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Held on 11 October 2022
Via MS Teams
	  
	
	

	Chair:

	Susan Elsmore
	SE
	Independent Member – Local Authority / Chair of the Committee 
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	Gary Baxter
	GB
	Independent Member – University

	Akmal Hanuk
	AH
	Independent Member – Local Community

	Mike Jones
	MJ
	Independent Member – Trade Union

	Ceri Phillips
	CP
	Vice Chair of Cardiff and Vale University Health Board

	In Attendance

	Stephen Allen
	SA
	Chief Officer of the Community Health Council

	Tina Bayliss
	TB
	Director of Operations for Surgical Clinical Board

	Paul Bostock
	PB
	Chief Operating Officer 

	Jayne Catherall
	JC
	People Experience Lead - Digital Narrator

	David Scott-Coombes
	DSC
	Clinical Board Director - Surgical

	Emma Cooke
	EC
	Clinical Director of Allied Health Professionals

	Daniel Crossland
	DC
	Director of Operations – Mental Health Clinical Board

	Mark Doherty
	MD
	Director of Nursing – Mental Health Clinical Board

	Nicola Foreman
	NF
	Director of Corporate Governance

	Michelle Fowler
	MF
	Patient Experience Lead

	Angela Hughes
	AH
	Assistant Director of Patient Experience

	Fiona Jenkins
	FJ
	Executive Director of Therapies & Health Sciences

	Meriel Jenney
	MJ
	Executive Medical Director

	Andy Jones
	AJ
	Director of Nursing – Children & Women’s Clinical Board

	Fiona Kinghorn
	FK
	Executive Director of Public Health

	Suzanne Rankin
	SR
	Chief Executive Officer

	Jason Roberts
	JR
	Interim Executive Nurse Director

	Clare Rowntree
	CR
	Clinical Board Director Women and Children’s

	Alex Scott
	AS
	Assistant Director of Quality Safety 

	Vicky Stuart
	VS
	Complaints Manager

	Clare Wade
	CW
	Director of Nursing for Surgical Clinical Board

	Observing
	
	

	Tara Cardew
	TC
	Interim Head of Patient Safety and Quality

	Secretariat

	Nathan Saunders
	NS
	Senior Corporate Governance Officer

	Apologies

	Marcia Donovan
	MD
	Head of Corporate Governance

	Neil Jones
	NJ
	Clinical Board Director – Mental Health



	QSE  22/10/001
	Welcome & Introductions 

The Committee Chair (CC) welcomed everyone to the meeting in English & Welsh. 

	Action

	QSE  22/10/002
	Apologies for Absence

It was noted that the Executive Director of Therapies & Health Sciences would need to leave the meeting before it concluded and that the Clinical Director of Allied Health Professionals would join in her place.

The Vice Chair of the University Health Board (Vice Chair – UHB) advised the Committee that he would need to leave the meeting early.

	

	QSE  22/10/003
	Declarations of Interest 

No declarations of Interest were noted.

	

	QSE  22/10/004
	Chair’s Action taken since the last meeting

No Chair’s Actions had been taken since the last meeting.
	




	QSE  22/10/005
	Thematic Reviews

The CC advised the Committee that 4 presentations would be received which consisted of:

· Maternity / Neonatal 
· Mental Health
· The Five Harms
· Emergency Department

The Assistant Director of Patient Experience (ADPE) advised the Committee that each of the Clinical Boards would present their Thematic Reviews which would include their biggest challenges and some of the assurance that could be given around the mitigation measures which had been put in place. 

Maternity / Neonatal:

The Maternity / Neonatal Thematic Review was received.

The Director of Nursing – Children & Women’s Clinical Board (DNCW) advised the Committee that the Thematic Review would cover a number of areas that had been looked at over the past 12 months. Those included:

· Quality & Safety data.
· The Ockenden and National Investigation Maternity/Neonatal Reports.
· A summary of the baseline position against recommendations.
· Areas of Good Practice
· Areas in progress
· Live areas that required resolution 
· The Clinical Board’s approach and next steps

It was noted the Children and Women’s Clinical Board (CWCB) had ten open Nationally Reportable Incidents (NRIs) with 4 being overdue and 2 closed with the Delivery Unit (DU) in September 2022. 

The DNCW added that of the 4 overdue NRIs, 3 would be closed in October 2022. 

It was noted that 7 of the 10 NRIs related to Obstetrics and 3 to Neonates.

