Quality, Safety & Experience
Committee
Wed 15 June 2022, 09:00 - 12:00

Agenda

09:00-09:10 1, Standing Items

10 min

1.1. Welcome & Introductions

Susan Elsmore

1.2. Apologies for Absence

Susan Elsmore

1.3. Declarations of Interest

Susan Elsmore

1.4. Minutes of the QSE Committee Meeting held on 12 April 2022.

Susan Elsmore

B 1.4 Public QSE Minutes 12.04.22 MD.NF. SE.pdf (12 pages)

1.5. Action Log — Following the meeting held on 12 April 2022

Susan Elsmore

B 1.5 Draft Public QSE Action LogMD.NF. CP.pdf (2 pages)

1.6. Chair’s Action taken since last meeting

Susan Elsmore

09:10-10:50 2 |tems for Review & Assurance

100 min
2.1. CD&T Clinical Board Assurance Presentation (including a Patient Story)
25 minutes
Presentation
Bj 2.1 CDT Assurance Report June 2022.pdf (21 pages)
2.2. Quality Indicators Report including:
10 Minutes Jason Roberts
Pressure Damage Update from Clare Wade
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\’\,?g/; Nicola Foreman

15 minutes
B 2.3Learning from Deaths paper 2022.05.22_final.v1.pdf (14 pages)
2.4. Maternity Services - Verbal Update
Jason Roberts / Abigail Holmes
5 minutes
2.5. HIW Activity Overview

Jason Roberts
10 minutes

Bj 2.5 HIW Update on Activity - QSE Paper June 2022(3).pdf (4 pages)

2.6. Board Assurance Framework — Patient Safety

Nicola Foreman
5 minutes

Bj 2.6 BAF Patient Safety Covering report - 2022.NF.pdf (3 pages)
B 2.6a Patient Safety BAF Risk.pdf (3 pages)

2.7. Dental Services Update

Caroline Bird
10 minutes

B 2.7 QSE Committee Dental.pdf (6 pages)
Bj 2.7a Annex 1 GDS Contract Reform.pdf (2 pages)

2.8. Ultrasound Clinical Governance position

Fiona Jenkins

By 2.8 USCGG - Exec Summary for QSE-v0.4a.pdf (3 pages)
B 2.8a Ultrasound Governance (CDT CB) (003).pdf (16 pages)
Bj 2.8b US Clinical Governance-USCGG-ToRs - v.8.pdf (13 pages)

2.9. Concerns, Redress and Claims

Angela Hughes
10 minutes

Bi 2.9a QSE Concerns and Redress report.pdf (12 pages)
B5 2.9b QSE Claims Report — Clincial Negligence & Personal Injury.pdf (6 pages)

3. Items for Approval / Ratification

No Items

4. Items for Noting & Information

4.1. Committee Effectiveness Survey Results 2021-2022

5\%33‘9utes

B 4.1 Committee Self Effectiveness Survey QSE.pdf (3 pages)



B 4.1a Quality, Safety and Experience Committee Self Evaluation 2021-22.pdf (21 pages)

4.2. Exception Reports (Verbal)

Jason Roberts / Meriel Jenney

10 minutes

4.3. WHSSC Quality Committee — Chairs Report

Ceri Phillips

5 minutes

4.4. Minutes from Clinical Board QSE Sub Committees: Exceptional Items to be raised by
Assistant Director Patient Safety & Quality:

5 minutes
1. Children & Women’s — 22.02.22
CD&T Clinical Board — 18.03.22 & 21.04.22
Medicine — 17.03.22 & 21.04.22
Specialist — 17.03.22 & 04.04.22
Mental Health — TBA
Surgical — 15.03.22
PCIC - 17.05.22
Radiation Protection Group — Chairs Report - 26.04.22

2.

3.

4.

5.

6.

7.

9.

B 4.4.1 CW Minutes 22.02.22.pdf (12 pages)

Bj 4.4.2a CDT Minutes 18.3.22.pdf (10 pages)

B 4.4.2b CDT Minutes 21.4.22.pdf (11 pages)

B 4.4.3a MCB Minutes 17 Mar 22.pdf (8 pages)

Bj 4.4.3b MCB Minutes 21 April 22.pdf (7 pages)
Bj 4.4.4a Specialist Minutes 17.03.22.pdf (5 pages)
Bj 4.4.4b Specialist Minutes 04.04.22.pdf (8 pages)
Bj 4.4.6 Surgical Minutes 15.03.22.pdf (10 pages)
Bi 4.4.7 PCIC Minutes 17.05.22.pdf (7 pages)

Bj 4.4.8 Radiation Protection Group Chairs Report 26.4.22.pdf (3 pages)

4.5. Corporate Risk Register

Nicola Foreman
5 minutes

Bj 4.5 Corporate Risk Register.pdf (3 pages)
Bj 4.5a QSE Committee - Corporate Risk Register Entries May 2022.pdf (3 pages)

11:30-11:30 5, [tems to bring to the attention of the Board / Committee

0 min

11=30-1g=3_0 6. Agenda for Private Board Meeting:
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i) Minutes of the Private Committee Meeting — 12.04.22
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11:30-11:30 7, Any Other Business

0 min

Susan Elsmore

11:30-11:30 8, Review of the Meeting

0 min

Susan Elsmore

11:30-11:30 9, Date & Time of Next Meeting:

0 min

Tuesday 30 August 2022 at 9am

11:30-11:30  10. Declaration

0 min
Susan Elsmore
To consider a resolution that representatives of the press and other members of the public be excluded from the remainder of

this meeting having regard to the confidential nature of the business to be transacted, publicity on which would be prejudicial to
the public interest [Section 1(2) Public Bodies (Admission to Meetings) Act 1960
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Cardiff and Vale
University Health Board

Unconfirmed Minutes of the Quality, Safety & Experience Committee

Held on 12 April 2022 at 09.00am

Via MS Teams
Chair:
Susan Elsmore | SE | Independent Member — Local Authorities / Chair of the Committee
Present:
Gary Baxter GB Independent Member — University
Mike Jones MJ Independent Member — Trade Union
Ceri Phillips CP Vice Chair of Cardiff and Vale University Health Board
In Attendance
Daniel Crossland DC Director of Operations — Mental Health Clinical Board
Mark Doherty MD | Interim Director of Nursing (Mental Health)
Nicola Foreman NF Director of Corporate Governance
Angela Hughes AH Assistant Director of Patient Experience
Meriel Jenney MJ Executive Medical Director
Neil Jones NJ Clinical Board Director — Mental Health
Fiona Kinghorn FK Executive Director of Public Health
Rajesh Krishnan RK Associate Medical Director (Clinical Governance and Patient Safety)
Ruth Walker RW | Executive Nurse Director
Observing
Emily Howell EH Audit Wales
Gruffydd Pari GP Graduate Trainee Manager
Alexandra Scott AS Assistant Director Quality and Patient Safety Aneurin Bevan University Health
Board
Secretariat
Nathan Saunders | NS | Senior Corporate Governance Officer
Apologies
Caroline Bird CB Interim Chief Operation Officer
Akmal Hanuk AH Independent Member — Community

QSE 22/04/001

Welcome & Introductions

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

Action

QSE 22/04/002

Apologies for Absence

Apologies for absence were noted.

QSE 22/04/003

Declarations of Interest

The CC declared her interest as a Cabinet Member for Cardiff Council.

QSE 22/04/004

Minutes of the Committee meeting held on 22 February 2022
The minutes of the meeting held on 22 February 2022 were received.
The Committee resolved that:

a) The minutes of the meeting held on 22 February were approved as a true

o9,
%Z)% and accurate records of those meetings.
7%
QSE 22/ {Kg@g Action Log following the Meeting held on 22 February 2022
%
2.

s, | The Action Log was received, and all ongoing actions discussed.
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The END advised the Committee that the action identified around the Maternity
lifts was completed but noted that it was also an ongoing challenge because
once one lift had been fixed, the second one would break.

She added that there was no clinical concern to any of the outcomes affected by
the lifts and noted that it was being monitored via the Risk Register regularly.

The END advised the Committee that the action 22/02/008 which advised that
the Healthcare Standards, Duty of Candour, National Quality Framework and

Annual Quality Statement be received by the Board via a Board Development
Session would be actioned in the future given where the process stood at the

moment.

The Committee resolved that:

a) The Action Log from the meeting held on 22 February 2022 was noted.

NS

QSE 22/04/006

Mental Health Clinical Board Assurance Report

The END advised the Committee that the Mental Health Clinical Board had been
through a challenging year and thanked the report authors for the openness and
transparency of the issues identified within the paper.

The Interim Director of Nursing for the Mental Health Clinical Board (IDNMH)
provided the Committee with a verbal Patient Story which highlighted the care
received by a patient who had been admitted to Hafan Y Coed for 2 weeks
following a suicide attempt.

It was noted that the overall experience had been positive for the patient, who
provided positive feedback with regards to the care received.

The Mental Health Clinical Board Assurance Report was received.

The IDNMH advised the Committee that the report highlighted areas that the
Clinical Board had focussed upon during more recent times which included a
difficult position on patient suicides.

It was noted that the Mental Health Clinical Board (MHCB) had encountered,
over a relatively short period of time, a number of suicides/unexplained deaths in
the acute in-patient environment that was significantly higher than the national
average.

It was noted that the deaths constituted a “cluster” according to nationally agreed
criteria and the MHCB considered the need to provide a comprehensive,
evidence-based series of actions to understand and reduce.

It was noted that there were six suicides over a period of eleven months, all in
different locations with different scenarios underpinning the event.

It was noted that the Clinical Board were doing everything possible to understand
what had happened and to make changes to address the situation.

The Consultant Nurse for Complex Clinical Risk (CNCCR) conducted a Thematic
Review of the untoward deaths at the request of the Clinical Board and identified
recommendations which included:

e A Suicide Cluster Response Plan

¢ Environmental differences of wards to be understood

e Environmental considerations, for example, door top alarms, and
bedroom windows alarms.
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e Environmental settings to be improved

Ward remits / policy reviews to fully understand purposes of wards and
risks / benefits of dual functions

Re-launch of the Complex Care Forum

Re-launch of Sentinels and Lessons Learned

Questionnaires to staff

Skill mix review — psychological input to wards & appointment of shift co-
ordinators to get Ward Managers back on their wards

e Away Days

e Ensure ward rounds / MDTs were person centred

e Care Aims in the inpatient setting

The IDNMH advised the Committee that it was the intention of the MHCB to
implement all recommendations noted within the report.

He added that further to the recommendations, the MHCB had identified a series
of actions which should tangibly return the acute in-patient environments at
Hafan Y Coed, University Hospital Llandough to a level of safety and stability
that was disrupted by the need to react to the demands of the COVID pandemic
over the past two years.

Those included:
e Returning Hafan Y Coed to its original footprint.

It was noted that pressures created by the need to manage COVID in
accordance with Welsh Government, Public Health and local UHB guidelines
had been extremely disruptive to the normal functioning of Mental Health in-
patient services and that it was now time to return the in-patient environments to
their original functions. It was noted this would be a complex process as it would
take place during a high demand for beds and the need to repatriate patients
who were placed in commissioned “surge” beds in other facilities.

¢ Review of National Reportable Incident / Sentinels / Lessons Learned
systems and processes.

It was noted the MHCB had a well-established, long-standing process for
gathering information about serious, nationally reportable events including
suicides, near-misses and other events.

It was noted that it had evolved over a period of years into a sophisticated
mechanism that was aligned to national reporting requirements and had elicited
themes and factors from which lessons could be learnt and improvements made.

e Suicide Prevention Training

It was noted that whilst the understanding of and management of Clinical risk
was central to the work of a Mental Health service, it was recognised that those
skills could always be enhanced.

It was noted that the MHCB had worked with Welsh Government (WG) to roll out
a comprehensive package of suicide prevention training that was tailored to all
levels of experience and responsibility across the multi-disciplinary spectrum.

¢ Royal College of Psychiatrists Review of Adult In-patient Services at
Hafan Y Coed
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It was noted that the Management Executive Team had supported and
commissioned an authoritative and comprehensive review and that the Terms of
Reference had recently been agreed.

The Independent Member — University (IMU) noted that the CNCCR had
conducted a Thematic Review of the untoward deaths at the request of the
Clinical Board and asked if any further reviews were being done and how they
would broaden perspectives on what the CNCCR had already achieved and was
it possible to anticipate any further recommendations that could come from those
reviews.

The IDNMH responded that the Royal College of Psychiatrists would hopefully
support the MHCB in the locality model as it was showing good results as noted
within patient feedback and added that in terms of anticipating further
recommendations there could be a scope to put a role in place (Senior Nurse for
Inpatient Services) and noted that the Directorate was being encouraged to think
about that.

The Clinical Board Director — Mental Health (CBDMH) added that the Delivery
Unit (DU) had completed their rapid review and noted that their findings were the
same as those matters which the MHCB had identified.

The Director of Operations — Mental Health (DOMH) added that there could be
some unknowns within the Royal College of Psychiatrists’ review that had not
been identified by the MHCB and noted that part of the assurance framework
was to think more broadly as to what external reviews could bring to the attention
of the Clinical Board.

The Chair of the Mental Health Legislation and Mental Capacity Act Committee
advised the Committee that he had received oversight of the MHCB for the past
12 months and had identified that the team had at all times sought to put their
patients first and that it had been to an impressive degree. He noted that the
determination to learn to develop, change and move forward was amazing and
thanked the staff for their continued hard work.

The Executive Director of Public Health (EDPH) asked about staff morale within
the MHCB.

The IDNMH responded that staff morale had been adversely affected by various
situations, including Covid-19, and noted that staff were tired.

He added that in February, Health Inspectorate Wales (HIW) had visited Mental
Health services and noted that the verbal feedback provided had been very
encouraging. HIW reported that staff showed high levels of enthusiasm and
commitment in the face of the experiences people were having.

The IDNMH concluded that the work described within the report would be done
in a way that was open, transparent, and noted that the work itself was hoped to
be a morale booster.

The Assistant Director of Patient Experience (ADPE) advised the Committee that
several high-profile inquests would be coming up and noted that publicity
surrounding these was likely to have an impact on staff morale.

The Executive Nurse Director (END) advised the Committee that the MHCB
team had recognised where they had been, recognised that it was not the place
they wanted to be, and accordingly revisited that and how everything worked
whilst receiving external reviews and commended them for their hard work.

The QSE Committee resolved that:
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a) The content of the report was discussed and noted.

QSE 22/04/007

Quality, Safety and Experience Implications arising from IMTP

The Quality, Safety and Experience Implications arising from IMTP were
received.

The END advised the Committee that the paper would be taken as read and
noted that the key focus for the coming year was laid out within the report and
aligned to the Framework for Quality, Safety and Experience.

It was noted that the Framework had identified eight key areas and all the
actions were aligned to those areas.

It was noted that there were no key performance indicators (KPIs) identified
within the paper because the Health Board was waiting for those to be received
from WG. Once received, they would be brought back to the QSE Committee.

The IMU advised the Committee that the emphasis on an integrated system for
Quality & Safety which highlighted Primary and Community care settings was
attractive and noted that if the Health Board could structure KPIs around the 8
identified key areas that would make the delivery of the important messages
within the IMTP easier and would represent an effective integration of the QSE
framework into the IMTP.

The Director of Corporate Governance (DCG) noted that within the report there
was an overview of the headline milestones which the QSE team was focusing
on during 2022-23 to make tangible progress in embedding the Framework and
asked if it would be worth reporting that to the QSE Committee each quarter.

The END agreed and noted that a quarterly report on milestones along with key
KPls would be helpful.

The Vice Chair of the Health Board reinforced the IMU’s point and noted that it
was interesting how the report adopted a whole system perspective and
recognised the need for partnership working whilst ensuring that it was not just
the focus on the hospital and acute sector.

The QSE Committee resolved that:

a) The QSE requirements as laid out in the IMTP were noted.

END

END

QSE 22/04/008

Feedback from the Clinical Effectiveness Committee
The Feedback from the Clinical Effectiveness Committee (CEC) was received.

The Executive Medical Director (EMD) advised the Committee that when she
took over the role, she was struck by the importance of the Clinical Effectiveness
Committee and the responsibility of the Health Board to respond to a number of
areas which had not been systematically approached in that way previously.

It was noted that the CEC had been established with the purpose of ensuring
Clinical effectiveness across the Health Board by:

e Monitoring the implementation of NICE, national and local evidence,
guidelines and standards to ensure best practice across the Health
Board.

e Providing strategic direction for the Health Board’s national and local
Clinical Audit Programme.
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e Providing assurance to the Quality and Safety Experience (QSE)
Committee on the above points through the production of reports.

¢ Receiving reports from the subgroups and, following analysis, either
escalate issues or provide assurance to the QSE Committee and the
Board.

e Contributing to the production of the Annual Quality Statement to be
presented to the Board of Directors.

The Associate Medical Director for Clinical Governance and Patient Safety
(AMD) advised the Committee that the CEC was now well established but noted
that the current resource to capture and monitor activity was limited and that was
reflected in the Internal Audit report.

He added that a business case was recently submitted to the Business Case
Approval Group (BCAG) for Quality Safety and Experience which was successful
to procure AMaT (Tracking, Monitoring and Management system) to capture the
Health Board’s Clinical Audit activity centrally.

It was noted that a phased approach would be taken over a 12-month period to
roll out the AMaT system across the organisation and that Clinical Boards had
been asked to develop an Annual Clinical Audit Forward Plan for 2022/23.

It was noted that funding had also been secured for personnel to help roll out the
system across the Health Board which would help to address many of the
improvements identified in the Internal Audit report and would improve the level
of assurance that could be provided.

The IMU advised the Committee that HIW was undertaking a National Review of
the Stroke Pathways and noted that they would be visiting the Health Board. He
asked when that would be. The END responded that HIW had already visited the
Health Board and that whilst the formal report had not yet been received the
informal feedback was fairly positive.

The IMU noted that the report identified the appointment of a Clinical Audit lead
and asked if the post had been filled. The AMD responded that there was a
business case that had been approved which would provide several roles and
noted that an Effectiveness Officer had also been secured by Health Technology
Wales that would support the Health Board to move the programme forward.

The IMU asked if there was a timeline for that and the AMD responded that job
plans had been drawn up and were at the advertisement stage.

The Vice Chair of the Health Board asked if there was an alignment with the
Health Board’s Improvement and Innovation Team.

The AMD responded that there was and that from the CEC perspective,
empowering teams and team engagement was key.

The EDPH advised the Committee that she would need to bring the revised
Interventions Not Normally Undertaken (INNU) policy and intervention list back to
the QSE committee in June 2022 and that she would liaise with the AMD and
EMD as to how that would align with the CEC.

6/12
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a) The level of Clinical Effectiveness Committee activity across a broad
range of services was noted.

b) It was agreed that the appropriate processes were in place to address
and monitor the recommendations.

QSE 22/04/009

Quality Indicators Report
Update on Falls in Lakeside Wing

The Quality Indicators Report was received.

The END advised the Committee that the Lakeside Wing (LSW) remained an
area of concern and noted that the report identified the level of concern, the
issues and the actions taken to address those issues.

