line and standing blood pressure recorded.
He was reviewed by part within 24 hours of the ITU step down. So recommendations then was improvement plan was completed at the time, but not fully action because the ward closed. Post ITU leaflet developed by the ward system at the time of the incident.
Patient have a delirium screening that is completed by ITU prior to patients stepping down. Part should be reviewing all patients within 24 hours of stepping down from ITU and complete an ITU checklist. And they also refer to psychology if required.
Ensuring false risk assessments are robust and of good quality, including the tenable audits, and then obviously ensuring the family's concerns are listened to and acted upon.
And that was the SBAR that was given.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:24:19
Thank you, Rachael. Thanks for sharing that. So some important learning there. Obviously, things were very different during COVID. It was challenging times for lots of other reasons. But obviously some things in terms of bed rails and how we keep people safe.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:24:21
Mhm.
Yeah, yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:24:37
but also that balance that we've got to manage, haven't we, around kind of supporting patients who've deconditioned to recondition by being mobile, not wanting to restrict their mobility in terms of, you know, it's really important that they can get up and about and the risk.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:24:48
Two.
Yeah.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:24:57
of falling that's kind of inherent with that in particularly our frailer population. Okay, thank you for sharing that. Is there any other questions or points around that?
No, Grand. Then is there any other business that anybody else would like to note?
Ben, thank you very much everybody for your time and oh yes, Lyndsey.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:25:22
Sorry, Katja. Katja, can I just, sorry, I couldn't get my hand up quick enough. The SOP for the QSC is do we need to do anything more? Like we've added in, there was some last minute wellbeing section on it. I don't think it'll impact anything more. I've not taken anything out or anything. So if,

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:25:26
Yeah.
Yeah.
Yeah.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:25:38
You.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:25:42
If I've not had anything else, can we can we go live?

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:25:42
On.
Yeah, then let's kind of ratify that and yeah, and agree to, yeah, make progress with that. Yeah, fine. Sign that off.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:25:47
Yeah.
Thank you.

[image: ]
Katja Empson (Cardiff and Vale UHB - Emergency Unit)   1:25:53
Cool, thank you.
Grand. Okay, thank you everybody for your time and attention and we'll meet again soon. Cheerio.

[image: ]
Rachael Maiden (Cardiff and Vale UHB - Medicine )   1:26:02
Bye.

[image: ]
Lyndsey Jane MacDonald (CAV - Emergency medicine)   1:26:02
DAVIES.

[image: ]
Emma Davies (Cardiff and Vale UHB - Corporate Nursing) stopped transcription
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