The Committee was advised that in terms of concerns and complaints received by the CWCB the most significant number related to Clinical treatment and assessment, but it was noted that the majority of concerns were resolved through an early resolution mechanism.

It was noted that 86% of concerns were closed within 30 working days.

The DNCW advised the Committee that in relation to Redress (which meant cases where there was or could be a qualifying liability), the CWCB had 6 open cases between August 2021 and August 2022.

He added that the main theme of the Redress cases was in relation to the documentation challenges within Obstetric theatres.  Those had been driven by a rise in instrumental assisted birth deliveries.

It was noted that new National Institute for Health and Care Excellence (NICE) guidance was released in 2021. That had resulted in the vast majority of births requiring assisted delivery which put additional complexities into the system.

The DNCW advised the Committee that there had been a number of standardised reviews. One of those included the National Perinatal Mortality Review which had identified that the Health Board had 24 intrauterine deaths in 2021 which were reviewed and noted that 23 out of 24 had demonstrated good care.

It was noted that a number of themes had been identified from the Review which included:

· 68% of births had been identified as small for gestational age (SGA).
· 29% of stillbirths were black and minority ethnic backgrounds
· The total number of pregnant smokers was 11%, of which 2% had a stillbirth
· Inconsistent writing of discharge letters.

The Committee was advised that actions had been put in place or had been planned which included:

· The CWCB had worked with the Sands Charity, a charity that supported parents with bereavement. 

· The CWCB looked at how the Welsh Government (WG) Maternity Neonatal Safety Improvement Network would impact and help with improvement. 

The DNCW advised the Committee that mortality data had not deviated significantly and that the Health Board was not an outlier in relation to mortality. 

He added that during 2022 there had sadly been 3 maternal deaths, but noted that they did not appear to have significant learning at present as investigations were still underway.

It was noted that Committee Members would be aware of various national reports, such as the Ockenden Report, and the Cwm Taf Report which had looked at difficulties in Maternity and Neonatal care. 

The DNCW noted that the Health Board had looked at where Maternity services stood in relation to those reports and identified that changes in Clinical Practice with rising Caesarean and instrumental delivery rates in line with NICE guidance would drive resource and operational context.

He added that in relation to the Ockenden Report, 89 recommendations were identified.  The Health Board had undertaken a self-assessment exercise and had drawn up a compliance plan.  That plan identified the required resource across Maternity and Neonatal services in order to bring the Health Board in line with the recommendations. 

Areas of good practice were presented to the Committee and included:

· Digital Midwife 
· Work to improve culture recognised by HEIW since 2020
· Quarterly reviews of local assurance against Cwm Taf framework 
· Joint Chairs of Maternity Professional Forum –Consultant Midwife and Obstetrician 
· Prompt programme informed by local incidents and updated annually
· Pre-term birth support

The DNCW advised the Committee of good practice in respect of safety which included:

· Clinical Supervision of midwives 
· A good reporting culture 
· MDT working and learning from events
· Joint (maternity and neo-nates) Risk and Governance Forum and Q and S Forum
· Patient involvement in investigations  

He added that there were some gaps against the recommendations from the Ockenden Report which included:

· Lack of full-time risk Midwives  
· Corporate Safety Team cover required extension
· Learning from events needed to happen within 6 months
· There was no pre-conceptual service for women with pre-existing medical disorders – NICE hypertension guideline 
· The flow of neonatal Transitional Care

The DNCW advised the Committee of good practice regarding Quality and Experience which included:

· Staff Voices and Sharepoint
· Staff wellbeing and Patient Communication

He added that there were some gaps against the recommendations which included:

· The need for Psychology support – NICU and Obstetrics
· Inequity of bereavement support across the Maternity and Neonatal system 
· Transitional Care/NICU –Capacity, flow and Patient experience.

The Committee was advised of areas that required resolution:

· Lack of Consultant sessions to extend to resident labour ward presence 12 hours per day and review within 14 hours of emergency admissions.
· Lack of Job Planned time for maternity governance- RCAs and NRIs in Obstetrics, Neonates and Midwifery 
· Investment into Senior Midwifery Workforce - Development of core team of senior Midwives trained in HDU care.
· Psychology Support 
· Development of a Consultant Led Neonatal Transitional Care Service

The DNCW concluded that the approach that would be taken by the CWCB and next steps included:

· Establishment of an Ockenden Oversight Group
· Resource requirements had been recognised and were live but were currently unresolved
· MatNeo Safety Programme Welsh Government programme was new and was being launched with champions throughout each Health Board in Wales.
· Workforce challenges being improved upon.