The Independent Member — Trade Union (IMTU) noted that there were staffing
issues being seen in LSW and across the Health Board and asked what the
position was with Registered Nurse vacancies and staff morale.

The END responded that progress was being made with the recruitment of
Registered Nurses and noted that numbers of students who would qualify in
2022 would be known in the coming weeks.

She added that it was clear that the number of absences had increased due to
Covid-19 and noted that there were 165 Registered Nurses absent the week
prior to the meeting and that did not include other gaps in the system.

The Committee was advised that the answer to the Registered Nurse gap was to
not to have as much open within the system and to look at how pressures,
particularly in the Emergency Department (ED), could be balanced to better
facilitate patient flow so that patients were referred to the right place at the right
time.

She added that the staff morale at the LSW continued to be challenging and
noted that the area was opened, because of Covid-19, as an emergency
overflow location and thought was required with regards to the longer-term
arrangements for the LSW.

The IMTU advised the Committee that his staff morale question also applied to
senior nurses and managers and asked how they were coping.

The END responded that the Medicine Clinical Board had found time for a 2-day
“timeout session” to hear directly how senior nurses and managers were feeling.

She added that the timeout day was an opportunity for discussion which was
used very well and noted that one of the biggest areas identified was the lack of
a perceived “end” to the pressures.

It was noted that senior nurses and managers had to face day to day operational
pressures, conflict and abuse and some significant safeguarding issues and
front-line staff should not have to tolerate some of the standards that they were
currently.

It was noted that support and development would be offered to staff

The END concluded that “hope” was very much a topic of conversation at the 2-
day sessions and that some challenges being seen should improve.

The QSE Committee resolved that:
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a) The position and actions being taken to improve the status was noted
and discussed.

QSE 22/04/010

HIW Activity Overview
The HIW Activity Overview & Primary Care Update was received.

The END advised the Committee that the paper was for noting and noted that
the CC and herself had met to discuss the previous report received by the
Committee and the suggestion in relation to a HIW lonising Radiation (Medical
Exposure) Regulations IR(ME)R report.

She added that the draft reports following the HIW visit to Cardiac Surgery at the
University Hospital Llandough (UHL), and Hafan Y Coed had been received and
noted that feedback had been positive but highlighted the environment concerns
at Hafan Y Coed which had already been identified by the MHCB previously.

It was noted that the reports would be circulated to Committee Members.

The Vice Chair of the Health Board asked if all appropriate matters had been
considered in relation to Maternity Services because of the issues that had
arisen from the independent review of Maternity Services at the Shrewsbury and
Telford Hospital NHS Trust (Ockenden Report).

The END responded that the report had been received and a number of actions
would be taken and brought back to the QSE Committee in June.

She added that the HPSQA would work alongside the new Head of Maternity
Services.

The QSE Committee resolved that:
a) The level of HIW activity across a broad range of services was noted.

b) It was agreed that the appropriate processes were in place to address
and monitor the recommendations.

END

END

QSE 22/04/011
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Board Assurance Framework — Patient Safety
The Board Assurance Framework — Patient Safety was received.

The DCG advised the Committee that the BAF was received by every Committee
and by the Board.

She added that every year, the Executive team looked at the key risks that would
impact upon the delivery of the Strategic Objectives of the Health Board.

It was noted that Patient Safety would remain on the BAF along with Estates and
Workforce.

The QSE Committee resolved that:
a) The risks in relation to Patient Safety were reviewed to enable the

Committee to provide further assurance to the Board when the Board
Assurance Framework is reviewed in its entirety.

QSE 22/04/012
%,

.\5\7

Recommendations from the Nuffield Trust Report

The Recommendations from the Nuffield Trust Report were received.
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The EMD advised the Committee that they would already be aware of the new
Velindre hospital and that there had been concerns from the outset to deliver
safe and effective care for the sickest patients who required acute cancer care.

She added that the new hospital being sited away from an acute environment
had raised a number of concerns from a number of people, including herself.

It was noted that a number of opportunities could have been lost by a separate
siting of the hospital and so after much discussion, the Nuffield Trust Report was
commissioned.

The EMD advised the Committee that the Nuffield Trust Report had noted that
having the new hospital site on the same site as an acute hospital environment
was preferred.

She added that the Nuffield Trust report provided proposals for mitigating the risk
with regards to the new cancer centre being sited away from an acute facility.

It was noted that there were clear recommendations within the report for the
Health Board to decide upon.

The IMU asked where the Nuffield Trust report sat within the Health Board as a
lot of the report had alluded to strategy and delivery.

The EMD responded that the question reflected the complexity as cancer was
cross cutting between all clinical boards. She added that the Board should be
made aware of the Nuffield Trust Report and noted that it laid with operational
teams to make everything work.

The DCG agreed that the report should be received by the Board.

The END advised the Committee that she had been working with a carer of
somebody who had used services across Velindre and the Health Board and
noted that a patient story would be gathered to demonstrate how the cancer
pathway had worked and how improvements could be made.

The EMD advised the Committee that a Collaborative Cancer Leadership Group
(CCLG) chaired by the CEO of the Health Board met quarterly and consisted of
Executive level Officers across Southeast Wales to provide oversight and
leadership regarding the Cancer services in Southeast Wales and
implementation of the Nuffield report.

The QSE Committee resolved that:
a) The progress being made regarding the implementation of the Nuffield

Report recommendations which are pertinent to Cardiff & Vale UHB were
noted.

DCG

QSE 22/04/013

Exception Reports (Verbal)

The END advised the Committee that concerns remained around the ED and
recognised that the whole system remained under pressure.

She added she had met with the EMD and the Chief Executive Officer (CEO) of
the Health Board to discuss improvement plans due to a large number of
distressing concerns being raised and noted that staff felt under pressure.

The EMD advised the Committee that the pressures seen across the system could
not be overstated and noted that there were concerns about what was happening
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to patients and staff and noted that her team and many others were putting in as
many systems as they could to mitigate the pressures.

The END advised the Committee that the Health Board needed to be open and
transparent about the pressures being seen within ED which would help the public
conversation.

The EDPH advised the Committee that the Welsh Ambulance Service (WAST)
had been elevated to Level 4 the previous night which meant that they may not
have been able to go to people with suspected stroke or suspected myocardial
infarction and wanted to note the WAST pressures.

The END advised the Committee that this feedback should be received by the
Board because the quality of care was not where it should be.

The EMD added that one of the areas that had been striking was the quality of
care that people were receiving had still resulted in positive patient feedback of
the care being given by staff members and noted that although the environments
were poor, the quality of care provided by staff was good.

The CC advised the Committee that a further recommendation be added to ensure
the Board would be sighted on the pressures being seen across the system.

The QSE Committee resolved that:
a) The Exception Reports were noted

b) The pressures seen across the Health Board would be reported to the
Board.

END

QSE 22/04/014

Minutes from Clinical Board QSE Sub Committees:
Exceptional Items to be raised by Assistant Director Patient Safety & Quality:

The Minutes from the Clinical Board QSE Sub-Committees were received.
The Committee resolved that:

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

QSE 22/04/015

Corporate Risk Register

The DCG advised the Committee that there was nothing further to add to the
report received by the Committee.

She highlighted that there were eleven risks linked to Patient Safety across the
various Directorates.

The IMU asked if any of the risks could be removed because it appeared that
some of the areas had an easily remediable “fix”.

The DCG responded that the risk appeared on the Register because the easily
remediable fix had not happened and so by adding it to the Register it would gain
further scrutiny.

She added that there was ongoing work to be done around how risks would be
described.

The DCG concluded that internal audit was currently reviewing the risk
management processes which was done every year and noted that the focus for
2022/23 would be on Clinical Boards.

The Committee resolved that:
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a) The Corporate Risk Register risk entries linked to the Quality, Safety and
Experience Committee and the Risk Management development work
which was now progressing with Clinical Boards and Corporate
Directorates, was noted.

QSE 22/04/016

Infected Blood Inquiry Update

The Infected Blood Inquiry Update was received.

The DCG advised the Committee that the report highlighted a timetable and
noted that the final hearings were scheduled for December with conclusions and
finding to be presented approximately 6 months after.

The Committee resolved that:

a) The contents of the Infected Blood Inquiry Update were noted

QSE 22/04/017

Patient Safety WalkRounds
The Patient Safety WalkRounds report was received.

The Committee resolved that:

a) The plan to reinstatement Patient Safety WalkRounds in May was noted.

QSE 22/04/018

Implementation of Datix OfWCMS

The Implementation of Datix Once for Wales Concerns Management System
(OfWCMS) report was received.

The END advised the Committee that the Implementation of Datix OfWCMS was
a large project that would have an impact on the QSE Committee and noted that
the new system would come with challenges because the Health Board
previously had a mature and stable Datix system, and some of the reporting
functionality would be limited in the new system until sufficient data was available
to develop reports from.

The Committee resolved that:

a) The content of the report was noted

QSE 22/04/019

Duty of Candour

The Duty of Candour report was received.

The END advised the Committee that the report identified where the Health
Board was against All Wales information and noted that it would be brought to
the Board when the process developed further.

The Committee resolved that:

a) The information in the report was noted.

QSE 22/04/020

Items to bring to the attention of the Board / Committee

The CC advised the Committee of the areas that would be brought to the
attention of the Board in May 2022 which included:

e The discussions and issues raised around the Nuffield Trust Report
e The issues around escalation of risk and in particular the risk around the
Emergency Department.

11/12
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e Suicide Clusters would form part of the Chair's Report as discussed at
the meeting.

QSE 22/04/021

Agenda for Private QSE Meeting

i) Minutes of the Private Committee Meeting held on — 22.02.22
ii) Action Log — Following the Meeting held on 22.02.22

iif) Pandemic Update & Any Urgent / Emerging Themes — Verbal
iv) DNAR Orders at St David’s Hospital — Update

QSE 22/04/022

Any Other Business

The Senior Corporate Governance Officer advised the Chair that it was the final
QSE Committee meeting that the END would be attending prior to retirement.

The CC and the Independent Members present provided the END with their
esteemed thanks for the hard work and support that she had shown throughout
her time within the Health Board.

QSE 22/04/023

Date & Time of Next Meeting:

Tuesday 15 June 2022 at 9am

12/12
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Action Log
Quality, Safety & Experience Committee

Update for meeting 15 June 2022
(Following the meeting held on 12 April 2022)

MINUTE REF | SUBJECT | AGREED ACTION | DATE BY | LEAD | STATUS/ICOMMENT
Actions Completed
QSE Maternity Services Meeting between the Clinical Board | 15.06.2022 | Jason COMPLETED:
22/04/010 Update and the corporate Quality & Safety Roberts On June Agenda, item 2.4
function to discuss the Ockenden
report and provide an update to the
Committee in June.
QSE Cardiac Surgery a detailed paper would be 15.06.2022 | Meriel COMPLETED:
22/02/030 Report Update brought back to the Committee at Jenney
the next meeting in June 2022. Moved from Private Agenda to Public
On June agenda, item 2.5
QSE HIW reports HIW reports regarding HIW visit to 15.06.2022 | Jason COMPLETED:
22/04/010 Cardiac Surgery at the University Roberts On June Agenda, item 2.6
Hospital LIlandough (UHL) and Hafan Y
Coed to be circulated to Committee
Members
QSE Interventions Not The EDPH advised the Committee | 15.06.2022 | Fiona COMPLETED:
22/04/008 Normally that she would need to bring the Kinghorn On June Agenda, item 2.9
Undertaken (INNU) | revised Interventions Not Normally
policy and Undertaken (INNU) policy and
intervention list intervention list back to the QSE
o committee in June 2022
UHB;j%O Dental Directorate | ICOO advised the Board that a 15.06.2022 | Caroline COMPLETED:
22/01 F, Update more detailed report on the Dental Bird On June Agenda, item 2.8
o Zfé@ Directorate would be provided to the
~‘o;’& QSE Committee.
'
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MINUTE REF | SUBJECT AGREED ACTION DATE BY | LEAD STATUS/COMMENT
QSE Pressure Damage | A further updated pressure damage | 15.06.2022 | Jason COMPLETED:
21/12/008 Update report to be brought back to the Roberts On June Agenda, item 2.2
QSE Committee in 6 months’ time.
UHB Integrated A more detailed presentation on 15.06.2022 | Meriel COMPLETED:
22/03/015 Performance mortality indicators to be taken to Jenney On June Agenda, item 2.3
Report the QSE Committee in June
Actions in Progress
QSE Quality, Safety and | Waiting for KPIs to be received from | 30.08.2022 | Jason In Progress
22/04/007 Experience WG. Once received, they would be Roberts
Implications brought back to the QSE Committee Scheduled for the QSE meeting in
arising from IMTP | along with a quarterly report on August 2022.
milestones.
Actions referred to Board / Committees
QSE Nuffield Trust The Board should be made aware 26.05.2022 | Meriel COMPLETED
22/04/012 Report of the Nuffield Trust Report Jenney Added under Cancer Progress
Update — Received by Board in May
2022.
QSE Items to bring to the | The Chair asked for a future Board | TBC Jason IN PROGRESS
22/02/008 attention of the Development to have sight on the Roberts/
Board information discussed on: Nicola Date to be confirmed once Board has
Development ¢ Healthcare Standards Foreman approved annual plan for Board
e Duty of Candour Development Session 2022/23
: ; National documents still awaited (Comment
e National ngllty Framework from Ruth Walker 03.05.22)
¢ Annual Quality Statement
/\6(\9
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Clinical Diagnostics and Therapeutics Agenda ltem Ml
Report Title: Clinical Board Quality, Safety and no.
Patient Experience Report
" . [Public B8l Meeting
(ISE Committee 59522
Assurance W@ Approval Information
please tick one only):
. Interim Executive Nurse Director
Lead Executive:

Report Author CDA&T Clinical Board Director for Quality, Safety and Patient Experience
Title):
Main Report

Background and current situation:

The work outlined within the presentation to be received by the Quality, Safety and Experience
Committee on 151" June 2022 reflects the key metrics taking place to improve quality, safety and
patient experience within the Clinical Diagnostics and Therapeutics Clinical Board leading to
improved quality and care outcomes for patients. It also outlines the considerable development,
improvement and innovation work underway within the Clinical Board.

The Clinical Diagnostics and Therapeutics Clinical Board provides a wide range of diagnostic and
therapeutic procedures on a local, regional and UK wide basis. Collectively these services underpin,
and are core components of, almost every aspect of clinical activity undertaken within the UHB.

The Clinical Board consists of 7 directorates:

1. Laboratory Medicine

2. All Wales Therapeutics and Toxicology

3. Radiology, Medical Physics and Clinical Engineering
4. Medical lllustration

5. Outpatients/Patient administration

6. Therapies

7. Pharmacy and Medicines Management

The Clinical Board Quality, Safety and Patient Experience (QSPE) governance framework provides
assurance that it is delivering its diverse portfolio of services in a safe and sustainable manner. The
Clinical Board’s QSPE priorities for 2022/23 include:

A strong safety culture embedded at every level of the Clinical Board and Directorates

Supporting the health and well-being of staff

Regulatory compliance and accreditation

Continued self-assessment against the Health and Care Standards with improvement

planning against any indicator requiring action

e Regular review of risk management processes and action plans to provide assurance that
mitigating actions and risk reduction strategies have been implemented.

e Serious and Adverse Incident Management and Concerns Management

e Embedding the Patient Experience Framework across the Clinical Board, ensuring patients
are always treated with compassion, dignity and respect

ooé@n-going support for continuing service improvement

e “Efsuring safe working conditions and environments

o Tiﬁi@l}g access to services based on clinical need

e Recougry from the Covid-19 pandemic

RN

4
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ASSESSMENT

Governance

The Quality, Safety and Patient Experience (QSPE) agenda is a key priority for the Clinical Board.
The Clinical Board Director leads the QSPE agenda and operational responsibility is devolved to the
Clinical Board Director of QSPE. QSPE meetings are held monthly and the Terms of Reference are
reviewed annually. The QSPE meeting agenda has been shaped to align with the Health and Care
Standards for Wales and this is replicated at Directorate QSPE meetings.

The Clinical Board was clear that the QSPE priority must be maintained despite the challenges of
the last two years, and the usual governance arrangements continued along with a heightened
communications channel through our virtual ‘Team Briefings’ which were flexed up and down in
response to the pandemic waves.

We have recently been undertaking an assurance mapping exercise and this has been a helpful tool
in understanding the governance and assurance channels, as well as identifying any gaps,
particularly for our regulated areas.

Key risks

The Clinical Board continues to work with services to review risks held on the register to ensure
continued appropriate action and mitigation against all held risks.

The key risks from the risk register include:

Point of Care Testing (POCT) Risk rating 20

Developments in technology and improved manufacturing processes are producing POCT devices
which are more robust and less prone to error than previous generations. However, the successful
implementation of POCT is still dependent on the effective organisation and management of staff.
A Clinical Lead has been appointed to support the service but a lack of a POCT Governance
committee leads to reduced corporate oversight. We are working with the Medical Devices Group to
seek support in establishing a UHB wide governance process.

Backlog of diagnostics and therapies (as a consequence of Covid19) due to a reduction in capacity
Risk rating 16

Weekly monitoring of waiting lists is undertaken. Significant improvement is noted.

The Directorate are currently undertaking a capacity and demand exercise to ensure the service is
right-sized going forward.

IT/Digital Risk rating 16

Impact from aging hardware and software and slow delivery of key IT systems, some on-going
stability issues.

The Clinical Board is fully engaged with the National Programme to work towards standardisation

and interoperability, e.g. LINC and RISP.
5,
Estate’s/%nd Facilities risk rating 16
The fabr%ﬁﬁésome estate is suboptimal to delivery of modern, safe and sustainable healthcare and
fails to meef’@gulatory requirements.
We continue to“engage with schemes to update/replace our aging infrastructure, e.g. Mortuary,

Radiopharmacy. Delivery of these schemes will be essential to satisfy the regulating bodies.
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Health and Wellbeing

Well before the pandemic impacted upon us all, the Clinical Board recognised the significant risks
from Work Related Stress, and set Wellbeing, Resilience, and Mental Health as a key priority and
this is just as important than ever in the post-pandemic world.

We have seen the stresses that staff have been under manifesting in different ways and a number of
workstreams have been established to support staff at this time.

In 2019, the Clinical Board won a cash prize for it successful ‘flu vaccination campaign. We worked

with a group called ‘Aftathought’ who use actors to role play scenarios as a way to engage staff with
the topic. Because we could not provide these sessions face-to-face a number of short videos were
commissioned looking at two topics — Mental Health and Values in Action.

Linked with the ‘Civility Saves Lives’ campaign we recognised the significant impact the values and
behaviours of staff have on each other, and the patients we care for. We adopted a train the trainer
approach to delivering the Values in Action training and managers across the Clinical Board are
delivering the training to their teams to demonstrate leadership and commitment to the messages in
the videos.

The films are intended to support staff and managers to understand how the UHB's values can work
in practice for the benefit of staff and patients. The values in practice might be something that the
team are already doing well, and so the video can be used as a tool to remind staff of the values.
However, in some Departments, the values may not be as well demonstrated, and so the film can be
used to prompt discussions and demonstrate positive examples to work towards.

