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[bookmark: _GoBack]Confirmed Minutes of the Quality, Safety & Experience Committee
Held on 11.04.2023
Via MS Teams
	  
	
	

	Chair:

	Ceri Phillips
	CP
	Committee Chair

	Present:

	Akmal Hanuk
	AH
	Independent Member – Community 

	Keith Harding
	IM
	Independent Member – University

	Mike Jones
	MJ
	Independent Member – Trade Union

	Rhian Thomas
	RT
	Independent Member – Capital & Estates

	In Attendance

	Paul Bostock
	PB
	Chief Operating Officer

	Sandeep Hemmadi
	SH
	Interim Clinical Board Director for Children & Women

	Angela Hughes
	AH
	Assistant Director of Patient Experience

	Charles Janczewski
	CJ
	University Health Board Chair

	Fiona Jenkins
	FJ
	Executive Director of Therapies and Health Sciences

	Andy Jones
	AJ
	Director of Nursing and Midwifery, Children & Women’s Clinical Board

	Fiona Kinghorn
	FK
	Executive Director of Public Health

	Anna Mogie
	AM
	Deputy Director of Nursing - PCIC

	Aled Roberts
	AR
	Assistant Medical Director, Clinical Effectiveness & Safety

	Jason Roberts
	JR
	Executive Nurse Director

	Alexandra Scott
	AS
	Assistant Director of Quality and Patient Safety

	James Quance
	JQ
	Interim Director of Corporate Governance

	Catherine Wood
	CW
	Director of Operations - Children & Women

	Clare Wade
	CW
	Director of Nursing for Surgical Clinical Board

	Observing
	
	

	Stephen Allen
	SA
	Regional Director - Llais

	Rebecca Aylward
	RA
	Deputy Executive Nurse Director

	Secretariat

	Nathan Saunders
	NS
	Senior Corporate Governance Officer

	Apologies

	Marcia Donovan
	MD
	Head of Corporate Governance

	Meriel Jenney
	MJ
	Executive Medical Director 

	Richard Skone
	RS
	Deputy Medical Director



	QSE  
23/04/001
	Welcome & Introductions 

The Committee Chair (CC) welcomed everyone to the meeting in English & Welsh and noted that it was the first meeting being performed under the new monthly format. 

	Action

	QSE  
23/04/002
	Apologies for Absence

Apologies for absence were noted. 

	

	QSE  
23/04/003
	Declarations of Interest 

The Independent Member – University (IMU) advised the Committee that he was the Clinical Expert in relation to the Jasmine Report which was being discussed later on in the agenda.

The CC noted that the IMU would not be required to leave the meeting and that he could respond to any discussion points raised.

	

	QSE  
23/04/004
	Minutes of the Committee meeting held on 7 March 2023

The minutes of the Committee meeting held on 7 March 2023 were received.

The Committee resolved that:

1. The minutes of the meeting held on 7 March 2023 were approved as a true and accurate record of the meeting.

	





	QSE  
23/04/005
	Action Log following the Meeting held on 7 March 2023

The Action Log following the Meeting held on 7 March 2023 was received. 

The Committee resolved that:

1. The Action Log from the meeting held on 7 March 2023 was noted.

	

	QSE  
23/04/006
	Chair’s Actions

No Chairs Actions were raised. 

	

	QSE  
23/04/007
	Children & Women’s Clinical Board Assurance Report 

The Children & Women’s Clinical Board Assurance Report was received.

The Interim Clinical Board Director for Children & Women (ICBDCW) advised the Board that significant and innovative work was being delivered by the Children & Women’s Clinical Board (the Clinical Board). 

He added that Children had been disproportionately impacted by the Covid 19 pandemic, and the Clinical Board had seen significant growth in demand for the service since 2019, with that demand continuing to outstrip capacity.

It was noted that the Health Inspectorate Wales (HIW) had undertaken 2 unannounced visits of Maternity services but that they had been impressed with the Clinical Board for the work undertaken following the initial inspection in November 2022.