The Independent Member – University (IMU) noted that workforce challenges had been noted as part of the next steps presentation and asked what the challenges were in relation to recruitment, retention and turnover.

The DNCW responded that the CWCB were not out of line with any other area within the Health Board, but noted that there was only one outturn of student Midwives per year which was never enough.

He added that the Health Board had just recruited 29 Midwives which was an over establishment.  That was also replicated in Paediatric Nursing which should help with challenges being faced. 

It was noted that due to the Covid-19 pandemic a number of people had left the Midwifery profession and that resilience had reduced.

The IMU noted that he had concerns around Senior Midwifery staff.

The DNCW responded that the challenges being seen covered all levels of experience, but agreed that Senior Midwifery staff were vitality important in terms of training new and unqualified staff as well as other MDT members. 

It was noted that to help with those challenges, a number of recruitment events had been held and more were due to be held. 

The Independent Member – Trade Union (IMTU) advised the Committee that he had been interested to see that ‘Staff Voices’ had been set up and he asked how much input staff had on that and how the CWCB fed back to those staff.

The DNCW responded that a QR code was available to all staff who could leave feedback and comments either publicly or anonymously.

He added that the data and information was collected and reviewed regularly and it was fed back on the CWCB Sharepoint page which could be accessed by all staff. 

The END advised the Committee that he would work with the Executive Director of People & Culture (EDPC) to look at a wider piece of work regarding Midwives and retention.

He added that assurance could be provided with regards to Maternity services.  The Ockenden Review Panel was in place and he would oversee the gap analysis which would be taken to the Senior Leadership Board for review and then to the QSE Committee for further scrutiny.

The Clinical Board Director for Women and Children added that in relation to the loss of Senior Midwifery staff, the Health Board had managed to recruit a number of senior staff from England.  She added that retention issues were more challenging in NICU than in Maternity and added that a strategy was being implemented to support staff. 


Mental Health:

The Mental Health Thematic Review was received.

The Director of Nursing – Mental Health Clinical Board (DNMH) advised the Committee that 6 months ago Members had been informed of the challenges encountered in the Mental Health Clinical Board (MHCB).

He added that a thematic review had been conducted at the time by the Consultant Nurse for Complex Clinical risk.  That review had generated a suite of actions within the MHCB and  was called the Inpatient Safety and Stability Programme. 

It was noted that Clinical Risk in Mental Health did not just exist within the inpatient setting but due to the position 6 months ago, the thematic review was mainly based around the inpatient setting due to what was described as a “cluster of suicides”.

The DNMH presented the Committee with a summary of the thematic review of inpatient suicides.

He described the personal factors involved which included:

· Perception of lack of social support
· Stressful life events –relationships and abuse
· Substance use
· Access to lethal means/method
· Previous self-harm
· Escalating help-seeking or disengagement from services
· Distressing Insomnia
· Suicidal ideas worsening or a well-formed plan and preparation  

Organisation / Care factors to the inpatient suicide rate were highlighted and included:

· Recent change in medication
· Assessed as low or no apparent risk at time of death
· Ward staff vacancies
· Significant amount of experienced staff with more than 2 years’ experience. Trained in WARRN
· Junior doctors staffing – continuity

The DNMH provided the Committee with the suite of actions identified during the thematic review and noted that each action had a MHCB sponsor attached to it. Those actions included:

· Returning to the Hafan Y Coed footprint 
· Review of Sentinels and associated processes 
· Suicide Prevention Training
· MDT inpatient reviews
· Cluster response plans
· Implementation of WARRN as a baseline assessment 
· Royal College of Psychiatrists Review
· Observations Policy
· Staff Communication and Support.

It was noted that within the MHCB there were 9 NRIs open, of which 7 were overdue. 

The Committee was advised that the MHCB were quite assiduous in reporting events and it was noted that a lot of the events turned into NRIS because they were high profile and complex.

It was noted that 2 NRIs were closed in September 2022. 

The DNMH advised the Committee of concerns received by the MHCB.

It was noted that there were 48 open concerns with a number of those outside of compliance.  However, the DNMH advised the Committee that the MHCB had done a lot of work in relation to the complicated concerns and had brought those concerns to a close.

The DNMH thanked the Concerns team for providing a member of staff to the MHCB who had attended Hafan Y Coed and who had worked through the complexities of the concerns and had progressed them quickly. 