The feedback from this work has been very positive and we are sharing this work wider to benefit
other parts of the UHB.

The Mental Health videos will be rolled out later in the year. In the meantime, we have sponsored a
number of managers to attend Mental Health First Aid sessions again utilising the ‘flu prize money.

Recognising the ongoing impact upon managers the Clinical Board established its weekly Resilience
session for managers. This is a safe space where managers can ‘off load’, receive support from
peers and take a short time out. One manager described these sessions as the highlight of their
week. The topics covered are diverse and we have used this opportunity to engage with our senior
managers.

Influenza vaccination

The uptake of the Influenza vaccination is a key priority for the Clinical Board. The uptake rate for
frontline staff for the season 21/22 was 63.4% which whilst was the highest in the UHB was
significantly lower than the previous season of 72%.

Conafdg;rable work has been undertaken in developing the role of peer vaccinators but pressures on
these \K@f}slnators contributed to the inability for them to vaccinate as many staff as we would have
wished. Tﬁé‘@lnl vaccination sessions we ran were successful and we will look to build on these in
the coming S@;ason

7
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Regulatory Compliance and Accreditation

The governance arrangements for regulation and accreditation is through the Clinical Board
Regulatory Compliance Group which uses a combination of metrics to drive the compliance
dashboard, ensuring appropriate senior management oversight, escalation of issues, and monitoring
of performance.

The Clinical Board services are well regulated and subject to regular inspection against legislation,
regulation and standards. In 2021/22 the following inspections took place:

18th August 2021 HIW inspection IR(ME)R UHW

Healthcare Inspectorate Wales (HIW) completed an announced lonising Radiation (Medical
Exposure) Regulations inspection diagnostic imaging at UHW. HIW reported that staff had a good
awareness of their roles and responsibilities in line with IR(IME)R 2017. There was very positive
feedback provided from patients about their experiences when attending the department. We saw
that arrangements were in place to promote privacy and dignity of patients and found that staff
treated patients in a kind, respectful and professional manner. Discussions with staff throughout our
inspection provided assurances that arrangements were in place to ensure that examinations were
being undertaken safely.

A number of areas were highlighted in regards to ensuring the documentation required under
IR(ME)R was in place, including making sure that written IR(IME)R employer’s procedures accurately
reflect clinical practice.

Overall, staff were happy with the level of support provided by the department leads. However, as
part of their inspection, HIW also considered how services are managed and led and whether the
workplace and organisational culture supports the provision of safe and effective care. Data
regarding workplace culture was collected by means of an anonymous staff questionnaire.

HIW reported that that a small number of staff, who completed the survey, said that they had faced
discrimination at work within the last 12 months or disagreed with the comment that staff had fair and
equal access to workplace opportunities.

It is worth noting that 88 percent of staff agreed their workplace was supportive of equality and
diversity. HIW received comments regarding workplace equality and diversity, which included:
“Very inclusive and diverse workplace, reflected in our department which is great to see!”
“One of radiology’s strongest points, fantastic area supporting diversity”

In response, the directorate have led an action plan to address the concerns raised and to ensure
that staff know the processes are in place to allow any member of staff to report any issues of
concern internally, as well as to ensure that any concerns raised are appropriately investigated and
responded.

In adﬁmpn the Clinical Board has been developing the Equality and Diversity Allies at Clinical Board
level wﬁg% supports this work across the Clinical Board.

Sk @%
13th Octobe|0§021 MHRA inspection SMPU
The Clinical Boérd had been managing the on-going response to the MHRA regarding outstanding
issues in St Mary’s Pharmaceutical Unit, through its enhanced governance and monitoring
arrangements. This was successful in significantly improving the quality metrics provided to the
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MHRA. The MHRA conducted this inspection to assure itself that the metrics were sustainable and
the improvement could be demonstrated on-site.

It was an extensive and intensive inspection. The outcome of the inspection was that no Critical or
Major classification deficiencies were identified and the Inspector recommended to the IAG
(Inspection Action Group) committee that SMPU were removed from their oversight, to a lower level
of surveillance.

We are delighted for the team, coming out of IAG status is a huge step forward for SMPU and
receiving no major findings is rare in NHS Specials units and rightly the team are very proud that
they have been able to achieve this.

Maintaining this level of performance is vital and the Clinical Board continue to receive assurance on
compliance

9th March 2022 UKAS accreditation Cellular Pathology
Re-accreditation visits against ISO15189 in Cellular Pathology resulted in successfully maintained
accreditation.

2274 March 2022 UKAS accreditation Biochemistry

Re-accreditation visits against ISO15189 in Biochemistry resulted in successfully maintained
accreditation. Accreditation ensures safe delivery of services, technical competence, timely,
accurate and reliable results and good quality management.

21st April 2022 UKAS accreditation Haematology

Re-accreditation visits against ISO15189 in Haematology resulted in successfully maintained
accreditation. The UKAS Quality Manager and the peer reviewers were very complimentary and
reflects again the efforts made by the team in this service.

May 2022 BSI accreditation visit Clinical Engineering
Accreditation against ISO9001:2015 in Clinical Engineering maintained. There were two minor non-
conformities.

Patient Safety Incidents
In the period 1/4/21 to 31/3/22, there were two Nationally Reportable Incidents reported in the
Clinical Board. These were:

In143602/5670 This incident relates to an Ultrasound trainee and
concerns around competence. There has been a
delay in completing the report but this is now
being finalised.

og%o In160526/5456 The delay in an interpretation of a CT scan lead

)
JY/O;” " to potential harm to the patient.
?‘e @65
5 %

Since 1st Ap'r"ﬂagOZZ, three further incidents have been under investigation
b4

1. An incident was reported in Fetal pathology involving pregnancy remains that entered the
sensitive disposal pathway before the post mortem took place. A meeting was held with the
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family and they are being supported locally within their Health Board. The investigation has
highlighted improvements that can be made to processes and the learning and RCA will be
shared.

2. Anincident has been reported that a patient was cancelled in a Urology clinic due to a
consultant taking annual leave and the appointment was not re-booked. The patient has
since presented with metastatic prostate cancer and the inference is that this could have been
avoided if the patient had been rebooked and seen. Checks are being undertaken to
determine if any other patients have not been re-booked and a factfinding meeting will be
arranged next week. The clinic coordinators are currently based in the Medical Records
department but at the time of the incident they were based in Urology in the Surgery Clinical
Board but have since transferred across to this Clinical Board.

3. A No Surprises incident has been reported around fully covered metal stents that are inserted
during an ERCP procedure. ERCP is an endoscopic procedure and some stents are
designed to remain in place and others are meant to remain in place for a short period of
time. A list of patients that have had stents placed since 2019 and that could be affected are
being reviewed. No harm has been identified following this review

Learning from serious and adverse incidents is shared at the Clinical Board QSPE sub-committee
and recorded in the risk register where appropriate. There are adequately trained staff to undertake
robust investigations including RCA. Significant effort has been made to ensure closure of old
incidents and submission of closure forms within WG timescales.

IR(ME)R reporting
Between 1/4/21 and 31/3/22 there were ten IR(ME)R reportable incidents (reported to HIW).

Total incidents Of which were
reportable
incidents

Referrer error: wrong 0
patient (wrong addressograph)
Referrer error: illegibility of 0
information
Referrer error: wrong examination 2
Referrer error: incorrect referral 3 1
information
Operator error: patient safety 11 4
checks
Operator error: clinical history 7 2
Og%% check
“7%, | Operator error: Exam 1
“f4guthorisation
Patient denied pregnancy 3 3
5,
Patient abandoned examination 1
Equipment issue 3
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7/21

This is similar to previous years (9 reported 20/21 and 11 in 19/20).

A theme and trends review has been undertaken:

Duplicate imaging
performed

Reminders sent to all staff
groups. Radiographers
advised to respond via email
directly to acknowledge
responsibilities. Discussed at
radiology safety and quality
meetings. PAUSED posters
placed in clinical rooms.
Referrer awareness poster
created and distributed to all
clinical boards, posters
printed and placed in
ward/clinic areas. Visual
observations of
practice/compliance with
procedures to be properly
documented going forward.

Admin and clerical error
awareness session being
developed by QSE lead
and A&C line manager - to
be delivered to all A&C
staff early September and
continue to deliver during
induction of new staff.

CT incidents due to
failure to complete
pre-examination
checks

No particular recurring
pattern among CT incidents,
other than failure to complete
all pre-exam checks correctly
e.g. ID, examination justified
and checking of clinical
information, exam protocol.
Review of relevant CT
documentation completed.
Staff required to complete
reflective work following
incidents. Use of request
proformas reinforced with
radiographers and
radiologists for all in-patient
requests. ID procedure
compliance reviewed and
observations of practice
completed.

Meeting to be arranged
with the CT group to
discuss with staff why they
feel these incidents may
be occurring and what we
can put in place to reduce
the risk. Create and
display posters indicating
the number of days since
an IRMER incident.

Itis Q}v}égosing to note the reduction in addressograph errors which had been a trend previously.

ESON
S
90 -,

. -
Incident ﬁgﬁgrtmg

For the perio’Ge,;lM/ZO to 31/3/21, 1359 incidents were reported by Clinical Board staff using e-Datix.
'

Datix queues are regularly reviewed and managed with emphasis placed on managers and users to

action and close incidents in a timely manner.

21/234



8/21

There has been significant improvement in the number of incidents held in ‘queues’ and this work
will further continue into 2022 with the move to Datix Cymru.

REPORTING BY DIRECTORATE

M Laboratory Medicine

W Therapy Services

M Radiology, Medical Physics and
Clinical Engineering

M Pharmacy

M Outpatients and Patient
Administration

® Medical lllustration

The top reported incident types were (taken from incidents reported on Datix Cymru only):

Diagnostic testing — Lab Medicine 34
Blood / plasma products transfusion 17
Diagnostic testing - Radiology 14
Treatment or procedure issues 8
Slip, trip or fall

6
Communication issues 5
Healthcare record 4
Medication supply errors 4
Non-medical equipment 4
Contact with needles or medical sharps 3

The Lab Medicine diagnostic testing incidents include
- Delay in testing/processing
Demographic mismatch
Failure to follow protocol/SOP
Inappropriate request for test/treatment/procedure
-0 sincorrect result reported
Egboratory technical error/ mishandled samples
Mlésjbg/unavallable
Samplg,mix-up (found before result entry)
Specimen mislabelled or unlabelled
Test results / reports - failure / delay to interpret or act on
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12 of the 17 blood transfusion reported incidents on new Datix (and 63 on old Datix) involved the
failure of the clinical area to return blood transfusion documentation leading to traceability issues.
These have to followed up individually by the team in transfusion. Electronic tracking will help
alleviate this issue (see below).

Health and safety issues

Clinical Board Health and Safety meetings are held monthly. There is a Clinical Board Health and
Safety priority work plan in place which is used as a framework to drive improvement. The meeting
also receives feedback from workplace inspections.

There have been 4 RIDDOR reportable incidents in the period 1/4/2 to 31/3/22:
e Slip/trip (2)
e Manual handling (2)

No common themes were noted. All cases have been managed with the support of the Health and
Safety Unit.

The current training compliance for the Clinical Board is:

Training Compliance by Directorate

Manual Handling -E| Manual Handling - M?nual Handling - |Violence and Aggression|Violence and Aggression|Viclence and Aggression Fire Safety

Learning Objects - Classrcom | Patients - Classroom | Module A - E Learning | Module B - E Learning | - Module C - Classroom Training - E

Learning

001 Clinical Diagnostics and Therapeutics Management 100.00% _ 100.00% 0.00%
001 Laboratory Medicine 88.53% 19.86% 92.64% 83.80% 2.56% 80.74%
11001 Medical lllustration Directorate 90.00% 0.00% - 90.00% 72.00% 21.43% 93.33%
“§01 Outpatients & Patient Admin Services 87.86% _ 8.00% 86.89% 48.57% 54.85% <

001 Pharmacy & Medicines Management 86.50% 2.00% 0.00% 84.66% 56.60% 1.97% 59.51%

001 Radiology, Medical Physics & Clinical Engineering 90.64% X 5 92.20% 86.82% 10.98% 85.38%

001 Therapies 91.66% o “ 91.66% 77.17% 30.79% 74.38%
-y .

-

Concerns and compliments
The management of concerns continues to be a key priority for QSPE and continuing efforts have
been made towards timely response to patient concerns.

The number of concerns being raised in the period 1/4/21 to 31/3/22 was significantly higher at 315
(compared to 136 in the previous year last year).

Difficulties arranging and cancelling appointments continue to be the main theme of the concerns
received (particularly Radiology and physiotherapy). Some actions will be taken to try to address
this issue going forward; the concerns team will be issued with information to ensure that patients
have the right contact numbers, Radiology are looking at a contact point email and we are aware of
a number of telephone line issues that we are working through with telecoms teams.

31% Qj concerns were resolved by early resolution. 30 (9.5%) breached response times. Tracking of
concérﬁ&ls undertaken and every effort is made to ensure compliance with timescales for formal
responség,”@elays in response times were due to complexity of some of the concerns and multi-
d|SC|pI|naryé§Rj multi-clinical board input requirements.

‘5\7

In contrast, 86 compliments were received by the Clinical Board in the same period and it is pleasing
to note the positive reports received from patients.
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Service Developments, improvements, and innovation
The Clinical Board would like to use this opportunity to highlight the on-going developments across
the Clinical Board.

Laboratory Medicine
Electronic Test Requesting (ETR) and GP Test Requesting (GPTR) for Laboratory Medicine roll-out
is well underway.

Prior to standing up an ETR Programme (Nov 2020), the UHB was at around 25% uptake in
secondary care. 90% is the target ETR and GPTR for both to be achieved by the end of Dec 2022.

Monthly Overall Care ETR (2015 to Present)
In Scope Live Locations Only, Excluding Closed or PARIS Locations
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Weekly GPTR Usage (2021 to Present)
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Blood Transﬁgsmn

Errors in the bIood transfusion process (misidentification of a patient, their blood sample, or the
blood component intended for them) pose significant risks to patients and in cases where blood is
incompatible with a patient’s blood type, can result in severe, sometimes even fatal, adverse
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reactions. Patient identification, and the verification of samples and blood components from/intended
for the right patient, has traditionally used manual and written checks but Electronic Blood
Management Systems (EBMS) carries out some or all of these checks electronically instead, using
unique identifiers (such as barcodes). We are currently in the business case phase for an EBMS
which we are expected to complete this by the end of June/July so that it can be reviewed by Welsh
Government. We are on track to complete this and will await their funding decision.

Blood tube shortage, business continuity

The Clinical Board would like to acknowledge the significant contribution of Lab Medicine
colleagues, procurement, stores, the ADoTHS and clinical staff across the UHB in successfully
managing the blood tube shortage issue.

Cellular Pathology
Recent developments include
- PDL-1 up and running for upper Gl cancers
- Streamlining the biomarker testing of lung cancers

James Peaker was nominated and shortlisted for the Moondance cancer awards as a future leader,
for his work in getting PDL-1 testing up and running (first in Wales), achieved as the first consultant
biomedical scientist able to report Gl cases independently

AWGOG (All Wales Genetic Oncology Group) team were also nominated who have members from
Cell Path (and Genomics)

Point of Care Testing
Recent service developments include:
1. Implementation of POCT Covid devices across key acute areas. Particularly in ITUC, whereby
the Unit had to be closed/ moved 6 times due to an unforeseen Covid outbreak. This is
ongoing throughout the HB.

2. Service improvement for remote monitoring of specialised POCT Coagulation monitoring in
Delivery suite and Cardiac Theatre settings.

3. Collaboration with Dept. of Community Emergency Medicine (DCEM) for use of mobile POCT
devices in Pre-Hospitalisation patients.

4. Implementation of POCT CRP testing in Porthhceri Surgery as part of Barry Hub initiative for
Antimicrobial testing strategy.

5. Implementation of POCT diagnostic testing for Diabetes Resource Centre at UHL.

6. Created income generation opportunity with diagnostic company /nvitron for R&D evaluation
of a POCT device for use in Heart Failure patients in Pre-Hospital setting. Collaboration with
Consultant Cardiologist and DCEM leads to develop new pathway as part of pilot.

70§Qommercial opportunity for POCT Dept. hosting an R&D project for evaluation of a mobile
Jﬁéqgheld POCT device for POCT FBC (full blood count), set-up as a collaboration with
DC?’%OM Velindre Oncology lead and POCT.
Q.

.\5\?
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Clinical Engineering

There is a huge volume of medical equipment across C&V UHB that is under the control of Clinical
Engineering. Keeping track of this equipment is extremely difficult as much of it is mobile and readily
moved between wards. Clinical Engineering have been developing RFID tracking to address this
issue.

02, Makes a request B ] 2
03. Shows
item’s location
01. Doctor needs an item /

»

Q

Item 4

Room 39,
e

The benefits of this project include

- Decrease in waiting times for equipment

- Reduces delays in delivery of essential vaso-active medication
- Improved governance

- Infection control

- Patient dignity

- Cost savings of ‘lost’ equipment.

A trial on floor 3, with Clinical Engineering, Theatres and ITU is planned. The hardware has arrived,
site visits with IT and Estates have been done, we are working with SoftPro (Medusa supplier) to
prototype our asset labelling process so it will conform to GS1 standards while still meeting
stakeholders needs, and currently waiting on IT to provide a server for the software application (X-
Track).

Clinical Engineering have been leading the way with a number of improvement projects. Two
members of our team are currently on the 1&l improvement course and are helping to implement
some service improvement projects. For example, reorganising the workshop to improve flow of
equipment; improving the spares ordering process to reduce delays and eliminate errors; and red
tagging infrequently used equipment to help decide what can be disposed of.

Welsh Intensive Care Information System (WICIS); we have worked with Freeway Medical to design
an e@iﬁlgsure for the Lantronix boxes (interfaces for connecting medical devices in ITU to the Ascom
systen%ig{gis will enable easy mounting of the box to the wall or pendant, and provide low cost
replaceatﬁe‘zﬁgtwork ports that, when the inevitable damage occurs, will prevent the HB having to
purchase a \’/ﬂage new box.

Sustainability: Clinical Engineering have been working with a multidisciplinary team from Pharmacy,
Anaesthetics, Estates, Obstetrics and Theatres to reduce or eliminate N20 and Entonox (50% N20
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and O2) use. N20 is a greenhouse gas 300 times more potent than CO2. The team has made good
progress in eliminating some of the manifolds and Clinical Engineering have developed a novel plan
using Entonox scavenging units (originally acquired to reduce waste exhaled Entonox in Obstetrics)
to safely dispose of residual gas in these manifold cylinders before returning them to BOC (who at
present can only empty to atmosphere).

Medical Physics

The improvement hub has been developed in MP/CE after the Spread & Scale training they
attended which will provide access to ideas, expertise, materials and opportunity for learning
throughout Medical Physics. The team have developed process maps, challenged each process to
remove waste and worked with teams via Kaizen events to remove bottle necks and improve the
flow of processes.

For DXA this included a patient survey which they will review before and after improvements have
been made. The DXA waiting list was reduced to zero in January 2022 and has been maintained at
that through the year.