The Director of Operations for Children & Women (DOCW) presented the Committee with the work undertaken to support Women, Children and Families over the past 12 months and noted that the scope of the Clinical Board’s services was large.  The Clinical Board team was very cognisant that whilst the Maternity services were high profile, the breadth of services provided by the Clinical Board to young people and their families in the community did not always get the same attention as the more well-known services. 

She added that one of the lesser known, but high impact, services was one that had been reported to the Committee in March 2023 in relation to Looked After Children (LAC). 

It was noted that the Committee had received information at the March meeting regarding the demand and capacity perspective of LAC as well as the actions being taken, and that the latest report received for the current meeting was the LAC service from a patient’s perspective.  A patient story would be shared to highlight that.

The Director of Nursing and Midwifery, Children & Women’s Clinical Board (DNCW) read out the reflections of a Grandmother of a Looked After Child, aged 15 who had been in foster care since the age of 3. 

The story highlighted the struggles the child had been through and noted that arrangements were made for an independent review officer, a social worker, and a LAC nurse to intervene and contact the child. 

The Grandmother noted that the LAC nurse had been brilliant with the Grandchild and that the struggles in their life started to improve and that they were now happy, smiling and working towards their GCSEs in 2023.  

She concluded that the LAC nurse had made a positive impact on the 15-year-old which had created a real turning point and had made a great difference in their life.  

The DNCW noted that the story indicated the value of the LAC service and noted the importance of the work undertaken by that team as well as all of the additional and unseen work that the LAC nurses provided. 

The Committee was advised of another service which the Clinical Board wanted to highlight - the continence service.

The DNCW noted that over the past 12 months, the team had been able to halve the number of young people waiting for continence input due to a combination of a number of actions.  Notably the service was moving to a much more nurse led service, using Band 4 assistants, using additional training and referral criteria and other interventions. 

He added that the work was continuing and was a really good example of a service that only a year or so ago had been struggling under significant restraints.

The DOCW noted that the examples provided were very strong examples of where the service had impacted on, not just the physical health of children and young people, but the holistic care of that child, enabling them to go to school, giving them a quality of life and confidence that would hopefully go with them as they moved into adulthood. 

She added that a key part of that was working together with all of the Clinical Board’s partners, such as Local Authority (LA) and Third Sector colleagues.

It was noted that partnership working linked into some of the great work undertaken in Child and Adolescent Mental Health Services (CAMHS) which had recently been relaunched and showcased the different facets of the emotional health and wellbeing that the Clinical Board had to offer. 

The DOCW advised the Committee that in relation to the eating disorders in Children’s services, the team had extended the scope and reach of the team.  Assessments for the team were completed in pairs as per the Maudsley model which was recognised as the gold standard model of care for that group of children in the UK. 

She added that the eating disorder service had also set up a Multi-Family Group Therapy which was very well received and provided a holistic model of care that allowed children and families to access support. 

The DNCW advised the Board that following the Ockenden report publication in 2022, the service had undertaken a gap analysis of the Maternity service against the recommendations of the report.

He added that the Maternity service and Clinical Board were very grateful for the support received by the Board in supporting the resources required and the investment of £2.7m. 

The CC conveyed the thanks of the Committee and asked for that to be fed back to the relevant teams.  

The Independent Member – Community (IMC) asked if there were any specific programmes of work or assurance that could be given in terms of developing more nurses, like the one identified in the Patient Story.

The DOCW responded that work was being undertaken to recruit “community connectors” who would provide wrap around support for young people and their families and noted that in terms of LAC nurses, the Clinical Board was actively recruiting more into the team. 

The Independent Member – Capital & Estates (IMCE) noted that she had been encouraged to see the co-working between the Children and Women’s Clinical Board and the Mental Health Clinical Board and in particular the 16-25-year olds transition period.

She asked how that was progressing. 

The DOCW responded that it had progressed very well.  The Health Board had received funding from Welsh Government which would usually be split between Adult Mental Health services and CAMHS.  The Clinical Board had looked at services with a completely different lens across the 2 clinical boards and asked “what was the right thing to do for that young person” and it was decided that the Clinical Board would move away from historic boundaries of how the service could be delivered and pool resources to create a seamless waiting list entry for that child which would follow them right through the pathway. 