The Committee was advised that in relation to Redress, the MHCB had 2 cases that were being considered in redress and it was noted that no particular themes had been identified. 

It was noted that Redress cases were often to do with the physical healthcare that the MHCB was able to provide in the Mental Health setting and that some service users had comorbidities and a lot of physical complexities.

It was noted that during the Covid-19 period, Patient feedback had declined and the MHCB had been working with colleagues to develop alternative and more creative ways of gathering service user feedback.

The Director of Operations – Mental Health Clinical Board (DOMH) presented the Committee with the MHCB Performance data.  That date had identified that during the Covid-19 pandemic the MHCB had seen challenges but had managed to balance the targets and had achieved 100% compliance for the past three months in part 1a and 1b of the Mental Health Measure.

It was noted that the demands around Attention-deficit/hyperactivity disorder (ADHD) within the CAMHS service had impacted on the quality provision as well as a large number of complaints that related to ADHD diagnosis and referral. 

The Committee was advised that the numbers noticed in recent years around ADHD referrals had increased exponentially and that in some months 30% of referrals were singularly for an ADHD diagnosis. 

The DNCW added that from the CWCB point of view it was very challenging around ADHD and noted that the CWCB had looked to put additional resources in to address the long waits for neurodevelopment input.

The DNMH concluded by presenting the Committee with the MHCB Clinical Response, Improvement and Mitigations to the thematic review which included:

· The MHCB continued to learn and recalibrate following a difficult 2020/21. The processes which supported that included Sentinels oversight of cases integrated with a regular, supportive lessons learned process and considerable work on interrogating untoward events through RCAs / NRIs

· There had been no inpatient suicides since the “cluster”.

· The next “headlines” in terms of quality, safety and patient experience for MHCB were:

· Physical security (fences, doors) etc
· What concerns were telling the MHCB
· Maintaining and improving the skill set of staff in terms of clinical risk assessment (WARRN) and suicide mitigation training
· Moving to WARRN as the default risk assessment approach from December 2022 
· Commencement of the Royal College of Psychiatry Review of MHCB functional services.

· NRIs continued to come down at a slow but steady rate
· Concerns were coming down at a slow and steady rate
· A well developed, successful “lessons learned” process

Challenges to the MHCB were presented which included:

· Specific ongoing clinical scenario presented a significant challenge to staffing resources and resilience
· It was anticipated that the MHCB would see a difficult Winter in terms of staffing: recruitment and retention.
· Reputational issues for Mental Health services

The Chief Officer of the Community Health Council (COCHC) noted that it would be useful to receive detailed information around the WARRN process and the DOMH advised the COCHC that he would contact them.


The Five Harms 

The Five Harms presentation was received.

The Director of Nursing for Surgical Clinical Board (DNS) reminded the Committee of the Five Harms:

· Harm directly arising from SARS-CoV2 infections

· Indirect Covid-19 harms due to surge pressures on the Health and Social Care system and changes to healthcare activity, such as cancellation or postponement of elective surgery and other non-urgent treatments and delayed management of long-term conditions. 

· Harms arising from population-based health protection measures such as, educational harm, psychological harm and isolation from shielding and other measures

· Economic harms such as unemployment and reduced business income arising both from Covid-19 directly and population control measures like lockdown.

· Harms arising from the way Covid-19 had exacerbated existing, or introduced new, inequalities into society. 

It was noted that the most action had been taken around harm number 2 (the indirect Covid-19 harms due to surge pressures on the Health and Social Care system and changes to healthcare activity, such as cancellation or postponement of elective surgery and other non-urgent treatments and delayed management of long-term conditions).

The DNS advised the Committee that her presentation would include an update on the changes made by the Surgical Clinical Board (SCB) with regards to the way that Surgical Patients were treated when they required urgent same day care. 

She added that the plan had been to open a Same Day Emergency Care (SDEC) centre at the University Hospital of Wales and it was noted that the Committee would be updated as to:

· What was SDEC and how could the SCB do it well.
· Where was the SCB in relation to the timeline
· What needed to be developed.

The Committee was advised that in 2019, prior to Covid-19 the SCB had already identified that it needed some same day emergency care or a different system in place within the Health Board for Surgical Patients. 

It was noted that this was due to a lot of Surgical Patients presenting via GPs or the Emergency Department which had caused a lot of pressures in the system.  In 2019 a small assessment unit was being used with a small footprint which saw around 40 to 50 patients a day.