There will also be encouragement to gain access to improvement training as well as building links
with the improvement and innovation team. There are also plans for further improvement projects in
Medical Physics as and when we notify opportunity.

We will be shortly launching the annual engagement survey in MPCE. Cedar has been doing the
evaluation of the Adferiad programme for Wales (see below).

Radiology

The Radiographer Led Discharge (RLD) pathway is designed to increase patient throughput and
satisfaction whilst reducing waiting times, image interpretation errors and recall rates. Under an RLD
pathway, Reporting Radiographers provide a ‘Hot Reporting’ service to the EU, Monday — Friday
08:30 — 17:00, providing the required formal report for musculoskeletal plain film radiographs. The
RLD pathway these staff confer imaging results to patients, imparting injury management advise and
completing patient discharge procedures directly from Radiology.

This means a cohort of patients are not required to return to the EU for treatment post x-ray findings
reducing the patient traffic in this area and waiting times for patients. This has been utilised beyond
these hours at times of predicted high demand/ pressures.

All Wales Toxicology and Therapeutics Centre
AWTTC has developed the SPIRA dashboard to monitor the use of inhalers and their carbon impact.

AWTTC is holding a Best Practice Day in July to highlight the environmental impact of medicines
and showcase projects to reduce carbon footprint of medicines used in Wales.

We asg also committed to improving pharmacovigilance and will be developing a video (awaiting
procﬁ@?qgent approval) to encourage reporting of adverse drug reactions using the Yellow Card

scheme: 0% s
Z

\7\9 %

%,

.\5\?

Pharmacy
Positive feedback has been received regarding our ward-based Pharmacy technicians
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‘They do make a big difference when helping qualified nurses on a busy morning. Like | have
mentioned, there are number of occasions where a patient is poorly and nurses need to tend to
them, having pharmacy support with medication rounds makes it a lot easier to manage other
patients' medication. Their knowledge on medication is also something that is very useful specially to
nurses who are not familiar with some. Also, nurses find it more convenient to order medication that
are needed and TTH's are checked accordingly. It is indeed a great help not just for nurses but for
patients as well’

Covid Antivirals - we have deployed 939 patient treatment course of Paxlovid and 647 treatment
courses of Molnupiravir and have referred patients for 1496 doses of infusion at their local health
board units since December 16th 2021.

Covid vaccine allergy service - we have advised on the safe administration of COVID-19 vaccines to
individuals with allergies, 1324 times in the last 12 months, these individuals might otherwise not
have been able to be vaccinated. We have set up new pages on our website to inform patients and
health care professionals of antivirals and who is eligible.

Extravasation — Pharmacy have developed new materials. One is to pre-warn patients of the risk of
extravasation if they are to receive vesicant drugs. This was developed in response to numerous
reports of extravasation reactions in a bid to try to get patients to report early and know what to look
out for. The other is kept in extravasation kits to supply to patients if they actually have an
extravasation.

Pharmacy have been actively, and successfully involved in Project Search. This will be featured on
an ITV news piece shortly.

YOUTH TEAM:
PROJECT SEARCH

Project SEARCH is supporting young people aged 17-19 years old with
additional learning needs.

The project is based at University
Hospital Wales (Heath) where
young people complete supported
work placements whilst learning
about the world of work and gaining
work specific qualifications.

Jaydon started with Project SEARCH
in September 2021 and began his
work placement in the Pharmacy
Department in January 2022

The Pharmacy department is an
integral and very busy part of the
hospital supply chain, which receives,
stores, and distributes all of the
medicines and supplementary items
used throughout the entire hospital
estate

Jaydon was a little reluctant to
engage with the classroom-based
activities initially but was keen to get
out and do practical tasks within a
workplace environment

Jaydon immediately displayed a
very enthusiastic approach to the
placement; he was keen to learn every
job available and to become productive
as soon as possible. Jaydon's holistic
development has also been clear to
see. Jaydon really flourished, become
more confident, and built good
professional relationship with all his
colleagues.

Jaydon exceeded all expectations and
quickly became looksd upon as an
extra member of the team.

A position was advertised in the team
and Jaydon has now gone through the
application process and has secured a
paid position.

‘It has been a real pleasure to
be involved with Project Search
and the team. The help that the
inferns have given in processing
the returned medication has
been invaluable. | would
recommend anyone fo sign

up for the project and become
involved.”

Ruth Holland, Senior
Pharmacy Technician -
CAVUHB

Therapies
Covid Recovery schemes in Therapies include
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- To develop an enhanced therapy service to the unscheduled care pathway on A1 & A1link
(OPSSU)

- To develop an enhanced therapy service to frailty trauma pathway

- To enable the reintroduction elective surgery for urgent patients in a protective environment (
green)

The benefits from these schemes have been identified as:

- Reduce LOS by facilitating timely discharge

- Reduce readmissions

- Provide access to Therapies 7 days a week

- Improve Clinical Outcomes and patient experience

- Creating a robust MDT by making clear patient plans

- Reducing risk of harm/ deconditioning

- Improve compliance #NOF pathway /Hip fracture standards
Keeping Me Well Website
The Keeping Me Well website is a Cardiff and Vale UHB website for therapies. The website provides
useful information and resources that support the therapy services available in CaV, directs people
to the right services, and supports people with self-care (e.g. provides information about techniques
to pace activity during recovery, techniques to improve fitness etc.)

Initially the website was designed to support service users from the 4 patient groups identified by the
Welsh government who have been impacted by COVID. The Website has now expanded to
incorporate many more services who have uploaded content to support their service users and help
promote self-care and self-management. The site aims to provide a holistic view to condition
management and signposts to relevant 3 sector and community services.

Long COVID Rehabilitation Team

This is an interdisciplinary therapy team supporting and enabling individuals to live well and manage
the long-term effects of Long COVID. The team deliver psychological informed rehabilitation and
individualised recovery plans by utilising existing rehabilitation resources, and brief COVID rehab
team interventions through the delivery of a set of group-based interventions.

The team provides education and supportive self-management strategies encompassing fatigue
management, breathing advice, cognition and psychological support, taste and smell retraining, pain
management, bladder control, vocational advice, and nutritional support. In addition, the service
provides brief 1-1 support and interventions from Clinical Psychology, Occupational Therapy,
Physiotherapy, Speech and Language Therapy and Dietetics as clinical indicated.

Cedar, an evaluation centre based within Cardiff and Vale University Health Board, has been
carrying out an SROI (Social Return on Investment) for the Long COVID Service. We have worked
with Gedar giving access to our available data and stakeholders. Cedar’s work is a component of
our vﬁéfy@g Benefit and Outcome measures assessment.

Through feedback from surveys and interviews, the key themes for the outcomes are as follows: the feeling of being listened to,
understood and believed, and meeting (virtually) other people who were going through the same experiences. In addition, people
' yymentioned the understanding that they had to pace themselves and not try to “push through”, and how information such as an
occupational therapist’s plan for return to work could help them not only in a gradual return to work, but to feel they had something to
explain to colleagues or family how gradual this had to be. In contrast changes in health was not mentioned as often in surveys or
interviews, although for some individuals there were specific interventions that were very important in changing their health
outcomes.

The interim calculation of SROIl is 1.26:1, or for every £1 invested in the service there is a social return of £1.26. It is possible that this

will increase if additional information is gained from family members or secondary care teams. It is also possible that some outcomes
are undervalued in terms of the importance placed on them by stakeholders, and the SROI may increase when these are verified. 29
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Physiotherapy
Development of virtual consultations and delivery of class interventions for physiotherapy outpatients
(Additional resource — IT equipment only)
This included:
- Hybrid face to face/virtual model - Stay steady virtual clinics to support potential fallers in the
community delivered by shielding staff & expansion into Vale of Glamorgan

- Virtual consultations in ECAS.

- Virtual delivery of Living Well with a Neurological Condition programmes.

- ESCAPE pain for hip and knees provided online via Zoom (1hour x2 Weekly for 6/52)
- ESCAPE backs Provided Via Zoom (1hour x2 Weekly for 6/52)

- Foodwise for life with activity advice (1hour x1 a week 8/52 programme)

- Low impact chair-based exercise programme - Community Neuro (45mins x1 a week up to
12/52)

- Upper limb Activity programme - Community Neuro (1hour x1 a week 6/52)

- Tai Chi online (1hour x1 a week 6/52)

- 1:1 virtual Physio if requested in CNRS / ESD (Stroke)

- Virtual delivery of BMT Out-patient appointments and routine follow-up appointments

- Virtual delivery of all MSK outpatient services across the pathway including FCP, CMATS and
core delivery one to one appointments and group intervention

- Hybrid face to face/virtual model consultations/classes within Breast Cancer service

- Hybrid face to face/virtual model Prepare Well - Pre / post admission virtual/face to face
consultation/classes to enhance the orthopaedic pathway (covid recovery funded)

- Hybrid model Cystic Fibrosis virtual/face to face consultations, virtual leisure centre (on
demand and live exercise sessions) & gene modifying drugs have also changed the
landscape of CF care.

All services are now offering face to face interventions but are utilising the learning from the virtual
consultations to further develop blended models of care.

Other Virtual Developments include
- Pelvic Health — Developed a virtual class for Pregnancy related Pelvic pain (Within existing
resources)

- Development of nudging material/ resources for MSK surgical pathway (within existing
Oéi&%sources)

O
- \f’@j@% student training for neuro placements
X2
- Virtuanyfork experience package for observation.
'
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- Renal Transplant- “Balance” Prehabilitation programme was redesigned and now offers a
blended model of care. Patients preparing for renal transplant will be offered either face to
face classes or a virtual programme to improve fitness and nutritional levels prior to surgery.

Other developments have included
- Development of MTC and NeuroRehab AHP lead role to look at rehabilitation across both
services trying to breakdown silos working and roles
- Expansion of the Rheumatology service to 2.0WTE (WHSSC) roles - particularly trying to look
at chronic pain services
- Development from existing resources of orthopaedic clinics within special schools to manage
the coordinated care of children with complex Neuro-disability.

Dietetics
Service development/improvement/innovation projects in Dietetics include:

- Vascular service — first dietetic funding for vascular services in Wales, able to work with
podiatry in limb salvage clinics as part of Prehabilitation,

- Oncology service developments — Acute Oncology Service which is a full MDT team and
Cancer Prehabilitation. Prehab service analysis so far showing Clinical improvements in time
to treat since service began.

- Gynae ovarian cancer research project in Prehabilitation — Multicentre trial across 3 centres in
Wales has a dietitian involved

- Dietetic support workers (DSW) in Lakeside Wing funded substantively 14.5wte working 7
days a week 12 hour shifts and in the Emergency Unit 2 dietetic assistants working 7 days a
week 12 hours per day funded till July. DSW well received and positively evaluated by staff
and patients in EU. SBAR written as part of the Environmental Action Plan in EU for
substantive funding. Dietetic support workers also implemented in Glan Ely (TCU 1 and 2)
and frail trauma

- Moving towards digitisation of Outpatient clinics at UHW — ongoing.

- Renal BALANCE MDT therapy programme well established with good results. Data
presented to WCN Renal network. Value based bid submitted by Welsh Renal Clinical
Network for an All Wales Prehabilitation programme for patients with Chronic Kidney
disease which includes dietetic support.

- WHSSC funded Ketogenic diet service to be part of the offering to manage children with
Epilepsy established. Service was originally delivered by Bristol and repatriated last year to
Children’s Hospital for Wales

- Mental Health Eating disorders Consultant Dietitian recruited (a first in Wales)
- Addltlonal dietetics for EDSOTT SHED and CAHMS in eating disorders

G&HSOP transformation for a Band 7 linking with Community mental health teams
eo,

- ttﬁa! waking pilot on E12 which supports patients with dementia waking up when then are
ready%nd being able to access food and nutrition outside the set mealtimes. This has been

put forwavrd for more transformation funding and expansion.
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- Symbiotix tablet for digital ordering of patient menus has been extended to the Children’s
hospital and other areas in UHW as well as UHL

Following the launch of the Welsh Government Healthy Weight Healthy Wales Strategy, Dietetics
has led the development of the health board weight management pathway with a focus on
implementing services for children, a previous service gap.

The team recognised a gap in the provision of holistic and compassionate lifestyle programmes for
the children of Cardiff and Vale. Our response to this, was to prioritise the set-up of a Children and
Young people’s weight management service.

Nutritioh for Your [ittle Onhe
Maeth i’ch un bach

NYLO (Nutrition for your Little One) is a new free 6- week programme for families with children aged
5 and under living in Cardiff and the Vale of Glamorgan. The programme has been developed by
Cardiff and Vale UHB Public Health Dietitians, with the aim to support families to feel more confident
to provide a healthy, balanced diet at home and help children to be a healthy weight.

Active Families, Active Lives

Teuluoedd Gweithredol, Bywydau Heini

AFAL is a new service, and one of only two services existing for Children and young people living
with Overweight and Obesity in Wales.

At the peer review session with Welsh Government the Health Board were complimented on its
progress.
Cardiff and Vale have clearly shown great progress, they have established and functioning level 3
services, growing levels of level 2 provision and a clear plan in place which will lead to positive
change.
A comprehensive response from the Health Board with a, well thought out forward plan which
addressed ongoing demand and capacity.
The I;[ea/th Board should be proud of their progress to date, it is evident that progress in Children
and %/érg/lles as well as adult services has been made across the levels of the pathway

eo 25,
The team als/’e);lmplemented a dietetic service to support pregnant women above a healthy weight.

\5\

Dietetics have geen very active in promoting and publishing their work:

18/21 32/234



- Poster on Developing a dietetic service for patients undergoing CAR-based cellular therapy;
evaluated with patient reported experience and outcome measures. accepted at international
conference

- Abstract titled ‘Critical care dietetic outcomes during the first wave of COVID-19 pandemic’
submitted and accepted by the British Association for Parenteral and Enteral Nutrition (BAPEN)
December 2021. Subsequently, published in the Clinical Nutrition ESPEN journal March 2022.

- Abstract titled ‘Critical care dietetic outcomes during the first wave of the COVID-19 pandemic’
submitted and accepted by the Intensive Care Society (ICS) for ePoster display and
presentation at State of the Art 2021 (December 2021). Awaiting abstract publication in the
Journal of the Intensive Care Society.

- Abstract titled ‘Introduction of a multidisciplinary rehabilitation assistant in to an intensive care
setting’ submitted and accepted by the Intensive Care Society (ICS) for face to face poster
display and presentation at State of the Art 2021 June 2022.

- Abstract titled ‘Critical care dietetic outcomes during the first wave of COVID-19 pandemic’
submitted to the PENG awards — abstract won a PENG award April 2021 and subsequently
presentation and Q&A session completed virtually.

- Following abstract submission and acceptance, due to present an MDT poster at ICS State of
Art 2022 ‘A novel approach to an evolving cohort of critical care patients’

We are pleased to note the receipt of the Dame Barbara Clayton Award from the British Dietetic
Association for work on Evaluating the Feasibility of Bioelectrical Impedance Analysis in Assessing
the Nutritional Status of Patients Admitted to General Medical, Model Ward for Nutrition and
Hydration Practises

David Proud presented in 45th European Cystic Fibrosis Conference, Rotterdam, the Netherlands 8
- 11 June 2022 — Poster Presentation “Seeing a trend” - increasing vitamin A levels on
elexacaftor/tezacaftor/ivacaftor therapy

Occupational Therapy

The Occupational Therapy service are providing training to 19 senior staff to implement the
Cognitive Disability Model (CDM) in the service. The training is taking place over 15 weeks providing
12 sessions.

The CDM is used by occupational therapists that support adult, adolescent and older adult
populations where cognitive impairment has functional implications. The central construct used in
the CDM considers both functional performance and global cognitive processing skills such as
attention, working memory, processing, organisation, and problem solving. Levels of ability and
limitations are identified while the person’s capacity to perform routine tasks and adapt to novel
situations are recognised.

o Reduce falls and re-hospitalisation
9, .

0%%0 o Improve functional outcomes
EACR

0\2% Decrease secondary conditions such as contractures, pressure sores, depression, and

s Zyeight loss

o OOPQxyevent and manage challenging behaviors

o Prevent or delay institutionalization

o Improve safety and predict performance in a variety of activities including driving,
medication management and ability to live alone and work in the community

19/21
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o Reduce caregiver burden and staff turnover
o Improve engagement in daily meaningful activities and routines

In MHSOP, the occupational therapy team have redeveloped the garden to provide an occupational
focus and sensory focus to aid the recovery and wellbeing of patients and staff. This has been
generously supported by the Health Charity, and the Mental Health Directorate. There is an opening
of the garden on 19/06/2022.

Nick Gape Band 7 Occupational Therapist and Hand therapist has just returned from the IFSSH /
IFSHT congress (International Federation of Hand Surgeons and International Federation of Hand
Therapists) where he presented 2 papers, one of which was put forward as one of the top papers of
the congress. There were a number of positive tweets resulting from the congress.

He also has contributed a chapter to the most recent edition of a hand surgery hand book which was
publicised at congress and many attendees showed interest in a splint that Nick has devised and
developed

Specialist rehab therapies have been entered for CAV Staff Recognition Awards which are due to be
held soon. OT we have nominated four of the therapies support staff to attend. All made a significant
contribution to relocation supporting neuro and spinal teams and the wider MDT.

An Occupational Therapist is a finalist in the CAV Staff Recognition Awards for championing the
Welsh Language.

Overall, it has been an exciting and busy year for CD&T — it is fantastic to be moving on from the
Covid response and looking to the future delivery of all our services.

Recommendation: \

The Board / Committee are requested to:
e NOTE the progress made by the Clinical Board to date and its planned actions
e APPROVE the approach taken by the Clinical Board

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

1. Reduce health inequalities X 6. Have a planned care system where X

demand and capacity are in balance

2. Deliver outcomes that matter to X 7. Be a great place to work and learn X
people

3. Atgtake responsibility for improving | X 8. Work better together with partners to
Mealth and wellbeing deliver care and support across care X

V’oé A sectors, making best use of our people
~eh, and technology

4. Offer ser@fges that deliver the X 9. Reduce harm, waste and variation
population Realth our citizens are sustainably making best use of the X
entitled to expect resources available to us
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5. Have an unplanned (emergency) 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an
care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: Yes/No

N/A

Safety: Yes/No

N/A

Financial: Yes/No

N/A

Workforce: Yes/No

N/A

Legal: Yes/No

N/A

Reputational: Yes/No
N/A

Socio Economic: Yes/No
N/A

Equality and Health: Yes/No
N/A

Decarbonisation: Yes/No
N/A

Approval/Scrutiny Route:

Committee/Group/Exec | Date:
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Status ) . | Assurance Approval Information X
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Jason Roberts, Interim Executive Nurse Director
Lead Executive
Report Author Clare Wade, Director of Nursing, Surgery Clinical Board
Title):

Main Report

Background and current situation:
The purpose of this report is to provide an updated assurance report to Quality, Safety and Patient
Experience Committee on the goal of reducing heath care acquired pressure damage within the
Health Board

The Director of Nursing for Surgery Clinical Board is the Professional lead on this piece of work for
the UHB that looks at reducing the occurrence of healthcare acquired pressure damage within
Cardiff and Vale UHB.