The Executive Director of Therapies and Health Sciences (EDTHS) invited the DNCW to draw attention to non-hospital services, such as the work undertaken by the Designated Education Clinical Lead Officer (DECLO).

The DNCW responded that the DECLO was a very busy role and that they had undertaken a lot of great work. 

He added that the only issue the Clinical Board could raise was that the role was shared between 2 Health Boards and so work would need to be undertaken to revisit the amount of resource each Health Board would receive from the DECLO. 

The Chair of the University Health Board (UHB Chair) thanked the team on behalf of the Board and noted that the Board had been pleased to see the way in which the Clinical Board had responded to the recommendations made by the HIW in relation to Maternity services which had helped the Health Board to avoid any escalation process with HIW. 

He added that in relation to the report received, it did not note what was being done for long waiters and asked what was being done with regards to those patients. 

The DOCW responded that it was being looked at with 2 lenses:

· Support whilst they waited for the service
· How the wait could be addressed

She added that over the past few months, the Clinical Board had looked at the waiting lists and re-evaluated how the services could run those lists. 

It was noted that the biggest challenge for the Clinical Board was the volume of the waiting list and the struggle to recruit and retain staff. 

The UHB Chair thanked the DOCW for the response and asked that the QSE Committee revisit the issues identified in 6 months’ time to provide more assurance. 

The QSE Committee resolved that:

a) The progress made by the Clinical Board to date was noted. 
b) The content of the report and the assurance given by the C&W Clinical Board was noted.
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	QSE  
23/04/008
	Quality Indicators including: Peri-Natal Mortality

The Quality Indicators including: Peri-Natal Mortality were received. 

The DNCW advised the Committee that the Health Board had established a system for the critical review of still births.

He added that when a stillbirth occurred a monthly MDT review discussion took place very quickly after the incidents.

It was noted that the information provided to the Committee showed the count of still births tracked per 1000 and that there had been a downward trajectory in stillbirths between 2016 and 2018.

The DNCW advised the Committee that since 2020 the trajectory had increased from 16 stillbirths to 30 in 2022.

He added that there was isolation in the data from the Covid-19 pandemic and noted a national increase since the lifting of lockdowns which was mirrored in the data presented by the Health Board.

It was noted that the stillbirths were robustly reviewed.  All incidents had the MDT rapid review undertaken and all incidents reports had gone on to have a full MDT review. 

It was noted that the Health Board had benchmarked stillbirth rates against other organisations of a similar size to the Health Board and noted that the average rate was 3.3 per 1000.

The DNCW added that the provisional Office for National Statistics (ONS) data suggested there would be a national rise but noted that the statistics were yet to be confirmed and released. 

The Committee were presented with the Perinatal Mortality Review Tool which identified the areas that the review undertook which included:

· Patients perspective of care
· Social circumstances
· Antenatal care 
· Screening for gestational diabetes and fetal anomalies
· Growth screening
· Management of fetal movements
· Development of significant obstetric complications
· Intrapartum care
· Fetal Monitoring

It was noted that the Health Board utilised the tool for the robust and standarisation review of all deaths of babies up until 28 days post birth to provide answers to the bereaved families and to support local and national learning. 

The DNCW advised the Committee that the review panel comprised of an obstetrician consultant, DNA theologist, senior midwives, the bereavement team, risk managers and, importantly, lay members (to ensure compliance with the Ockenden recommendations in terms of that lay member representation).

He added that in terms of outcomes, the grades identified were:

· A – The review group concluded that there were no issues in care identified up to the point that the baby was confirmed as having died

· B – The review group identified care Issues that they considered would have made no difference to the outcome of the baby

· C – The review group identified care issues that they considered may have made a difference to the outcome of the baby

· D – The review group identified care issues which they considered were likely to have made a difference to the outcome of the baby

The majority of the Health Board’s cases in 2021/22 were category A or B which would have not changed the outcome.

It was noted that the Health Board had 3 category C, 2 of which were delays in Women attending the outpatient assessment unit with reduced fetal movement, and the other a failure to prescribe aspirin at the 16-week check.