The DNS advised the Committee that with the help of NHS elect and networking, the SCB put together a project group which consisted of Surgeons, Nurse Practitioners, Lead Senior Nurses, Managers and Informatics and a strategy was developed for SDEC. 

It was noted that 6 themes had been identified within the strategy which included:

· Advice and Guidance 
· Turning Unplanned Care into Planned Care
· Same Day Emergency Care as Default
· Creating the Right Environment
· Reducing Variation
· Managing Frailty in Acute Surgery

The key messages for the SDEC were presented to the Committee which included:

· The SDEC aimed to minimise and remove delays in the emergency Patient pathway
· The SDEC would cover Medicine, Surgery, Frailty and sub specialities, such as Paediatrics, Gynaecology and Early Pregnancy.
· The SDEC model should be adopted across the Emergency Floor.
· All providers with a type 1 Emergency Department (ED) would need to deliver SDEC for Medical and Surgical Patients for a minimum of 12 hours a day, 7 days a week.

The DNS advised the Committee that since November 2019, the SCB had achieved quite a lot with regards to the SDEC.

She added that the clinical conversations and the connections between Health Board Clinicians, GPs, the ED, NHS 111 and the Welsh Ambulance Service (WAST) and WAST had started and had made a good difference to Patient pathways. 

The Committee was informed of what the SDEC had already achieved, which included:

· Surgical lists - it was noted that the SDEC Surgical lists had relieved pressure from Emergency theatres and had allowed Clinical teams to treat Emergency Surgical Patients in a planned way. 

· Perioperative Care of Older People undergoing Surgery (POPS) service

· Emergency General Surgery (EGS) Workforce Expansion

The Clinical Board Director for Surgical (CBDS) advised the Committee that the SDEC had opened in July 2022. 

He added that the unit consisted of:

· 45 chairs in waiting room
· 2 triage rooms 
· 2 observation rooms
· 4 clinical assessment rooms
· 8 reclining/ambulatory chairs
· 3 Procedure Rooms

It was noted that the SDEC was attached to the Surgical Admissions Care unit (SACU) which consisted of:

· 10 beds (2 side rooms) which were used for Patients having short stay emergency surgery
· Dedicated SDEC lists 

The CBDS advised the Committee that digital transformation had been a key enabler within the SDEC and had included:

· Notes facility with digital dictation
· Electronic Discharge Summary
· Virtual Patient Management 
· E-Whiteboard

It was noted that the E-Whiteboard allowed the SDEC to have internal referral management so that there would be no confusion as to which set of Nurses and Doctors was caring for Patients at any particular time.

It was noted that it also allowed the SCB to have a much better idea of where Patients were on the pathway and that it provided for better data collection.

It was noted that the introduction of the SDEC process had seen a reduction in acute attendances by 22% and that 63% of all Surgical Emergency attendances were being seen via the SDEC compared to 43% pre-SDEC.

The Committee was advised of the impact seen from the SDEC in relation to the data which included:

· A reduction in Acute Attendances from 180 per week to 140.
· An increase of 60 Patients per week seen in SDEC compared to the Surgical Assessment Unit
· A 47% reduction in Surgical ED attendances 
· Time from arrival to the Decision to Admit (DTA) had reduced by 150 minutes 
· The median time from Arrival to Discharge had reduced by 7 hours.

The CBDS concluded that there were still a number of areas to develop around the SDEC and those included:

· Acute Surgical Ward
· Virtual inpatient system/ early supported discharge
· SDEC Flow Coordinator in EU which would minimise missed opportunities for SDEC.
· Acute Oncology/ Palliative Care pathway 
· In-house data viewers. It was noted that the SCB had previously been reliant on 3rd party Data reporting.

The COCHC thanked the SCB for the presentation and queried how long Patients were waiting in the reclining chairs  before they were moved on into the system or moved back to their homes.

The CBDS responded that if a Patient was going to be admitted, they would not even arrive onto the reclining chairs because they were not an alternative to an inpatient bed. 


Emergency Department 

The Emergency Department presentation was not received during the meeting because the Medicine Clinical Board (MCB) had recorded their presentation and it was agreed that the presentation would be shared with Committee members outside of the meeting.

The QSE Committee resolved that:

a) The three thematic reviews: Maternity / Neonatal, Mental Health and The Five Harms were noted.