To ensure that there is a Multidisciplinary approach to this scheme of work a Collaborative was
formed in May 2021. The goal of the Collaborative is:

e reduce the incidence of healthcare acquired pressure damage with the Health Board by 25% by
July 2022

e speed up adoption of innovation into practice to improve clinical outcomes and patient
experience

The Collaborative has secured input from the Patient Safety Team, Improvement and Organisational
Learning Team, Learning Education and Development, Nursing Informatics and various experts
within the Health Board to help progress existing work and help identification and to support learning
and improvement. The Collaborative will help focus and drive forward improvements in care. Every
team member of the collaborative is invested in solving the problems face and developing innovative
solutions. We have created a collaborative to structure a system to support our leadership
methodology and continually communicated our vision and our plans.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

Pressure ulcers are painful and debilitating and, if left untreated, can lead to serious harm and death
(National Patient Safety Agency, (NPSA) 2010; Whitlock et al, 2011). Every year up to 20% of
patients in acute care in England and Wales are affected by pressure ulcers.

The costs of treating a pressure ulcer are estimated to range from £43 to £374 daily with hospital-
acquired pressure ulcers increasing the length of stay by an average of five to eight days per
pressure ulcer (Bennett, Dealey and Posnett, 2012). In Wales pressure ulcers affected 8.9% of all in
hospital patients (Clark, Semple, Irvins et al, 2017).

Extensive work through previous All Wales initiatives such as 1000 Lives Plus and Fundamentals of
Care has helped raise the profile of pressure damage and driven the development of rigorous and
prac?é%ways of recording and preventing pressure ulcer incidents. Initiatives such as SKIN bundles
were irﬁ@gyced in Wales in 2009 through Transforming Care and aimed to improve patient care by
reducing Et&%sure ulcers. However, when pressure damage unfortunately occurs, the learning from
such an inciﬁé’nt must be effective if the risk to further patients suffering the same harm is to be

reduced. R
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The below graph shows the decrease in the number of WG reportable pressure damage over the
last 3 years.

Between April 2019 and March 2020, the UHB reported 49 Serious Incidents to Welsh Government
in relation to Health Care Acquired Grade lll, Grade IV or unstageable pressure damage. Between
April 2020 and March 2021, the UHB reported 6 Serious Incidents to Welsh Government in relation
to Health Care Acquired Grade lll, Grade IV or unstageable pressure damage. However, it should be
noted that the Sl reporting process for Heath Acquired Pressure Damage ceased during the height
of the COVID pandemic. The Health Board has still captured this data however and carried out
appropriate investigations to ascertain learning and improvement during this period.

Incidents by Date Reported (Year) and SI_DU/WG
Report Type
300
250 -
200 m Potential S| - Declined to Report
COVID 19
Potential Sl - Declined to Report
150
m Potential S
100 m Nationally Reportable Incident (SI)
50
B 5
0
2018 2019 2020 2021

The below graph shows the number and categories of pressure damage (heath care and non-health)
care acquired) reported by the Heath Board since 2018. The highest reported category of pressure
damage for all years is Grade 2 which makes up 49% of the incidents reported. The Health Board
has seen an increase year on year since 2018 in the number of reported pressure damage incidents
so despite the wide-ranging work that had been carried out by the previous UHB Task and Finish
Group this had not impacted on the number of pressure ulcer reported across the Health Board. It
should be notes however that this data also includes reported moisture lesions which was only
captured from 2019 onwards which affects the overall numbers. The Collaborative has commitment
to reduce health acquired pressure ulcers for our patients both in hospital and in the community
however there are currently some challenges in pulling out the data separating heath care acquired
and non-healthcare acquired damage.
%,
%
@03

.\5\7
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Incident Date
Pressure damage classification 2018 2019 2020 2021 Total
Category 1: Non-Blanchable redness of intact skin 289 | 10.46% | 332 | 10.62% | 287 | 8.2%% | 302 | 7.93% 1210
Category 2: Partial thickness skin loss or blister 1665 | 60.24% | 1850 | 59.18% | 1784 | 51.53% | 1884 | 49.49% | 7183
Category 3: Full thickness skin loss (fat visible) 374 | 13.53% | 375 | 12.00% | 342 | 9.88% | 330 | B8.67% 1421
Category 4: Full thickness skin loss (muscle/bone visible) 32 1.16% 36 1.15% 29 0.84% 39 1.02% 136
Suspected Deep Tissue Injury (SDTI)-depth unknown 173 | 6.26% | 296 | 5.47% | 436 | 12.55% | 515 | 13.53% | 1420
Unstageable 231 8.36% 227 7.26% 286 8.26% 363 5.54% 1107
Moisture Lesion(s) [Category only available on Datix from 2020] 0 0.00% 10 032% | 2598 | B.61% | 374 | S8.82% 682
Total 2764 3126 3462 3807 13159

Pressure damage incidents by incidentdate and category
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It is also challenging, based on the e-Datix reporting system used within the Health Board, to stop
duplication of pressure damage being reported as patients travel across or access our health care
system at different points. As Cardiff and Vale proactively encourages the reporting of incidents and
pressure damage it is likely that there is much duplication of pressure incidents in the current e-datix
system

Data per 1000 Bed days as per May 27t 2022
As previously discussed the goal of the pressure damage collaborative was to reduce the incidence
of healthcare acquired pressure damage with the Health Board by 25% by July 2022.The current
data available to the pressure damage collaborative which can now for the first time can be
presented per 1000 beds days shows that the pressure damage per 1000 bed days has reduced
frorrbgsé1 in May 2021 to 2.61 in March 2022 for inpatient areas which is a reduction of 24%, which
ata \fe’gﬁg@?igh simplistic level would indicate that the reduction goal has already been met.

0?"0;?
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However, it must be noted that although there is an overall reduction in reported hospital acquired
pressure damage from inpatient areas until March 2022 the initial data which has not yet been
verified for April 2022 does show an increase back to 3.95. This data has yet to be cleaned and
many have not yet been through the Health Board pressure damage investigation process so is not
yet reliable or ready to be shared.

There is a thought amongst the pressure damage collaborative that this potential increase in
pressure damage in April 2022 which is not included in the above graphs may be a result of long
waits for ambulance reviews in the community and the long waits in EU for patients with “decision to
admit” for an inpatient bed. It is hoped that in the future the data could be triangulated with the
amount of time that a patient has waited in EU or for an ambulance.

The collaborative are in the process of developing a QI dashboard for pressure damage which will
triangulate data from both e-Datix and our business intelligence system (BIS) to provide a more
robust streamlined reliable data set and measurement. The 8 metrics will be

Total number or pts with pressure damage
Breakdown of stage (moisture lesion, 1,2,3,4 etc)
Pressure damage that occurred in our care — Acute
Pressure damage that occurred in our care - Community
Percentage of patients whose pressure damage deteriorates
(; .pressure damage is reported comes in on admission to organisation vs what develops in a
clinicat area
Length*’oﬁi;me taken for pressure damage to develop
e Number 'cﬁ?gyays pressure damage free per clinical area
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Recommendation: \

The Board / Committee are requested to:

The Quality, Safety and Experience Committee is asked to NOTE the contents of this report and the
actions being taken forward to address areas for improvement.

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

1. Reduce health inequalities 6. Have a planned care system where
demand and capacity are in balance
2. Deliver outcomes that matter to X 7. Be a great place to work and learn
people
3. All take responsibility for improving | X 8. Work better together with partners to
our health and wellbeing deliver care and support across care

sectors, making best use of our people
and technology

4. Offer services that deliver the X 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the
entitled to expect resources available to us

5. Have an unplanned (emergency) 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an X

care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Prevention I. Integration . Collaboration .

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: Yes/No

The Pressure Damage Collaborative since its formation in May 21 has progressed with a robust
work plan. This work has led to the development of 7 subgroups lead by experienced clinical leads
from the Health Board under the following headings

Information and Data

Education and training

Incident Management and Sl process
Heel offloading.

Pressure redistribution work stream
Documentation

Tendable roll out

The key actions taken by the colloborative so far since July 2021 are listed below:

e Bariatric cushion procurement completed

e Duo 2 replacments have been evaluted ( Aria Pro) and are currently progressing though a
Fg@curent process

. Scfvﬁﬁny Panel commenced in Medicine Clinical Board

o Path 2 to redress and litigation already in place. Flow chart for pressure damage redress to be
agree b@t&veen Clinical Boards and Concerns Team

e A snapshdtgaudlt tool has been devised to examine trends and themes of reported incidence of
heel pressure ulcers within the UHB in 2021. This tool is currently being piloted in Podiatry prior
to review and commencement of the audit.

e Agreed use UHB wide of AsskinG — updated standardised skin bundle
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e Tendable is now rolled out to all ward across Health Board

Draft QI dashboard created and shared with collaborative, detailing a range of possible metrics
available

Launch of pressure damage Collaborative Twitter page @CV_UHBPressure

Development of Skin Safety Card and Pressure Ulcer Quick Reference guide

Restart of Pressure Ulcer and Prevention Virtual Study Sessions

Updated Stop the Pressure film for both Staff and Patients - https://youtu.be/Bv7wRrGOMS5I

Risks to the Collaboratives Goal

e We cannot deliver this goal in isolation of other important work that is already being undertaken
across the organisation. The current overwhemling and unprecidented pressures on inpatient
occupance and our workforce requirement in the Health Board may impact on the ability to
consistantly deliver the reduction goal of 25% by July 2022

e As our goal is ambitious and needs to be achieved while recognising the work that is required to
deliver the reduction of ‘four harms approach’ to our Covid-19 recovery plans

e There has been some short-term limitation with the delay in the roll out of the new “Once for
Wales” reporting system

e The slow roll out of the All Wales E-documentation programme may cause duplication of work
and effort

Please Note - This paper focuses on pressure damage data for inpatient areas only, additional work
is required on how data is presented on healthcare acquired pressure damage in community
settings.

Safety: Yes/No

Financial: Yes/No

Workforce: Yes/No

Legal: Yes/No

Reputational: Yes/No

Socio Economic: Yes/No

Equality and Health: Yes/No

Decarbonisation: Yes/No

Approval/Scrutiny Route:
Committee/Group/Exec | Date:
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Learning from Mortality Reviews LYSCERICI I 2.3
Report Title no.

Quality, Safety and  [IZTCICHNMEN < [
Meeting: Experience . ; 9 15 June 2022
: Private DEI(H
Committee -
Status -
Assurance Yl Approval Information
I I EENIEL Executive Medical Director

Report Author Head of Quality and Safety Improvement/Associate Medical Director
Title):
Main Report

Background and current situation:

Executive Summary

The reported increase in Risk Adjusted Mortality Index (RAMI) is a concern and whilst there are
recognised limitations in the recording, coding and interpretation of this measure the increasing trend
requires urgent review.

This paper aims to provide evidence of the past and current position on learning from deaths.
Background

The Harold Shipman and the Francis report were the initial levers for the urgent need to learn from
deaths. This was followed by several other key reports which uncovered an unprecedented number
of untimely deaths from systemic failures.

A Wales-wide approach to undertaking mortality reviews has been developing for some years and is
overseen by a Wales-wide mortality group. This group subsequently took on the development and
implementation of the Medical Examiner Service (MES).

A mortality review framework has been developed with support from the Delivery Unit to enable
health care organisations to learn from mortality reviews and share this learning locally and across
Wales in order to improve quality and safety of care and treatment of patients. It is also aligned to
the principles of Putting Things Right (PTR) which is an integrated process for the raising,
investigation and learning from concerns.

Prior to the Medical Examiner Service most patients who died in hospital had a ‘Stage 1’ mortality
review at the time of death certification. 30-40% of these triggered a more in-depth stage 2 review.
The sensitivity and specificity of the triggers were poor as was the governance around this process.

With the establishment of the UHB Mortality Review Group (MRG) in May 2020 and the steady
implementation of the Medical Examiner Service the mortality review process is evolving in line with
the framework and becoming more robust.

The MRG is chaired by the Associate Medical Director for Patient Safety and Governance and
reports to the Executive Medical Director and the Clinical Safety Group (being established). The
group h?},,}representatives from all Clinical Boards and is attended by the Chief Medical Examiner for
Wales. =

%)

S,

Structures and’processes are in place to receive and review letters from the ME and agree
subsequent propf)o;tionate actions. The ME sends a letter to the UHB on 20-25% of referrals they
receive which highlight possible concerns. These are scrutinized and about half of these are sent to

the designated clinical board lead (usually the Q&S lead) who oversees an in-depth stage 2 review.
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Once the stage 2 review is undertaken, it is then to be presented in the departmental Mortality and
Morbidity meeting. Themes and trends emerging from the stage 2 process are to be analysed by

the respective CB and presented to, firstly at the QSE meeting and shared with the Patient Safety
Team who collate the learning across the UHB and present it at the MRG.

Mortality Data

There are several sources of mortality data which should be analysed together to provide an
accurate perspective on the quality of care. Crude mortality (the number of people who die),
condition specific mortality (stroke, heart attacks, fractured neck of femur), risk adjusted mortality
index (RAMI) and case note reviews all contribute to the assurance.

In 2014 the Welsh Government asked Professor Stephen Palmer to review the mortality ratios and
associated processes. He concluded that mortality ratios including RAMI should not be seen as
indicators of care. He concluded that case note reviews were the best way to identify avoidable
deaths. Expansion of the Medical Examiner Service will fulfil this for all people who die in Wales.

Darzi et al also concluded that mortality ratios are not a validated tool to measure the quality of care
and that healthcare organisations should be concentrating on condition specific mortality ratios as
the outcomes are well defined.

Chart 1 below shows the number of people who died each month in our hospitals from January 2017
— January 2022 which clearly indicates the impact of COVID-19 from March 2020 and peaking in
January 2021.

Crude Mortality Rates

% UHE Rolling Rate
== UHL Ralling Rate

= UHW Rolling Rate
%

%
1%
1%

o%

0%
pr

b Bizy il Gep Mo pn Mw Moy bl Sap R bn b Ray e R B Wb Ry il Sag Hov B R by il Sea W fn
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Chart 1 — Crude Hospital Mortality (% of people who die each month)
Condition Specific Mortality
The chart below shows the % of people who died in hospital following a stroke, heart attack and hip

fracture. Stroke and heart attack are stable. % of hip fracture deaths steadily decreased to July 2019
and rose again to July2020 from where is has plateaued at about 4% compared to 7-8% in 2017.
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Condition Specific Mortality Rates
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Covid-19

The definition of a Healthcare Associated COVID-19 infection has been agreed by the 4-Nations
HCAI Surveillance group. Welsh Government issued guidance on the 61" of November stating that
all Patients who meet the criteria for the ‘Probable’ and ‘Definite’ category are deemed to be a
nosocomial infection which require a review into their care.

Patients who meet the ‘Probable’ and ‘Definite’ criteria have been further broken down into ‘tiers’ for
investigation:

Tier One
e Any patient who has died with COVID-19 on Part 1 of their Death Certificate and Outbreak
has been identified
e Any patient who has died with COVID-19 on Part 1 of their Death Certificate
¢ Any patient who has been referred to the Coroner
e Any patient where a Concern has been raised

Tier Two
e Any patient who has died with COVID-19 on Part 2 of their Death Certificate
¢ Any patient who required escalation of treatment to Critical Care (to include those patients
who required Non-invasive ventilation - NIV in a High Care Respiratory setting)

Tier Three
e Any patient who is in the ‘Probable’ and ‘Definite’ category but not covered by definitions in
Tier One or Two

Due to the number of Patients who fit within these categories a systemic tiered approach has been
adopted by the COVID-19 Investigation Team / Patient Safety Team. Since September 2021, all
COVID deaths, irrespective of whether it was community acquired, have also been reviewed by the
Medical Examiner to provide independent scrutiny

Some themes have emerged from the COVID-19 death reviews:

o ﬁ%ft”f@nts transferred from other health boards did not either have an admission swab or
app/f@bj;late testing in the first admitting unit.

o Patleﬁfs”lgstmg positive after being readmitted within 10 days of their discharge from outbreak
areas. %.

e Patients moved into suspected or closed areas (mainly out of hours)

e Patients having multiple moves and subsequently testing positive.

e Missed opportunities to test symptomatic patients.
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Health board

Aneurin Bevan UHB

Betsi Cadwaladr UHB
Cardiff and Vale UHB
Cwm Taf Morgannwg UHB
Hywel Dda UHB

Powys THB

Swansea Bay UHB

Wales

death was registered.

undeﬂal§en.
9,

¢ Inappropriate use of PPE

e Concerns about documentation
Swab results are not checked or documented in case notes.

Cumulative deaths
1,335

1,024

925

1,388

519

189

945

6,325

Provisional figures to Week 3 2021 for Welsh residents have been produced using data provided by ONS to Public
Health Wales. This analysis is based on date the death was registered, not when it occurred. There is usually a delay
of at least five days between occurrence and registration. The analysis requires the joining of weekly and daily data
using NHS numbers. Figures may differ slightly between those published by ONS due to the use of different extracts
of the data at different time periods. Data is therefore subject to change as more information is received. COVID-19
was identified using ICD-10 codes U07.1 and U07.2 and includes deaths that had COVID-19 mentioned anywhere on

All Wales Covid-19 mortality surveillance data

ending 3 January 2020 (Week 1) to week ending 22 January 2021 (Week 3)

the death certificate, whether as underlying cause or not.

— Betsi Cadwaladr UHB — Hywel Dda UHB

Provisional figures for Welsh residents have been produced using data provided by ONS to Public Health Wales.

Powys THB — Swansea Bay UHB — Cardiff and Vale UHB — Wales
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These areas for learning are being considered by the daily IP&C operational group as part of the on-
going management of COVID -19 outbreaks.

Total number of deaths registered with COVID-19 mentioned on the death certificate, Local Health Board of residence and Wales, week

Weekly number of registered COVID-19 deaths (any mention), Wales by health board, week ending 13 March 2020
(Week 11) to week ending 22 January 2021 (Week 3)
— Cwm Taf Morgannwg UHB — Aneurin Bevan UHB

The analysis is based on date the

Table 1 below shows hospital acquired COVID-19 and the clinical reviews subsequently being

08 Jan
158Jan
22 Jan

OG <,
Y, 7/\/2/\‘3:
2%,
v)\/ 65<9
>

%,

Wave 1
(27th Feb ‘20-
26th July ’20)

Wave 2
(27th July '20-
16th May ’21)

Wave 3
(17th May ’21-
19th Dec ’21)

Wave 4
(20th Dec '21-
30th April 22)

Outbreaks

52

7

86

30

25

Number of Pts
associated

574

1340

328

1007
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Clinical Review 387 966 286 942
Clinical review 0 341 27 18
completed

Req a full tool

(death <28 187 374 42 65
days)

Underway / 1 12 2
Completed > ° °
Sent to Clinical 1 47 9 0
Board

Sent to Scrutiny 0 10 3 0
Subtotal of Full 6 118 24 20
tools

% & Full tools 1.05% 34.25% 15.55% 4%
completed.