It was noted that the Health Board had also two category D cases. Both were complex patients in complex social care circumstances and substance misuse and that there was a human error in mis-plotting the first growth scan of one of those patients. 

The DNCW added that had it been plotted correctly, it would have shown a small for gestational age baby, but that the outcome would have unlikely been any different.

He added that since the category D incident, the Clinical Board had introduced electronic growth plotting into the system which reduced any risk of human error and was shown to be much safer. 

He concluded that learning was shared through risk and governance meetings and quality, safety and experience meetings both at Directorate level and at Clinical Board level and that communication briefings had been developed to share the learning and were distributed across a number of different mediums. 

The Executive Director of Public Health (EDPH) advised the Committee that conversations were being held separately on the planned equality, equity, safety, experience framework and the stillbirth data on ethnicity did not appear to have been analysed by socio economic status.

She asked if there was something that the Health Board could be doing in that arena.

The DNCW responded that it was recognised that those from ethnic minority backgrounds were at greater risk of stillbirth and it was also known that there was a communication barrier.  It was important to strive to ensure that those groups received effective communication and were made aware of the risk factors that they had as well as the need for them to access services early. 

He added that work was being undertaken with regards to those individuals who were seeking asylum and who were coming into the area geographically, to see how the system could provide information to them in a timely manner because of their risk profiles.

The EDPH noted that it could be an area that could be explored for the framework. 

The CC asked how concerned the Committee should be given that the trajectory was continuing upward.

The DNCW responded that there was a danger in looking at just 2 months of data because no stillbirths had been observed in March 2023 and noted that a sufficient time frame would be required to look at data because the current percentages were small. 

The QSE Committee resolved that:

a) The Quality Indicators including: Peri-Natal Mortality were noted.

	

	QSE  
23/04/009
	Pressure Damage Collaborative Work Plan 

The Pressure Damage Collaborative Work Plan was received.

The Director of Nursing for Surgical Clinical Board (DNS) advised the Committee that the report had been delayed since January 2023.

She added that the report provided the Committee with information about what the Pressure Damage Collaborative (the Collaborative) was and its aims.  

It was noted that when the Committee had received the Pressure Damage Collaborative Work Plan in Summer 2022, one of the goals of the Collaborative was to reduce the incidents of healthcare acquired pressure damage within the Health Board by 25% by July 2022.

The DNS advised the Committee that the most recent data available to the Collaborative showed that the current figure for February 2023 for “Health Acquired Pressure Damage” was 2.55 cases of pressure damage per 1000 bed days which indicated that the initial goal of a 25% reduction had been exceeded as it was now 27%.

The Independent Member – University (IMU) noted that it was pleasing to see the data, but asked if there was a risk of complacency because the Collaborative had driven down incidents but it had been quoted in a number of places that all pressure ulcers were potentially preventable. 

He added if the ambition to drive down further than 25% had been lost. 

The DNS responded that the Collaborative would never get complacent and noted the data being captured was for all pressure damage across the Health Board. 

She added that the data could be considered for that as well and that it was important to recognise that the team should be looking at all pressure damage.

It was noted that one of the complexities was that as the Health Board increased its regional service and was bringing more patients into the system, a much higher incidents of pressure damage was being reported and there was a risk for reporting multiple times if the referring Health Boards were also reporting those incidents. 

The DNS added that she would gladly take on the advice of the IMU as to how to report on the data in a different way. 

The Deputy Director of Nursing – PCIC (DDNP) added that in terms of the Community element of pressure damage a lot more could be done with patients, such as providing them with the right equipment. 

She added that all pressure damage was scrutinised and was supported by the District Nurses in exactly the same way as other areas.  The same root cause analysis was undertaken, although the findings of such analyses did, on times, highlight themes that were outside of the Health Board’s control. 

The UHB Chair asked whether length of stay in acute settings was factored in for any allowance to the exceptional circumstances and also if there was an ability to learn from others who may have made more progress with pressure damage. 

The DNS responded that patients who were waiting for periods of time before they could get into the Health Board with regards to ambulance waits was something that could be linked to incident reporting data once the data and business intelligence was completed.