	





















































































































































































































































































































































































































































































































































	QSE  22/10/006
	Quality, Safety and Experience Themes and Trends August 2021 – August 2022

The Quality, Safety and Experience Themes and Trends August 2021 – August 2022 were received.

The ADPE advised the Committee that they would be shown a series of presentations around QSE themes and trends and noted that a background paper had been received for Members to read.  

She added that the only item which required noting from the background paper was the Health and Social Care Act which placed both an enhanced Duty of Quality and an organisational Duty of Candour which would strengthen the approach to high quality and safe care.

Concerns, Claims, Compliments, Inquests and Redress.

The Committee was presented with a recording from the Head of Concerns & Redress (HCR).

The HCR advised the Committee that there had been a continued increase in concerns received in the current year and noted that, as of 30th September 2022, the Concerns team had received 4,557 concerns with an average of 400 a month.

It was noted that in response to the increase in concerns and in order to improve the experience of complainants accessing the concerns process, the Concerns team was restructured.  That restructure had involved the setting up of an Early Resolution team to support Clinical Boards to resolve concerns in a timely manner and to ensure an appropriate level of investigation and resolution for complainants. 

It was noted that “communication” continued to be a recurring theme throughout concerns, and had overtaken Clinical care and treatment in a number of concerns received by a primary subject.

The Committee was advised that despite the increase in concerns, the unprecedented demands on the service and limited resources available to commence investigations and respond to complainants, the Health Board had still reviewed and closed 83% of concerns within 30 working days.

The HCR advised the Committee that during the past year, the Health Board had received 150 compliments. She added that various departments also received a significant number of compliments via cards in person and via social media which were not captured formally.

It was noted that all concerns received by the Health Board were considered under the “Putting Things Right” regulations and that investigations included the following:

· Whether there had been a breach in the duty of care 
· What level of harm had been caused.

It was noted that if a breach of duty and harm caused were identified in an investigation, Redress would be considered. 

The Committee was advised that the Health Board currently had 33 active Redress cases.

It was noted that themes had been identified in Redress which included:

· Failure to diagnose or appropriately manage fractures
· Pressure damage
· Issues related to consent
· Inappropriate discharges from the Emergency Unit 
· Inadequate cannula care

It was noted that many of the Redress cases were settled with solicitors’ fees capped at £1920 or where Patients represented themselves no such fees were payable.


Clinical Negligence 
 
The Committee were presented with a recording narrated by the ADPE. It was noted that the slides had been prepared by the Head of Clinical Negligence Claims (HCNC).

It was noted that the Health Board had received 76 new Clinical Negligence claims in 2021/22.

The ADPE advised the Committee that in all claims where the decision was made to concede the claim, a “learning from events” form was completed and submitted for approval by the Welsh Risk Pool. 

The National Learning Advisory Panel (LAP) reviewed the learning presented by Health Bodies in NHS Wales following a Clinical Negligence claim. 

The Committee was provided with the Clinical Negligence Costs during the past 12 months and was advised that there had been multiple learnings from those claims.  An example was provided in relation to avoidable pressure ulcers where a piece of work was undertaken by the Director of Nursing in Surgery Clinical Board who re-established the collaborative to look at the themes that were identified in any cases where there had been avoidable pressure ulcers.


Personal Injury

The Committee were presented with a recording from the Head of Personal Injury Claims (HPIC).

The HPIC advised the Committee that there had been a consistent number of new claims compared to previous years and noted that 35 new claims had been made, 2 of which had been compensated under the Alternative Compensation Scheme which did not attract legal fees. 

It was noted that the number of active Personal Injury (PI) claims during the year remained at around 104 being open, with 48 PI claims being closed during the same period.

It was noted that during 2021, most new claims remained as “probable” until the investigations could be completed. 

The Committee was advised there were no concerning categories in comparison to the All Wales information received from Legal and Risk Services. 

It was noted that the Health Board had successfully defended 2 PI claims at Court.


Inquests 

The Committee were presented with a recording from the Head of Inquests (HI).

The Committee was advised that the Coroners had started opening investigations where there would be a request for statements and clinical information.

It was noted that some investigations then proceeded to inquest whereas others were closed and no inquest was opened.

It was noted that (i) the Medicine Clinical Board (MCB) had 123 open inquests, of which 11 were NRIs, (ii) the SCB had 11 open inquests with 3 NRIs, (iii) Specialist Services had 51 open inquests with 4 NRIs, (iv) MHCB had 62 open inquests with 20 NRIs, (v) PCIC had 11 open inquests with 7 NRIs and, (vi) CWCB had 11 open inquests, of which 7 were NRIs.