Table 1 — COVID Outbreaks
Stage 1 — Independent Scrutiny by the Medical Examiner Service

There is a steady scaling up of the independent Medical Examiner Service, aiming for case notes of
all hospital deaths to be scrutinised by September 2022. This is a far more in-depth assessment
than the previous stage 1 reviews which were predominantly undertaken by junior doctors at the
time of death certification. It is an independent scrutiny by a highly trained Medical Examiner
supported by skilled Medical Examiner Officers. Bereaved families are contacted to enable them to
share their concerns. Most are complimentary about the care provided. This is perhaps the most
important element of the overall assurance.

Currently, all patients who die in UHL (average 2 per day) and 5 who die in UHW are referred to the
MES for independent scrutiny of the clinical case notes. All patients with hospital acquired COVID-19
are prioritized. There is agreement that all A&E and critical care deaths will also be prioritized with
the gradual scaling up to all hospital deaths in September and then on to community deaths.

Resource has been secured in medical records to sort and scan the last episode of care case notes
to the MEO and are thus simultaneously available for clinical teams to review should a stage 2
review be required.

One of the outputs from the MES is to improve the quality of death certification. The certifying
practitioner discusses the cause of death with the ME and only then should the MCCD be issued.

Scrutiny by the ME has increased referrals to HM Coroner as there is now a better understanding of
the law. Education sessions have been delivered to disseminate this information.

Information is entered into the new Datix Mortality Module which is still under development so an
Excel spreadsheet is also used to capture information and track progress.

Appen@r% 1 shows the reasons for referral from the ME

Appendri@@%ﬁhows the outcomes of the referrals

Appendix 3’@@hl|ght some of the learning and actions
\/\9 %

Stage 2 - All Wéjes Review Tool
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Where concerns are raised by the ME and/or the family of the deceased the UHB receives a letter
outlining those concerns and advising further proportionate enquiry. Consistently we have 20-25%
cases referred back to the UHB which is less than most other health boards in Wales.

A stage 2 Mortality Review tool has been developed to support a consistent approach across NHS
Wales. This has been adapted in Cardiff and Vale to produce a hybrid of the Royal College of
Physicians Structured Judgement tool and the Harm 2 tool developed for a Wales-wide research
project. This enables a judgement about the quality of care the patient received and whether it was
in accordance with current good practice from 1 = very poor care to 5 = excellent care.

Learning from Deaths

We triangulate data with Serious Incidents involving death to ensure appropriate action is taken and
to limit duplication of effort.

Deaths with DATIX Incident Recorded

Actual Harm Desc

® (novalus @ 01: No herm @ 0z: Minor ®03: Moderats @04 Major @ 05: Catastrophic

A catastrophic incident is an incident leading to the death or severe permanent harm (e.g.
permanent paralysis) of an individual(s) that the organisation was in some way responsible for or
failed to prevent. These all investigated under current governance arrangements.

Particular attention is paid to people who die with learning disabilities as they typically have a much
shorter life span and die often from treatable illnesses. The chart below shows the number of people
know to have learning disabilities who died in our hospitals.

6/14 47/234



Number of Deaths with Learning Disability Indicated

Perinatal Deaths and Stillbirths

The graph below shows a stable number of stillbirths under 24 weeks gestation over the past 4
years.

Stillbirths >24 weeks
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According to ONS data, in 2021 the stillbirth rate in UK was to 4.2 stillbirths per 1,000 births. At
Cardiff and Vale the stillbirth rate was 2.4 (13 stillbirths for 5468 live births) for 2021.

Paediatric and Neonatal Mortality
Data have been requested and this will be included in the next paper.

Mortality Ratios
Since the Francis Report in 2013 mortality numbers and ratios have been used as an indirect marker
of quality of care and performance of hospitals. There are 2 main providers of risk
adjusted/standardized mortality ratios. We use CHKS’ Risk Adjusted Mortality Index (RAMI). It can
be useful to bench mark against peers but is generally not considered to be a good indicator of
quality ggcare By definition 50% of hospitals will have a RAMI above 100.

\/ O’
Standardls%ﬁdéllortallty Ratio (SMR) is the ratio of the number of deaths in hospital within a given
time period (nﬂﬁaerator) to the number that might be expected if the hospital has the same death
rates as some re"fgrence population (denominator). SMR in the standard population is 100 so there
is an exact match between the actual and expected deaths. A lower RAMI proportionately suggests
less deaths than expected and vice versa. A higher RAMI suggests proportionately more deaths
than expected.
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Many things affect the RAMI. ‘It has become clear that it is unduly sensitive to some aspects of
coding which depend more on local administrative or coding practice than on the patient’s underlying
clinical condition.

Despite its complexity, neither RAMI nor its competitors takes account of the impact of length of stay
on risk of death. Yet for the many patients with long term conditions, there is clear evidence that the
risk of death is directly proportional to the length of the hospital spell. Welsh boards and English
integrate trusts for example cover a wider range of services than their English acute trust
counterparts causing patients to stay ‘on the record’ for longer. For this reason, Welsh mortality rates
have never been able to be legitimately compared with those in England’ (CHKS 2020. Risk
Adjusted Mortality Index (RAMI 2019 p5). The new RAMI (2019) has built in time dependent
elements which have not been used before in hospital mortality measurement, thus a conservative
approach has been adopted. The new model takes account of the additional risks of a patient dying
in hospital on a per day basis.

There is substantial evidence that secondary diagnosis contains large amounts of undesired
administrative variation which can cause significant coding ‘noise’. Of particular note is the palliative
care code Z515 which is very problematic. Use of this code has increased over the last few years
but with wide variation in use. Some Trusts code nearly half of all deaths as palliative care whilst
others code as little as 10% this way. Deaths with the palliative care code were excluded from the
RAMI. This is no longer the case. There are other inconsistent coding anomalies that also affect
RAMI.

In 2018-19 there were 16 sets of case notes from deceased patients that remained un-coded. 2019-
20 there were 30 sets, 2020-2021 = 241 and April — May 2022 there were 125 un-coded notes.

2 years worth of data were resubmitted to CHKS on 12t May 2022 to understand the impact of
coding locally. There were improvements in RAMI for the most recent months due to an increase in
the number of case notes coded.

All patients with a COVID positive result recorded, regardless of symptoms, are currently removed
from the RAMI calculations. This is a significant number. For instance, in January 2021 where the
RAMI was excessively high 334 patients died in our hospitals but only 117 were included in the
RAMI calculation. We have asked CHKS to investigate the impact on RAMI.

CHKS recommends that the new RAMI is considered in context and triangulated against other
indicators to give appropriate assurance of the incidence of delayed discharges themselves.

When the all-Wales mortality review work commenced, Cardiff and Vale UHB adopted the approach
of reviewing 20 sets of case notes per week of people who had a low RAMI and died. This means
they were predicted to have a low risk of dying but did. The hypothesis was that these could be ‘rich
pickings’ to find harm. This was not the case, any more than those patients with higher RAMI.

Two years’ worth of data were re-submitted to CHKS on 11t May 2022. The more historic data
resulted in little change in RAMI. However, the table below shows a big impact as more coding had
been achieved.

RAMI RAMI
0(;9;9%
Month JV/?@A Before resubmission After resubmission Difference
January 20275, 158.0 158.1 -0.2
o]
February 2021 % 129.9 129.6 0.2
March 2021 110.4 110.4 0.0
April 2021 100.5 100.5 0.0
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May 2021 102.2 102.1 0.1
June 2021 78.5 78.5 0.0
July 2021 86.6 86.6 0.0
August 2021 108.7 108.6 0.1
September 2021 85.9 86.5 -0.6
October 2021 123.6 123.3 0.3
November 2021 106.7 105.8 0.9
December 2021 133.8 127.5 6.3
January 2022 131.5 121.6 9.9
February 2022 174.3 139.4 34.8

Value
120
100

8

o

6

o

4

o

2

o

o

our rank before resubmission.

This in turn ranked us better against peers following resubmission for 2021. The chart below shows
However the data for 2022 will be published early next year.

ttrxh ttrq6 ttryj ttrgt ttrhm ttrOa ttrwe ttreb ttrvj ttrtd ttra7 ttrhq ttrrk ttrr8 ttrh8 ttrm3 ttrae Local ttrth ttrkb ttrx1 ttrm1 ttrwa

The chart below shows improvement in ranking following resubmission of data to CHKS
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Value

ttrxh ttrq6 ttryj ttrgt ttrhm ttrOa ttrwe ttrcb tirvj ttrtd ttra7 ttrhq ttrrk ttrr8 Local tirh8 ttrm3 ttrae ttrth ttrkb ttrx1 ttrm1 ttrwa

120

100

8

o

6

o

4

o

2

o

o

The spike in RAMI in January 2021 in the chart below is unexplained. We have asked CHKS to
review this. We do know that there were 334 hospital deaths and only 117 were included in the
RAMI due to a positive COVID test being recorded thus eliminating them from the calculation.

RAMI
200.0
150.0
00.
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0.0
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Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

Different sources of mortality data are required to provide assurance on the quality of care we
provide. Risk Adjusted Mortality Index is a complex algorithm which is affected by several things
including coding. It is an important signal but is not an indicator of quality. It should be used in
conjunction with crude mortality, condition specific mortality and case note reviews in order to
provide assurance.

Independent scrutiny of case notes by the Medical Examiner as well as discussions with bereaved
families is perhaps the greatest source of quality assurance and for organizational learning. This is

supporth by increasingly robust governance structures which are now established in the UHB.

6
JO’

Scaling uﬁﬁ@ ME Service is currently being undertaken. It has been hindered by operational
pressures oﬁ) stpoth parties.
. @7
Challenges
¢ Undertaking an in-depth coding and data capture for mortality

10/14 51/234



Current actions

1.

Recommendation: \

The Committee is requested to:

a) note the contents of the paper and that henceforth, the mortality paper will be submitted in the
above format with detailed narrative around the different ratios.

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

Further development and access to the Datix Mortality Module as currently parts of the team
are working on Excel sheets which does not allow alignment of data with the existing IT
systems within the UHB.

Insufficient investment in the system

All the data to be presented on SPC charts.

CBs and staff need to have access to this data so they could review the care imparted to help
them learn and improve.

The mortality review process should be undertaken by all clinicians irrespective of their
professional backgrounds. Both nurses and doctors should be part of the stage 2 review
process.

Time for clinicians to complete stage 2 reviews

Independent scrutiny of case notes by the Medical Examiner as well as discussions with
bereaved families is perhaps the greatest source of quality assurance and for organizational
learning. This is supported by increasingly robust governance structures which are now
established in the UHB.

Scaling up the ME Service is currently being undertaken. It has been hindered by operational
pressures on by both parties. Currently all COVID deaths are send to the Medical Examiner.
This will be scaled up to include all deaths from ITU and Emergency Department from the 9th
of June 2022. By the Sep 2022 all deaths across CAV will be processed by the Medical
Examiner.

Once the Medical Examiner service is embedded into practice all themes and trends will be
identified and learning will be undertaken from the process and this will be part of reporting by
the Mortality review group to the Clinical Safety group.

1. Reduce health inequalities X | 6. Have a planned care system where
RS demand and capacity are in balance
2. DeIf’Vé,ijutcomes that matter to V' | 7. Be agreat place to work and learn

people2sz,

3. All take r%é&ensibility for improving x | 8. Work better together with partners to

our health aoﬁglywellbeing deliver care and support across care
sectors, making best use of our people
and technology
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4. Offer services that deliver the
population health our citizens are
entitled to expect

Reduce harm, waste and variation
sustainably making best use of the
resources available to us

5. Have an unplanned (emergency)
care system that provides the right
care, in the right place, first time

10.

Excel at teaching, research, innovation
and improvement and provide an
environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: ¥esfNo

Prevention

Safety: Yes/No

Financial: ¥es/No

Workforce: ¥es/No

Legal: ¥es/No

Reputational: ¥es/No

Socio Economic: ¥es/No

Equality and Health: ¥es/No

Decarbonisation: ¥es/No

Approval/Scrutiny Route:

Committee/Group/Exec | Date:

Appendix 1 — chart with the common reasons for referral from the Medical Examiner
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Falls

Sepsis related
feguarding issue
1 within 24 hours
Pressure ulcers
Other

ng care concern
comial Covid-19
lultiple concerns
cal care concern
hospital transfer
concerns to ME
L care concerns
DNA CPR issue
Coroner referral
Discharge issue
itment/diagnosis
Complication...

Appendix 2 —

Reasons for referral from Medical Examiner (Feb 1st
2021-May 11th 2022)

o
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chart showing outcomes from the ME referrals
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Appendix 3 —

learning and actions.

&

Th@%@gest concern raised by bereaved families was poor or lack of communication,

partlcij;@ily during COVID restrictions. To address this, Medicine Clinical Board has recruited
(¥

some yoﬁnug&geople through the Kickstart Scheme specifically to coordinate communication and

update famfbes where appropriate.

If the only concern raised is a low-grade pressure damage or a non-injurious fall that is already
recorded on Datix no further action is taken in line with a proportionate enquiry as there is already
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organisation-wide improvement work in progress. Injurious falls go to our falls scrutiny panel for

expert review.
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Report Title gealthcare Inspectorate Wales Activity 05
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Quality, Safety &  SIHM— PV
Meeting: Experience . Meet-lng 15 June 2022
: Private Date:
Committee
S’Eatus , . | Assurance W@ Approval Information
please tick one only):

Jason Roberts, Executive Nurse Director
Lead Executive

Report Author Angharad Oyler, Head of Quality Assurance and Clinical Effectiveness
Title):
Main Report

Background and current situation:

The purpose of this report is to provide the Quality, Safety and Experience Committee with an
overview of the reviews/inspections carried out by Healthcare Inspectorate Wales (HIW). The paper
seeks to assure the Committee that action is already being implemented in response to the findings
of inspections and that appropriate monitoring of progress against the actions is being undertaken.

HIW is the independent inspectorate and regulator for health care in Wales. The core role of HIW is
to review and inspect the NHS and Independent Healthcare organisations in Wales so that
assurance can be given to patients, public, Welsh Government (WG) and healthcare providers that
services are safe and of good quality.

Inspections are a means of providing assurance that services are meeting the Health and Care
Standards (2015) and are meeting any other relevant professional standards and guidance.
Inspections are a structured process and are underpinned by the view of Francis (2013), who
emphasised the importance of undertaking direct observations of a service and care provided.
Unannounced inspections undertaken by HIW allow them to see services in the way they usually
operate and focus on the following themes:

e Quality of the patient experience

e Delivery of safe and effective care

¢ Quality of management and leadership
e Delivery of a safe and effective service

Unannounced Inspections

Two unannounced inspections have taken place in March
Cardiothoracic services — UHL — Unannounced Visit

An unannounced inspection was carried out by HIW in Cardiothoracic services in Llandough hospital
in February 2022. Provisional feedback from the inspection was overall very positive. More detail will
be shared with the QSE committee when the reports has been Published

Mental Health Services — Unannounced Visit

A HIWW unannounced Inspection took place at Hafan y Coed, Llandough Hospital in February 2022.
The ‘ﬁoj%wing areas were inspected:
e Cgdar Ward — Adult Crisis Admission
e 0ak j\gfgard — Adult Locality treatment ward
o WiIIoWS[;lard — Adult Locality treatment ward
'
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The inspection was based around how services met the Health and Care Standards (2015). HIW
also considered how services complied with the Mental Capacity Act (1983), Mental Health (Wales)
Measure (2010), Mental Capacity Act (2005) and |Deprivation of Liberty Safeguards.

Overall HIW found that the service provides safe and effective care to patients, they found a
dedicated staff team that were committed to providing a high standard of respectful care to patients,
with individualised care plans that considered the patients views reflecting the Welsh Measures
domains. However, Staff did raised concerns in relation to being overstretched due to the pressures
of the COVID 19 pandemic. HIW identified this as an area in need of improvement, to ensure that
the appropriate staff numbers and skill mix were available to prevent staff fatigue and allow
management to have sufficient supernumerary time to undertake their operational duties.

Whilst HIW found that a range of patient information was evident, improvement on consistency of the
information on display and availability of bilingual information was required, HIW also advised that
the health board should give consideration to ‘Getting to Know You’ boards

HIW recognised that whilst every effort was made to ensure that patients were cared for in the
correct locality ward, during COVID-19 pandemic and associated pressures on capacity and staffing
this was not always possible. This was identified as an area that required attention.

HIW identified that improvement was also required in ensuring that copies of consent to treatments
certificates are maintained with corresponding MAR charts, and that registered nurses refer to
consent treatment certificates when administrating medication.

During environmental inspection, HIW found that the furniture and fittings found in the areas were
suitable for the patient group. However, structurally, significant ongoing damage was found to some
walls and flooring which needed attention.

HIW were satisfied that there were established risk assessment, health and safety and IP&C
processes in place to enabled staff to continue to provide safe and effective care.

An Improvement Plan has been submitted to HIW

Quality Checks

No Quality Checks have taken place since the last HIW activity paper to QSE committee

Update on Thematic Reviews

National Review of Patient Flow (Stroke pathway)

HIW visited Cardiff and Vale UHB on the 14 -16t" of March and staff interviews took place on the17th
to the 25" of March as part of the National Review of Patient Flow (Stroke Pathway)

HIW aim to share findings of the review as part of their series of Quality Insight Bulletins before
concluding with a national report published late autumn 2022.

Review of Maternity Services in Wales — Awaiting update from HIW

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:
All reét.’lgne NHS onsite inspections have resumed as normal. HIW will continue to risk assess every
piece éf%york that is planned and will continue to provide around 24 hours’ notice for ‘green’, and
elective, %&duled pathway inspections.

J\P @,)
This allows oﬁportunlty for HIW to communicate with NHS staff and for arrangements to be put in
place so that the inspection can be undertaken safely. The expectation is that this will be the
approach for all inspections that fall into this category, however, HIW still reserve the right to operate
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in a fully unannounced way where it is determined there to be an extremely high risk to patient safety
as a result of the way a service is operating. The position will be continually reviewed

The HIW work programme for independent healthcare settings and dental practices remains
unchanged and will continue to review their work programme and ensure it is proportionate to the
given situation.

HIW Strategic Plan 2022-2025
HIW have published their Strategic plan for 2022-2025. The strategy focuses on the learning that

has taken place over the past 3 years, and in particular during the pandemic. Full publication
available on the HIW website — www.HIW.org.uk

Recommendation:

The Committee is requested to:
e NOTE the level of HIW activity across a broad range of services.

e AGREE that the appropriate processes are in place to address and monitor the
recommendations.

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

1. Reduce health inequalities 6. Have a planned care system where
demand and capacity are in balance
2. Deliver outcomes that matter to X 7. Be a great place to work and learn
people
3. All take responsibility for improving 8. Work better together with partners to
our health and wellbeing deliver care and support across care

sectors, making best use of our people
and technology

4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the X
entitled to expect resources available to us

5. Have an unplanned (emergency) 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an

care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Prevention I. Integration Collaboration .