She added that the team would then be able to track patients who had waited for longer and that the next six months would give the Collaborative rich data that could be interrogated.

It was noted that a pressure damage update report would be received by the Committee again in 6 months’ time. 

The END noted that he could provide further assurance that the Collaborative would not get complacent and that they would continue to drive pressure damage down in the Health Board.

He added that in relation to benchmarking, there was nowhere in Wales that had been perceived to have done better than the Health Board, but that data would be looked at for similar sized organisations in NHS England and reported back to the Collaborative. 

The QSE Committee resolved that:

a) The contents of this report and the actions being taken forward to address areas for improvement were noted. 

	




























































JR

	QSE  
23/04/010
	Quality of Care Assurance in Commissioned Services in response to the Operation Jasmine & the Flynn Report 

The Quality of Care Assurance in Commissioned Services in response to the Operation Jasmine & the Flynn Report was received.

The DDNP advised the Board that Operation Jasmine was a major and wide-ranging investigation into the deaths of 63 individuals living in residential and nursing care homes in South East Wales and had been carried out by Gwent Police between 2005 and 2013.  

She added that a review of Operation Jasmine and the events associated with it was announced by the First Minister of Wales and that the review was led by Dr Margaret Flynn and involved consultation and workshops with key stakeholders across Wales, including involvement from the Health Board. 

It was noted that that since the recommendations from Operation Jasmine and the Flynn Report, much had changed in how Local Authorities, Health Boards and the regulators operated and dealt with monitoring and identifying care concerns with residential and domiciliary care providers.  Social care legislation had also been introduced to address the issues.

The DDNP advised the Committee of the partnership assurance mechanisms which had been put in place.  Those included Key Performance Indicators (KPIs) which were monitored weekly and could provide an early indication of risks to patient safety in care homes and included:

· Pressure Ulcers – Stage 3 and above pressure damage was reportable to Care Inspectorate Wales (CIW) by care homes under the revised RISCA guidance on notifications
· Regulation 60 notifications of incidents (CIW)
· Safeguarding referrals
· Contract monitoring visits
· Formal Advocacy services
· CIW Inspection reports – non-compliance notices

She added that the Health Board had commissioned, wholly or jointly with Local Authorities, from a range of independent sector care providers which included:

· The Funded Nursing Care Contribution (FNC) to all individuals who were placed in nursing homes in the Cardiff and Vale geographical area
· Entirely funded nursing and residential/supported housing placements for individuals assessed as eligible for Continuing NHS Health Care (CHC)
· Cardiff and Vale residents placed with residential providers under CHC outside of the Cardiff and Vale geographical area
· Domiciliary Care Packages for individuals assessed as eligible for CHC or joint funding arrangements.

It was noted that the majority of individuals placed and funded in the above areas were done so under the auspices of Primary, Community and Intermediate Care Clinical Board.

The Committee was advised that there had been a joint contract and service specification for residential nursing care across the Health Board and both Local Authorities since 2005.  However, this was out of date and did not reflect legislative changes and responsibilities.

The DDNP added that partner agencies undertook a significant piece of work during 2019/20 to review and update that and a joint Regional Common Contract for residential care was agreed and implemented across all agencies in 2021.  

She added that the terms of the contract were clear and detailed with a focus on individuals’ and services outcomes, and assessment and monitoring against fundamental health and social care standards, and that such requirements had been built into the new contracts from the Flynn report. 

The END advised the Committee that the reports had been received by the UHB Chair via Welsh Government (WG) and the Health Board had responded on the UHB Chair’s behalf to WG and that WG had the assurance from the Health Board’s response. 

The IMU asked if the Health Board knew, as a result of post the COVID situation, what percentage of delayed transfers of care was due to patients with pressure damage.

The DDNP responded that she was sure that the information was available if it was contributing to someone's delayed discharge, but noted that pressure damage was not usually a ‘contributory factor’ because both District Nurses in the community and in Nursing homes had the ability to manage all but the very most complex of discharges the Health Board undertook. 