It was noted that the role of Inquest Team was to:

· Provide support for staff
· Communicate with Clinical Boards
· Communicate with other teams.

The Committee was advised that positive feedback had been received from staff regarding the Inquest Team and future objectives were presented which included:

· Development of videos in collaboration with the Legal and Risk Services.
· Improvement of communication with each Clinical Board



Patient Safety, Quality and Improvement 

The Committee was presented with a recording from the Interim Head of Patient Safety and Quality (HPSQ).

The Committee was advised that the Health Board had gone “live” with a new “once for Wales” Datix system in March 2022. 

It was noted that no major change in Incident Reporting figures had been reported during the change to the new system. 

It was noted that Pressure Damage and Falls continued to be the highest reported category within Datix and that that it was reassuring to see that most of the incidents were reported as no or low harm.

The Committee was advised that the new reporting process for NRIs was implemented across all Health Boards in June 2021 and that since that time, the Health Board had reported 159 NRIs.

It was noted that the implementation was deemed as “phase one” and that “phase two” had not been implemented yet. Phase two would consist of special report arrangements for key areas of focus on thematic reviews which would include:

· Pressure Damage
· Falls
· Unexpected deaths in the community known to Mental Health services
· Safeguarding
· Abuse/suspected abuse
· Commissioned Services 
· Externally reportable incidents.

It was noted that 34 out of 54 NRIs were overdue for a number of reasons which included that the Health Board was a high reporting Organisation due to the complexity of services which meant that some investigations could take longer than planned. 

The Committee was advised of actions that would be undertaken to improve closure targets which included:

A monthly RAG rated NRI report to Clinical Boards regarding open and overdue NRIs which would include outstanding actions required. 

· A monthly meeting with the Clinical Boards to review open NRIs and to agree closure targets for the following month

· A new investigation tool to be piloted

· Ongoing review of the use of a Rapid Review Tool for investigations that did not require a full RCA investigation. 


Mortality – Medical Examiner Purpose

The Committee was informed of the purpose of the Medical Examiner and what the service would provide, which included:

· Greater safeguards through proper, independent scrutiny of all non-Coronial deaths.
· Ensuring of appropriate direction of deaths to the Coroner.
· An opportunity for the bereaved to raise any concerns 
· Improvement of the quality of death certification
· Improvement of the quality of mortality data.

It was noted that since March 2021, the Health Board had been sending scanned case notes to the Medical Examiner Office for independent scrutiny.

It was noted that if the Medical Examiner identified any concerns in the care and treatment of Patients and/or the bereaved family raised concerns, then the Health Board would receive a letter detailing the issues which would then start a Concerns process which would be escalated to the relevant Clinical Board.

The Committee was presented with a graph that showed (i) the number of letters received from the Medical Examiner Service and (ii) possible concerns by the Medical Examiner and/ or the bereaved family.  It was noted that whilst the number of deaths per month was fairly stable, the number of letters being received was increasing proportionately to the number of cases sent to the Medical Examiner Service.

It was noted that for independent scrutiny, it was expected that the number would at least double by the time that all hospital deaths were scrutinised.

It was noted that the Health Board was working with the Medical Examiner Service to steadily increase the amount of case notes sent for scrutiny and that there was an expectation that all hospital deaths would be scrutinised by April 2023. 

It was noted that a mortality review group was set up to support the requisite changes, which could not be underestimated and that the Chief Medical Examiner for Wales had been very complimentary about the way the Health Board was approaching learning from deaths and had repeatedly thanked Medical Records staff and bereavement staff for their contribution.

The Committee was presented with emerging concerning themes identified by the Medical Examiner which included:

· Management of high risk patients
· Discharge / re-admission
· Communication
· Nutrition
· Pressure Damage
· Falls
· Covid
· Nurse staffing 
· Early diagnosis

Actions for issues were presented to the Committee which included:

· Falls – A Falls prevention programme and Falls review panel was established.
· Pressure Damage – Pressure Damage Collaborative 
· DNA CPR/Inappropriate resus – Focus on post graduate training 
· Coroner referral criteria – Focus on post graduate training 
· Communication – Development of a communication tool to inform relatives during Covid
· Accurate Death Certification – Liaising with the Medical Examiner to agree causes of death
· Management of High-Risk Patients – Prehabilitation, Surgical Diabetes pathway
· Covid – Covid Investigation team established

The CEO asked which deaths the Health Board was reviewing because she had assumed all deaths were being looked at.