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Financial: No
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Workforce: No

Legal: No

Reputational: No

Socio Economic: No

Equality and Health: No

Decarbonisation: No

Committee/Group/Exec

Approval/Scrutiny Route:

Date:
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Board Assurance Framework — Patient  WAGERLERICIGE 2.6

: Quiality, Safety and M Meeting h
Experience Date: 157 June 2022

Status ) . | Assurance Yl Approval Information
please tick one only):

Lead Executive .

Director of Corporate Governance
Report Author Director of Corporate Governance
Title):

Main Report

Background and current situation:

The purpose of the report is to provide Members of the Quality, Safety and Experience Committee
with the opportunity to review the Patient Safety risk on the Board Assurance Framework which links
specifically to this Committee.

There are currently nine key risks on the BAF, agreed by the Board in May 2022, which are
impacting upon the Strategic Objectives of Cardiff and Vale Health Board. Patient Safety is one of
those key risks and specifically identifies:

‘There is a risk to patient safety:

e Due to post Covid recovery and this has resulted in a backlog of planned care and an ageing
and growing waiting list.

e Due to increased demand, post Covid 19, of unscheduled care of patients with higher acuity
and more complexity which is adding to the pressure within the Emergency Unit (EU).

e Due to a sub-optimal workforce skill mix or staffing ratios, related to reduced availability of
specific expert workforce groups, or related to the need to provide care in a larger clinical
footprint in relation to post Covid 19 recovery.

e Due to the ability to balance within the health community and the challenge in transferring
patients to EU.

e Due to the current pressure in EU and inability to segregate patients due to the volume in the
department’.

It is good practice for Committees of the Board to also review risks on the BAF which relate to them.
The role of the Committee in relation to the risk is to review it, check that the controls are in place
and working and agree any further actions required in order to mitigate the risk. The Committee can
then provide further assurance to the Board that the risk is being managed or mitigated as much as
possible at the current time. The Executive Director Leads for this risk are the Executive Medical
Director, the Executive Nurse Director and the Executive Director of Therapies and Health Sciences.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

S
The(@@é;%d Assurance Framework provides the Board with information on the key risks impacting
upon th/eofg@Jivery of the Strategic Obijectives of Cardiff and Vale University Health Board.
<%

\{9‘6
The attached@;atient Safety risk (last considered by the Board in May 2022) is considered to be a
key risk to the achievement of the organisation’s Strategic Objectives. This risk has been adjusted
to consider recovery and the impact on patient safety this will bring.
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Please tick as relevant

There are also a number of risks on the Corporate Risk Register which relate to Patient Safety.

Recommendation:

The Board Quality, Safety and Experience Committee are requested to:

Review the attached risk in relation to Patient Safety to enable the Committee to provide further
assurance to the Board when the Board Assurance Framework is reviewed in its entirety.

Link to Strategic Objectives of Shaping our Future Wellbeing:

care system that provides the right
care, in the right place, first time

1. Reduce health inequalities 6. Have a planned care system where
demand and capacity are in balance
2. Deliver outcomes that matter to 7. Be a great place to work and learn
people
3. All take responsibility for improving 8. Work better together with partners to
our health and wellbeing deliver care and support across care
sectors, making best use of our people
and technology
4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the
entitled to expect resources available to us
5. Have an unplanned (emergency) 10. Excel at teaching, research, innovation

and improvement and provide an
environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered

Please tick as relevant

Prevention

Impact Assessment:
Please state yes or no for each category.

Risk: ¥es/No

If yes please provide further details.

Safety: Yes/No

Financial: ¥es/No

Workforce: ¥es/No

Legal: ¥es/No

S
&) S(,
/,/)

Reputatighal: Yes/No

%
7 \9’5@,)
%

Socio Economie: Yes/No

Equality and Health: ¥es/No
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Decarbonisation: ¥es/No

Committee/Group/Exec

Approval/Scrutiny Route:

Date:

Board

26t May 2022
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Patient Safety — Interim Medical Director /Interim Executive Nurse Director- (Meriel Jenney/ Jason
Roberts)

Patient safety should be above all elsefor theCardiff and Vale University Health Board.
Safer patient care includes the identification and management of patient-related risks, reporting and analysis of
patient safety incidents, concerns, claims and learning from such then implementing solutions to
minimise/mitigate the risk of them recurring.

Risk There is a risk to patient safety:

e Due to post Covid recovery and this has resulted in a backlog of planned care
and an ageing and growing waiting list.

e Due toincreased demand, post Covid 19, of unscheduled care of patients with
higher acuity and more complexity which is adding to the pressure within the
Emergency Unit (EU).

e Due to a sub-optimal workforce skill mix or staffing ratios, related to reduced
availability of specific expert workforce groups, or related to the need to
provide care in a larger clinical footprint in relation to post Covid 19 recovery.

e Due to the ability to balance within the health community and the challenge in
transferring patients to EU.

e Due to the current pressure in EU and inability to segregate patients due to
the volume in the department.

Date added: April 2021

Cause Patients not able to access the appropriate levels of planned care during COVID 19
creating both longer and ageing waiting lists for planned care. Resources re directed to
address planned care demand leaving unplanned care/unscheduled care pathways
with lower staffing

Impact Worsening of patient outcomes and experience, higher death rate.

Post Covid recovery sickness is having a significant impact on staff availability (see
separate risk on workforce).

Impact Score: 5 Likelihood Score: 5 Gross Risk Score: _

Current Controls e Recovery Plans being developed and implemented across all areas of Planned Care

e Maintaining Training/Education of all staff groups in relation to delivery of care

e Use of Private Partner facilities.

e In-house and insourcing activity

e Additional recurrent activity taking place

e Recruitment of additional staff

o  Workforce hub in place with daily review of nurse staffing by DoN in Clinical
Boards to manage the risk

e Hire of additional mobile theatres

e Implementation of Organisation and Transformation Centres (OPAT) to focus upon
operational deliver across acute sites.

Oo\‘ii%o e New Quality and Safety and Experience Framework approved by QSE Committee
Z/§§4/ 14/07/21
99;’056 e Wales wide Risk Summit in March 2022 with a refresh of health and social care
0?‘03 actions to assist the current risk in the system with work continuing to be
S embedded and implemented
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e Resilience report being reviewed at ME on a weekly basis and reported to WG

Current Assurances °

Committee and the Board (%)
e CAHMS position reviewed at Strategy and Delivery Committee (%
e Mental Health Committee aware of more people requiring support?
e Review of clinical incidents and complaints continues as business as usual and has
been aligned with core business and reviewed at Management Executives (!
e Update of situation in EU shared in private session of QSE Committee in Feb 22. ()

e Recent Executive review with Clinical Teams for understanding and review of front

door pressures. ()

Impact Score: 5 Likelihood Score: 4

Net Risk Score:

Gap in Controls

Recovery Plans reported to Management Executive, Strategy and Delivery

Local Authority ability to provide packages of care and challenge around discharge to
care homes and domiciliary care settings.

Deterioration of quality of care provided to patients due to the availability of staff in
some key clinical environments.

Difference in interpretation of IPC guidance reduces timeliness of discharge to care

settings.

Gap in Assurances

Discharging patients is out of the Health Boards control

Actions Lead By when Update since March 2022
1. Review of hospital acquired COVID 19 and Jason 30.09.22 Review has commenced
COVID deaths being undertaken Roberts early learning shared with
operational colleagues and
it is informing the
development of the
recovery plan
Review of deaths
continues in line with WG
requirements
2. Choices framework being utilised due to the Jason 30.09.22 Choice framework
quality of care and ability to provide safe care | Roberts/ continues to be utilised
with current demand and pressures Caroline
Bird
3. Work Plan currently been developed via Jason 30.06.22
Clinical Board for dealing with pressures in EU | Roberts
with oversight from OPAT
Impact Score: 5 Likelihood Score: 2 Target Risk Score: 10 (High)
&
752
o s%
5
2.
23
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Dental Services LY CERICI N 2.7
Report Title no.
. . [Public B9l Meeting
Meeting QSE Committee Private Date: 15 June 2022

Status ) . | Assurance Q@ Approval Information
please tick one only):

Lead Executive Interim Chief Operating Officer
Report Author Director of Operations PCIC Clinical Board
Title): Director of Operations Surgery Clinical Board

Main Report

Background and current situation:

Background

Dental Services across Cardiff and Vale (CAV) are delivered via a number of routes:

e General Dental Services (GDS) and General Orthodontic Service (GOS) are commissioned
by CAV via a Welsh Government national contract and delivered by independent contractors
(High Street Dentists) and provide NHS general dental care and treatment. We have 63 GDS
contracts in place across CAV.

e Community Dental Services (CDS) are delivered by CAV and provide more specialist dental
care for vulnerable people and improvement of oral health of priority groups in accordance with
guidance provided by the Welsh Government WHC (2019) 021. Within its portfolio the service
also delivers the Designed to Smile (D2S) and Gwyn Am Beth (GAB) national public health
programmes improving oral health support to young pre-school children and care home
residents.

e The Dental Hospital (UDH) and School provides dental assessment and care to patients who
have been referred by general dental practices, especially where these patients are suitable for
undergraduate treatment, or are of a complexity level which requires specialist care. The role
of the UDH is to contribute to the teaching of dental students and the training of junior NHS staff
and provides dental care for patients who are screened as suitable for treatment by
undergraduate dental students.

e Emergency Dental Services provide urgent dental care to patients who do not have access
to an NHS dentist. Services are provided through a number of routes depending on the type
and complexity of the patient and issue. Services are provided via a UHB managed service (out
of hours and on weekend), GDS, CDS, and UDH

At the start of the COVID-19 pandemic, all dental services were directed by Welsh Government to
work to a ‘red’ and then an ‘amber’ pathway due to the cross-infection risks associated with dental
treatments many of which are aerosol generating procures (AGPs). As a result, services have been
operating at much lower levels compared original capacity; approximately 40% capacity compared
with pre-pandemic levels.

The impact of the COVID Pandemic has resulted in a significant backlog and reduced access to all
types of dental services where all areas have been prioritising patients with the highest need resulting
in increased pressure on access to urgent care. As part of Recovery, investment has provided
additional capacity for both routine and urgent dental care across all providers of services.

Current Situation
%%,

Therezigg%,syignificant backlogs and constraints in accessing dental services. Throughout the pandemic
the UK Infeﬁﬁgn Prevention and Control Guidance has been the main source of COVID-19 related IPC
Guidance. N@U’éf 1 April 2022 health and social care organisations have been advised to return to using
the National Infection Prevention and Control Manual (NIPCM) as the primary source of general IPC
guidance and principles. The UK IPC Guidance (COVID-19) will be archived by the end of May 2022.
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In addition to the NIPCM Wales, Public Health Wales also publishes other IPC Guidance on its HARP
website and will publish SARS CoV-2 specific IPC guidance including a revised AGP list (as published
by NHS England on the 14t April 2022) in the IPC Guidance section of the website once the UK IPC
Guidance is archived.

All dental services are currently undertaking IPC risk assessments in line with the latest guidance to
allow them to increase throughput and capacity.

In addition to IPC constraints, dental procedures require dental nurses to work alongside other dental
professionals. There is currently a severe shortage of registered dental nurses. This is understood to
be due to people leaving dentistry to work in other sectors because of the pandemic and pre-dates the
current cost of living problem.

A summary of current capacity, issues and risks by service are outlined below.

General Dental Services

Within General Dental Services there are currently 11,500 patients on the centralised waiting list
who do not have access to an NHS Dentist. In addition to this GDS contractors are managing the
backlog of patients usually seen and treated under their care who have not been seen throughout the
pandemic as a priority.

The Welsh Government’s Programme for Government, sets out priorities up to 2026 and makes a
commitment to reform primary care dentistry and also increase access to dentists. On 3 March 2022
Welsh Government issued direction to all Health Boards in Wales to restart Dental Contract Reform
from 18t April 2022 through to 2023 using an action learning approach. A full briefing of the contractual
requirements and predicted impact can be found at annex 1.

All GDS practice were to be given a choice, to either be part of the reform programme with a suite of
delivery measures, or to return to contractual arrangements based wholly on Units of Dental Activity
(UDA’s). The position in CAV is:

e 73% (46) will be operating under Dental Contract Reform

e 17% (17) will be operating under UDA’s

The contract aims to move to delivering services at 90-95% capacity by year end 2022/23 compared
to approximately 40% seen during the height of the pandemic. The following trajectory is predicted as
Covid infection rates continue to fall and practices undertake appropriate IPC risk assessments
increasing throughput: Quarter 1 - 60%, Quarter 2 - 65%, Quarter 3 -70%, Quarter 4 70%+.

In addition, one of the targets associated with operating under contract reform, is the target to see
25% (of the 75% reform value) of new patients. This means that 25% of the contract value is paid to
see a set number of new patients. Considering the contract values it is estimated that 29,442 ‘new
patient’™ contacts will be achieved within 2022-23 based on Welsh Government metrics.

To support this target, the Primary Care Team are working closely with practices and supporting the
transfer of new patients from the centralised waiting list and will monitor both the achievement of this
target and facilitate access for new patients through this metric.

Ther@?@gre two further actions taken to support GDS access. Firstly, as part of Recovery, additional

capacﬁ{;pyvas commissioned in 2021-22 providing access for 1,700 GDS and Orthodontic episodes

to reducf’@ﬁlae backlog as a result of the pandemic. Secondly, for 2022-23 on a recurring basis,

Welsh Gove,?n;nent an additional allocation of £320k to provide additional capacity in GDS. This is
currently belr?gsgendered via Procurement.

To note we have highlighted to Welsh Government the shortfall in funding for the growing population
in Cardiff and Vale and the need for further future investment to meet population demand.
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Community Dental Services

Community Dental Services face the same issues in relation to backlog and access to services for
our most vulnerable groups with in excess of 800 patients awaiting an assessment as well as the
backlog of patients usually seen and treated under their care who have not been seen throughout the
pandemic.

Despite planning to resume services to pre Covid levels, capacity is significantly reduced due to
workforce challenges with inability to recruit to key dental clinical posts as well as lack of, or poor
estate. Services are currently working to approximately 50-60% capacity prioritizing patients with
highest need supported by some additional capacity through Recovery funding.

Both the ‘Designed to Smile’ and ‘Gwyn am Beth’ are now reinstated following redeployment of staff
to support the COVID response and delivering in line with the programme direction.

Loss of estate (Splott Clinic/Park View) or poor estate that does not comply with IPC requirements
or, are not fit for purpose to deliver modern day dentistry is the biggest challenge to delivering access
to these services. Of particular concern is Roath Clinic which is now unable to utilised. Due to asbestos
risks, replacement or remedial estates works cannot be undertaken, there is no mechanical ventilation
to allow AGP procedures to be performed and the dental equipment is end of life and unable to be
replaced. Recruitment is negatively impacted by lack of reasonable estate.

Considering all three sites, there has been a significant reduction in capacity with the loss of over 30
sessions per week. While both areas of Cardiff are within plans for SoFWB Hub Developments
(CRI/Park View), timescales are unknown and will continue to compound access to services for
vulnerable groups in areas of highest need and deprivation with many patients unable to travel to other
sites across the city. The Community Dental Service will, therefore, require support to develop
temporary fit for purpose estates capacity in high need areas of deprivation for our vulnerable
population while SoFWB Hubs are operational.

University Dental Hospital (UDH)

The UDH also continues to recover from the pandemic impact and has re-established all clinical
services. UDH successfully graduated the 20/21 cohort and expect the 21/22 students to successfully
graduate in the coming weeks.

The additional precautions needed in relation to the conduct of aerosol generating procedures
continue to impact on capacity as has the need to maintain spacing which has a disproportionate effect
on a largely out-patient service. This will be reviewed in line with the new IPC guidance. At present we
are currently operating about 70% pre Covid capacity This however varies by specialty and operating

setting.
Outpatient activity Student Activity
PMS Total Activity for 2019 vs Salud Total Activity 2019 vs
2022 2022
10000 5000
5000 .
006/3’0 . l . I . l | 0
7/2:%""% Feb Mar Apr Jan Feb Mar Apr
e’u%o 22019 w2022 2019 m2022
.
)

4
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Children’s General Anaesthetic Services

Prior to the pandemic the great majority of general anaesthetic (GA) provision for the extraction of
teeth in young children occurred in UDH. At the beginning of the pandemic this was transferred to
Children’s Hospital for Wales (CHfW). A combination of reduced pre-op assessment and recovery
facilities in CHfW for these outpatient GA procedures has significantly reduced capacity. As a result
young children are having to wait longer for access to GA than was the case pre-covid. This situation
is further compounded in that the staff previously employed in UDH theatres now have to cover both
UDH and CHfW theatres.

Oral Medicine

The Professor of oral medicine retired in August 2021. The Dental School has been unable to appoint
a successor. This is significantly impacting on the Oral Medicine waiting list which now stands at 894
new patients with a waiting time for routine of 69 weeks. UDH are managing this having reengaged
the retired Professor to undertake clinics on a locum basis. The team are working collaboratively with
the Dental School who are about to re-advertise this post, however there has been no interest to the
previously advertised post.

Oral Surgery

Whilst there is a lengthy wait time for oral surgery with in excess of 1400 new patients with a waiting
time for routine again of 69 weeks, the establishment and anticipated continuation of a Consultant led
Intermediate Oral Surgery Service in the community (Barry, Llandough and St David’s hospitals) will
enable us to deal with this issue. This will require continued investment in to the intermediate minor
oral surgery service.

Infrastructure/Estate

The University Dental Hospital requires a full pipework replacement programme which will require
significant investment, in addition the rolling refurbishment of clinics programme ceased leaving the
aging orthodontic clinic with unusable chairs and outdated equipment. Our dental technical team are
finding it near on impossible to find parts for the obsolete kit.

Emergency Dental Services

The Emergency Dental Services has seen an 28% increase in demand through its service
throughout the pandemic and this increase demand continues as dental services start to reset and
reform.

As part of Recovery, additional capacity has been commissioned to provide 880 urgent treatment
episodes in 2021-22 and 500 urgent treatment episodes through 2022-23 over weekends and bank
holidays for patients who do not have access to an NHS dentist and require urgent care, doubling
capacity.

As part of General Dental Contract Reform discussions, the Primary Care Team used the opportunity
to engage with the Local Dental Committee (LDC) and individual practices to secure access to daily
emergency slots within weekday hours.

Prior to 1st April 2022, 66 urgent slots were available per week and through negotiation this has
increased to 110 weekly slots providing an additional 44 slots per week. Once seen, these patients
are offered to become a new patient of the general dental practice for ongoing NHS care. It is
anticipated that this will reduce demand on emergency dental services as patients will move to be
treatefdyjaxoactlvely

DentaI“Sgwlces have been significantly impacted by the pandemic, with reduced access and
activity resulting in an increase in the backlog of patients waiting to be seen.

e All Dental services are undertaking IPC risk assessments in line with the most recent IPC
guidance to allow them to increase throughput and capacity
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e Workforce and estates constraints are impacting the speed of recovery for Community Dental
Services

e Welsh Government issued direction to all Health Boards in Wales to restart Dental Contract
reform from 15t April 2022 using an action learning approach. The contract aims to delivering
GDS at 90-95% capacity by March 2022/23

e The Health Board’s IMTP trajectory for GDS is a phased increased from 60% of pre-covid levels
in quarter 1 to greater than 70% by quarter 4

e All clinical services have now been reestablished in the University Dental Hospital — with the
service currently operating at 70% of pre-covid activity. Workforce and estates are also a
constraint for some services.

e The establishment and continuation of a new model of care — a Consultant led Intermediate
Oral Surgery Service in the community — will support the recovery of Oral Surgery.

e Emergency Dental Services have seen an increase in demand. Additional capacity has been
secured address the acute issues while access to ongoing NHS dental care is secured.