The QSE Committee resolved that:

a) The recommendations of the Flynn Report and the current UHB and partnership arrangements in place to support quality assurance of care for commissioned placements in residential care homes in Cardiff and Vale were noted.

	

	QSE  
23/04/011
	Board Assurance Report – Patient Safety 

The Board Assurance Report – Patient Safety was received.

The Interim Director of Corporate Governance (IDCG) advised the Committee that he would take the paper as read and noted that it was the version that had been received by the Board the week prior to the Committee meeting. 

He added that the Committee received to consider those risks that were allocated to the Committee and provide ongoing assurance to the Board.

The UHB Chair highlighted that the Committee was being asked to look at 7 areas of risk on the report and noted that seven areas of risk seemed to be disproportionate to the time the Committee had available to consider them in any depth.

He asked if the Chair would prefer to rotate those risks so that the Committee would look at a couple of the risks at each Committee meeting and then move on next time to another couple of risks considering the Committee was now meeting monthly. 

The Chair agreed with that approach. 

The QSE Committee resolved that:

a) The risks in relation to Patient Safety, Quality and Experience were reviewed and the Committee would provide further assurance to the Board when the Board Assurance Framework was reviewed in its entirety, were noted. 

	

	QSE  
23/04/012
	National Collaborative Commissioning Unit Quality Assurance and Improvement Service Annual Position Statement 2021-2022

The National Collaborative Commissioning Unit Quality Assurance and Improvement Service Annual Position Statement 2021-2022 was received. 

The Assistant Director of Patient Experience (ADPE) advised the Committee that the report came to the Committee for assurance from the National Collaborative Commissioning Unit.

She added that the report provided the Committee with an overview of the three National Collaborative Frameworks which were overseen by the National Collaborative Commissioning Unit and included:

· National Collaborative Framework Adult Mental Health and Adult Learning Disability Hospital Services (‘Adult Hospital Framework’)

· National Collaborative Framework for Child Adolescent Mental Health Service (CAMHS) Low Secure & Acute Non-NHS Wales Hospital Services (‘CAMHS Hospital Framework’).

· National Collaborative Framework for Adults (18+ years) in Mental Health and Learning Disabilities care homes & care homes with nursing for NHS and Local Authorities in Wales (‘Care Home Framework’)

It was noted that the report was received nationally and so there was very little Cardiff and Vale data to reflect upon, but the ADPE advised the Committee that the Health Board specific data from the report was as follows:

· Medium secure hospitals
· Low secure hospitals
· Controlled egress hospitals
· Uncontrolled egress hospitals  

The CC noted that it would have been good to see the outcomes in the report and asked for those to be discussed when future iterations of the report came to the Committee.   

The QSE Committee resolved that:

a) The activity for the three National Collaborative Frameworks throughout 2021/22 was noted.

	

	QSE  
23/04/013
	Minutes from Clinical Board QSE Sub Committees:

The Minutes from Clinical Board QSE Sub Committees were received. 

The Committee resolved that:

1. The Minutes from the Clinical Board QSE Sub-Committees were noted.

	



	QSE  
23/04/014
	Committee Self-Effectiveness Survey

The Committee Self-Effectiveness Survey was received.

The IDCG advised the Committee that 8 survey responses had been received in regards to the Committee and that the one area to highlight was regarding questions 8 and 9 which related to Committee meeting packages and the organisation and time afforded to Committee business.

He added that work was being undertaken to improve those areas highlighted, including the move to a monthly meeting. 

The Committee resolved that:

a) The results of the Annual Board Effectiveness Survey 2022-2023 relating to the Quality, Safety and Experience Committee were noted. 

	

	QSE  
23/04/015
	Items to bring to the attention of the Board / Committee:

No items were raised.

	



	QSE  
23/04/016
	Agenda for Private QSE Meeting

1. Private Minutes - 
1. Any Urgent / Emerging Themes – Verbal (Confidential Discussion)
1. Relocation of Pentyrch Surgery

	

	QSE  
23/04/017
	Any Other Business

No other business was raised. 

	

	
	Date & Time of Next Meeting:  

Tuesday, 6th June 2023 at 2pm via MS Teams.
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