The Assistant Director of Quality Safety (ADQS) responded that at present the Medical Examiner did not have the capacity to review all deaths, and so they were dictating the proportion of the Health Board’s inpatient deaths that they would review.

The CC asked if the Medical Examiner was looking at community deaths.

The ADQS responded that they were not at present but were expecting to by Autumn 2023.


Clinical Effectiveness

The Committee was presented with information regarding Patient Safety, Quality Assurance and Clinical Effectiveness.

It was noted that in January 2021, the Clinical Effectiveness Committee was established to provide strategic direction for the Health Board’s national and local clinical audit programme and NICE and Health Technology Wales implementation and provided assurance to the Quality, Safety and Experience Committee.

It was noted that in June of 2021, an internal audit was undertaken of the Health Board’s Clinical audit arrangements and that the report gave a classification of limited assurance. 

It was noted that there were eight recommendations in total and an action plan was developed.

The Committee was advised that there were four high priority actions that were identified which included:

· The recognised absence of a Health Board approved Clinical Audit strategy
· The lack of Clinical audit policy procedures, 
· Inadequate staff resources for monitoring Clinical audits
· Limitations of the current systems to effectively monitor Clinical audits and their outcomes.

It was noted that a business case was developed for quality, safety and experience (QSE) to implement the new QSE framework resource for Clinical audit and that assurance was also included.

Funds allocated from the business case allowed for a number of resources which included:

· Audit Management and Tracking (AMaT) - it was noted that the Health Board had commenced a pilot of AMaT in the CWCB and that a Health Board Clinical Policy and Strategy had been developed. 

· Team Investment – it was noted that new appointments had been made to the Health Board which included;

· Clinical Effectiveness Lead
· Clinical Effectiveness Facilitator
· AMaT Officer 
· Senior Clinical Audit Co-Ordinator had been promoted to Clinical Audit Manager

The Committee was advised of a number of actions for the year ahead relating to Clinical Effectiveness which included:

· Implementation of AMaT throughout the Health Board
· Gaining of oversight of all audit activity 
· Maximising AMaT functions
· Development of meaningful clinical and audit plans 
· Review of the Clinical Effectiveness Committee’s Terms of Reference 
· Establishment of Clinical Safety Group that would report to the QSE Committee ensuring that there were leads and clear Terms of Reference.
· Evaluation of workplans and resources to secure funding for AMaT
· Consideration of requirements to deliver Duty of Quality.

The CC concluded that a lot of information had been received for the Committee to process and noted that a number of presentations had not been received by the Committee which were:

· Emergency Unit Presentation 
· Covid Presentation 
· Feedback presentation

She added that those presentations should be shared with the Committee at a future QSE Committee meeting. 

The QSE Committee resolved that:

a) The Quality, Safety and Experience Themes and Trends August 2021 – August 2022 were noted.

	




	QSE  22/10/007
	Items to bring to the attention of the Board / Committee

The CEO advised the Committee that in conversations held with the Chair of the Health Board he had expressed concerns that the Board needed more understanding around the Ockenden Report and Maternity Services. 

She added that once the Executives had a really good understanding of it, it would need to be taken to Board early in 2023.

	

	QSE  22/10/008
	Review of the Meeting.

The Director of Corporate Governance advised the Committee that the QSE Committee concerned scrutiny, challenge and providing assurance to Members and then referring that to the Board. 

She added that the content needed to be more about themes, trends and benchmarking and noted that due to the style of the presentations it was difficult for Members to do the scrutiny and challenge required.  She felt the presentations had been more about education in relation to Quality and Safety and if Committee Members felt they required further education, it could be obtained outside of the meeting. 

The Independent Member – Local Community (IMLC) advised the Committee that a lot of the content felt rushed and no real time was given to be able to provide the assurance needed. 

The IMU advised the Committee that the agenda needed to be more curated for the meeting because time was needed to secure assurance required and due to the size of the agenda, a lot of the discussion had been curtailed. 

The CC concluded that it was crucial to be able to distil the assurance for onward assurance to the Board.

The ADPE concluded that too much information had tried to be covered within the meeting and she noted that she hoped by the next Special QSE Committee meeting live demonstrations from the relevant databases would be able to be provided to the Committee. 


	

	
	Date & Time of Next Meeting:  

Tuesday, 29 November 2022 at 9am
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