Recommendation: \

Recommendation:

The Quality & Safety Executive Committee is asked to NOTE the current position in regard to all
Dental Services

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please tick as relevant

1. Reduce health inequalities X 6. Have a planned care system where X
demand and capacity are in balance
2. Deliver outcomes that matter to X 7. Be a great place to work and learn
people
3. All take responsibility for improving 8. Work better together with partners to
our health and wellbeing deliver care and support across care X
sectors, making best use of our people
and technology
4. Offer services that deliver the X 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the X
entitled to expect resources available to us
5. Have an unplanned (emergency) | X 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an
care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Prevention I. Integration . Collaboration .

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: Yes/No

Safe%t%es/No
90 -,
99 @(}5

Financial: Ye@fNo

7

Workforce: Yes/No
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Legal: Yes/No

Reputational: Yes/No

Socio Economic: Yes/No

Equality and Health: Yes/No

Decarbonisation: Yes/No

Approval/Scrutiny Route:

Committee/Group/Exec | Date:
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Annex 1 QSE Committee June 2022

Q G IG Bwrdd lechyd Prifysgol

Caerdydd a'r Fro

N H S Cardiff and Vale

University Health Board

NHS DENTISTRY

RESTART OF CONTRACT REFORM FROM APRIL 2022

On 37 March 2022 Welsh Government issued direction to all Health Boards in Wales to restart Dental
Contract Reform from 1%t April 2022 through to 2023 using an action learning approach previously
adopted for the reform programme.

All practice were to be given a choice, to either be part of the reform programme with a suite of
delivery measures, or to return to contractual arrangements based wholly on Units of Dental Activity
(UDA’s).

The Welsh Government’s Programme for Government, sets out priorities up to 2026 and makes a
commitment to reform primary care dentistry and also increase access to dentists. For 2022-23 the
aim of the Welsh Government direction is to continue with these alternative measures and take the
time to assess the impact - a ‘test and modify’ approach to ensure change is taking NHS dentistry in
the direction needed.

UDA Contractual Requirements 2022-23

For practices opting for UDA contractual route the following targets will apply:

e The contract value will revert to pre Covid/pre-reform.
e Practices will be expected to achieve 95% of this contract value (For 100% payment)

Contract Reform Requirements 2022-23

For practices opting for contract reform route the following targets/principles will apply:

e 25% of the contract value will remain as UDA’s
e 75% of the contract vale will move to reform targets:
o 5% associated with fluoride varnish application target
o 25% new patients to the contract (EG: contract value of £170k =260 pts)
o 40% existing patients (Continued care for a minimum number of existing patients that
have previously been seen within the previous 4 contractual years)
o 5% recall patients (Recall intervals linked to risk and need assessment of the patient)

Position in Cardiff and Vale from 1 April 2022

All GDS contractors were contacted and given a choice on the route they wish to adopt for 2022-23.
Of our 63 GDS contractors, the position is summarised below:

. e 73% (46) will be operating under Dental Reform
0@/%,) o 17% (17) will be operating under UDA’s
e
Asipégt of the discussion on preferred contractual delivery route, the Primary Care Team used the
oppcfr&gmty to engage with the Local Dental Committee (LDC) and individual practices to secure access
to daily émergency slots and directing new patients requiring NHS dental services.

1/2
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What does this mean for patient access?

Whilst we are yet to receive direction from Welsh Government on revised IPC arrangements, practices
will undertake IPC risk assessments to allow them to increase throughput to achieve their contract
values. It is predicted that practices will move to delivering services at 90-95% capacity compared to
approximately 40% seen during the height of the pandemic.

In addition, one of the targets associated with operating under contract reform is the target to see
25% (of the 75% reform value) of new patients. This means that 25% of the contract value is paid to
see a set number of new patients (260 patients per £170k contract value prorata).

Considering the contract values and thresholds of those 46 practices who have chosen to operate
under contract reform, this would make up 86.96% of the contract value of all GDS dental contracts
and equates to approximately 29,442 ‘new patient’* contacts within 2022-23 based on Welsh
Government metrics.

To support this target, the Primary Care Team are working closely with practices and supporting the
transfer of new patients from the ‘Cardiff and Vale Centralised Dental Waiting List’ to practices who
do not hold a waiting list of new patient requests or in addition to their own lists. We will monitor
both the achievement of this target and facilitate access for new patients through this metric.

In addition to new patients, the Primary Care Team through negotiation with practices has secured
ongoing access to ‘urgent’ dental care for patients who do not have an NHS dentist. This is not a
contractual obligation. Prior to 15t April 2022, 66 urgent slots were available per week. We have
increased this to 110 providing an additional 44 slots per week. Once seen, these patients are offered
to become a new patient of the practice for ongoing care.

* ‘new b‘%tients’ are considered as someone to whom the contractor has not submitted an FP17W in
the four calendar years prior to the current year of treatment preceding the appointment.
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C&V UHB Ultrasound Clinical LYCERICI I 2.8
Report Title Governance Group (USCGG) no.
Meeting Quallty, Safety and . X Meet.lng 15 June 2022
Experience | Private |} Date:

Status ) . | Assurance M Yl Approval Information
please tick one only):

Fiona Jenkins, Executive Director of Therapies and Health Science
Lead Executive
Report Author Interim Assistant Director of Therapies and Health Science
Title):

Main Report

Background and current situation:

SITUATION

Following an internal audit of Ultrasound governance across the UHB, several shortcomings were identified.
These centered around a lack of assurance of appropriate governance in the correct and safe use of
ultrasound across the UHB and insufficient communication and escalation pathways.

BACKGROUND

The Ultrasound (US) audit report, published August 2021 (please see attached), found limited assurance for
Ultrasound governance arrangements within C&V UHB. The two high priority recommendations were:

1. The design and implementation of ultrasound governance arrangements outlined within the Health
Board’s Ultrasound Risk Management Policy and Procedure.

2. Roles and responsibilities in the management of diagnostic and therapeutic ultrasound services.

Be assured that the following actions have been taken to address the short fallings found in
the August 2021 Ultrasound audit.

¢ Review of the Ultrasound Clinical Governance Group (USCGG) and new ToRs written and
ratified by the EDoTH to cover Diagnostic and Therapeutic Ultrasound. — Complete: Please
see attached “USCGG ToRs v0.8”.

e Membership of the USCGG to be extended to include all areas of Diagnostic and Therapeutic
US across the UHB. — Complete: Please see attached “USCGG ToRs v0.8” for
membership details

e Suitable chair of the USCGG - Complete: The Interim Assistant DoTH nominated. who
will formally report into the Medical Equipment Group, chaired by the EDoTH.

e Clear reporting pathway for USCGG ToRs - Complete: Reporting into the Medical
Equipment Group, chaired by the EDoTH, with reportable instances be directed to QSE,
as per attached “USCGG ToRs v0.8”.

e Change of name for the Medical Ultrasound Risk Management Procedure and Policy to
Ultrasound Clinical Governance Procedure and Policy. — Complete: Request formally sent
to rename and appropriately index both Policy and Procedure.

¢ Arrange USCGG regular meetings - Complete: The inaugural USCGG meeting took place

on 23rd Feb 2022, with further meetings taking place at a minimum frequency of 3

O\%months.

od/%%gﬁquirements to appoint US roles of Clinical Lead User, Speciality Lead User, and
Eﬂﬁc@tional Supervisor / Training Supervisor within relevant Clinical Boards will be actioned
as ﬁg%pf the formation of the new USCGG. - Partially complete: information requested
from &l departments
(https://forms.office.com/Pages/ResponsePage.aspx?id=uChWuyjjgkCoVkM8ntyPrrIXT
-fm7LhNmeHyPODDv-ZUNUhININWUzFJSEUzUjdPSU1aTkpXQ1IwRi4u). Complete in
Medical Physics, Critical Care and Physiotherapy. Pending in other areas.
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e Creation and implementation of the US Safety Training will be actioned and implemented as
part of the formation of the new USCGG. — In progress: Progress with LED. Courses to be
up loaded initially to Learning@Wales (due live by 15t Sept) then subsequently to ESR
(6-12month go live time scale). The work will involve creation of on-line mandatory
Ultrasound safety training for all users with the responsibility of compliance lying with
the relevant Clinical Boards who will report compliance into the USCGG.

¢ An annual audit template will be developed by the membership of the USCGG to include a
balanced range of performance indicators on the effective management of U/S devices
including training, competence and maintenance as part of the U/S governance framework. —
In progress — The USCGG has reviewed similar audit tools used by other services,
including POCT. The draft audit tool will be shared and agreed at the next USCGG
meeting (29/06/2022).

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

The following lists the short fallings found in C&V UHB Ultrasound Governance:

From the Aug 2021 Ultrasound audit report:
Objective 1: Design and implementation of ultrasound governance arrangements.

i. Lack of awareness of revised C&V UHB Medical Ultrasound Risk Management Policy
(https://cavuhb.nhs.wales/files/policies-procedures-and-quidelines/patient-safety-and-quality/t-patient-
safety/ultrasound-risk-management-policy-pdf/) and Medical Ultrasound Risk Management Procedure
(https://cavuhb.nhs.wales/files/policies-procedures-and-guidelines/patient-safety-and-quality/t-patient-
safety/ultrasound-risk-management-procedure-pdf/)

ii.  Consideration of how Clinical Boards will provide US Governance assurance to EDoTH.

iii.  Creation of an abridged US procedure and renaming of both policy and procedure to align with US
structure and governance.
iv.  Out of date Ultrasound Clinical Governance Groups ToRs.
v.  Unclear routine and embedded reporting arrangements in ToRs
vi.  Charing of the USCGG fell short of the level of authority required.
vii.  Poor attendance of USCGG

Objective 2: Roles and responsibilities.

i.  No formal documentation of roles and responsibilities assigned to staff in certain US areas and
appropriately documented within certain Clinical Boards.

Reasonable assurance was found in training, noting an ambition of the USCGG to create a mandatory e-
learning module for Ultrasound Safety training for all relevant staff.

Recommendation: |

The Committee is requested to:

a) Note the actions being taken (as set out in this report) to address the recommendations made
by Internal Audit in the Ultrasound Governance audit report dated August 2021.

S
%%,

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as ielevant

1. Reducealth inequalities 6. Have a planned care system where
Sy demand and capacity are in balance
2. Deliver outcomes that matter to 7. Be a great place to work and learn
people
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3. All take responsibility for improving 8. Work better together with partners to

our health and wellbeing deliver care and support across care v
sectors, making best use of our people
and technology

4. Offer services that deliver the ] 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the %}
entitled to expect resources available to us

5. Have an unplanned (emergency) 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an

care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: Yes/Ne

The actions taken will greatly reduce the risk of staff not being adequately trained in Ultrasound use and the
associated risk to patients from improper and unsafe use.

Safety: Yes/Ne
Improved patient safety by improving and controlling training compliance for staff.

Financial: ¥es/No

Workforce: ¥es/No

Legal: Yes/Ne
Improving governance will also ensure appropriate alignment with Medical Device Regulations.

Reputational: ¥es/No

Socio Economic: ¥es/No

Equality and Health: ¥es/No

Decarbonisation: ¥es/No

Approval/Scrutiny Route:
Committee/Group/Exec | Date:
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Audit and Assurance Services conform with all Public Sector Internal Audit Standards as
validated through the external quality assessment undertaken by the Institute of Internal
Auditors

Acknowledgement
NHS Wales Audit & Assurance Services would like to acknowledge the time and co-operation given by
management and staff during the course of this review.

Disclaimer notice - please note
This audit report has been prepared for internal use only. Audit & Assurance Services reports are prepared,
in accordance with the Service Strategy and Terms of Reference, approved by the Audit Committee.

Audit reports are prepared by the staff of the NHS Wales Shared Services Partnership - Audit and
Assurance Services, and addressed to Independent Members or officers including those designated as
Accou%fa(ble Officer. They are prepared for the sole use of the Cardiff and Vale University Health Board
and no f@ppn5|blllty is taken by the Audit and Assurance Services Internal Auditors to any director or
officer in t‘ﬁgg,l%ndlwdual capacity, or to any third party.
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Executive Summary

Purpose

The overall objective of the review was to
evaluate and determine the adequacy of
the systems and controls in place within
the Health Board in relation to ultrasound
governance, in order to provide
assurance to the Health Board's Audit
Committee that risks material to the
achievement of the system's objectives
are managed appropriately.

Overview

This report provides limited assurance for
Ultrasound Governance arrangements,
which stems from issues relating to the
design and implementation of the revised
Medical Ultrasound Risk Management
Policy and Procedure (UHB 322 v2).

Governance arrangements were found to
be lacking and require review to
effectively direct and oversee the
implementation of the requirements
prescribed by the revised policy and
procedure.

Two high priority recommendations are
proposed, which fall under the scope of
objectives one and two.

Matters Arising

Report Classification

Trend
Limited  More significant matters require
\ management attention.
' \Y ‘ Moderate impact on residual )
L risk exposure until resolved.
Assurance summary?
Assurance objectives Assurance
1 Design and implementation of Limited
ultrasound governance arrangements
2 Roles and responsibilities Limited

Servicing, maintenance, repair and
quality assurance

Procurement of diagnostic and
therapeutic ultrasound equipment

5 Ultrasound training

Reasonable

Control Design

Recommendation

or Operation Priority
Lack of communication of the revised Medical Operation
1 Ultrasound Risk Management Policy and Procedure High
(UHB 322 v2)
> Absence of Clinical Board assurance to the Executive Operation
Director of Therapies and Health Science
3 Design and feedback of the Medical Ultrasound Risk Design
Management Procedure
4 Ultrasound governance arrangements require review Operation -
5 Roles and responsibilities outlined by procedure Operation
8 require formalisation
O
%%,
)
?’v) O’f
1 The objectng%épd associated assurance ratings are not necessarily given equal weighting when formulation the overall audit
opinion U?LS\

%

NWSSP Audit and Assurance Services
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1. Introduction

The review of Ultrasound Governance was deferred in 2020/21 and carried forward to the
2021/22 Internal Audit Plan. The Clinical Diagnhostics and Therapeutics Clinical Board proposed
the review for inclusion in the plan.

The Health Board’s Medical Ultrasound Risk Management Policy (UHB 322 v.2) was updated in
2020 and approved by the Quality, Safety and Experience Committee. The policy notes, “Cardiff
and Vale UHB is committed to providing uniform, high quality diagnostic and therapeutic
ultrasound services which consistently meet as a minimum all national evidence-based
standards”.

The lead executives for the review are Steve Curry, Chief Operating Officer and Dr Fiona Jenkins,
Executive Director of Therapies and Health Science.

Audit Risks
The potential risks considered in this review are as follows:

e There is no effective clinical governance framework;

e Equipment is poorly specified or maintained;

e Examinations are undertaken or interpreted by untrained or poorly trained individuals;
e Inadequate monitoring of performance and scrutiny of outcomes.

The following policy commitment will be outside of the scope of this audit, "Provide a robust
framework for the documentation of ultrasound referrals, examinations and procedures, and the
secure storage of images, to ensure data is recorded accurately and consistently, and stored
safely across the UHB”. (To be considered as a discrete audit for future audit plans).

2. Detailed Audit Findings

Objective 1: The design and implementation of ultrasound governance
arrangements outlined within the Health Board’s Ultrasound Risk Management
Policy and Procedure.

Medical Ultrasound Risk Management Policy & Procedure (UHB 322 v2)

e The Quality, Safety and Experience Committee approved the revised Policy and Procedure
on 20 July 2020. The accountable executive is the Executive Director of Therapies and
Health Science.

e Both documents are available on the UHB’s intranet site.
The following matters arising were noted:

e Audit testing identified that there was a lack of awareness of the revised Medical
Ultrasound Risk Management Policy and Procedure, which was published in February 2021.
«(Matters Arising 1 - High Priority)

0 <9
/«Eﬁcrther consideration is required of how Clinical Boards are to provide assurance to the

Ef@ygtlve Director of Therapies and Health Science that medical ultrasound is managed in
compﬁa;nce with the UHB’s policy and procedure. (Matters Arising 2 — Medium Priority)

.\5\7
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e Feedback during the audit highlighted the comprehensive nature of the procedure but an
abridged version would be welcomed. Also, the naming of the policy and procedure
suggests a focus on risk management, but the content is of ensuring sound structure and
processes for ultrasound governance. (Matters Arising 3 — Medium Priority)

Medical Ultrasound Governance Arrangements
e There is an Ultrasound Clinical Governance Group (UCGG) in place.

e The acting Chair of the UCGG has had opportunity to raise concerns through the Medical
Equipment Group and Quality Safety and Experience sub-committee in 2019.

The following matters arising were noted:

e The Ultrasound Clinical Governance Group Terms of Reference is out of date (2015) and
has not been reviewed in tandem with the revised Medical Ultrasound Risk Management
Policy and Procedure.

e Whilst the outdated terms of reference suggests a formal means of escalation beyond the
group, we were unable to evidence routine or embedded reporting arrangements.

e The current chairing arrangements of the UCGG meetings falls short of the terms of
reference, with reduced authority in the UHB, which has impacted the ability of the group
to guide and direct matters of ultrasound governance.

e Poor attendance of the UCGG has been an issue, which was highlighted by the sampled
audit areas and the acting chair of the UCGG.

(Matters Arising 4 — High Priority)

Conclusion: To support the implementation of the updated Medical Ultrasound Risk Management
Policy and Procedure the governance arrangements require review to provide sound oversight
and direction. (Limited Assurance)

Objective 2: Roles and responsibilities in the management of diagnostic and
therapeutic ultrasound services.

e The revised policy and procedure requires three key ultrasound governance roles to be
allocated within Clinical Boards; Clinical Lead User, Speciality Lead User, and Educational
Supervisor / Training Supervisor.

e Whilst these roles may have been nominally allocated, we were unable to formally
evidence the allocation of these roles within Obstetrics & Gynaecology, Cardiology
Directorates, and the Medical Physics Doppler Ultrasound Service. (Matters Arising 5 -
Medium Priority)

Conclusion: The three key roles in the management of diagnostic and therapeutic ultrasound
services require formal adoption by Clinical Boards. (Limited Assurance)

NWSSP Audit and Assurance Services 6
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Objective 3: Servicing, maintenance, repair and quality assurance of diagnostic
and therapeutic ultrasound equipment, in addition to decommissioning.

e For the sampled audit areas, all ultrasound equipment in use within the Obstetrics &
Gynaecology, Cardiology Directorates, and Medical Physics Doppler Ultrasound Service are
covered by formal UHB-wide contractual managed service agreements.

e Regular meetings are held between managed service agreement providers and key
ultrasound user representatives within the UHB. Reports are provided that cover asset
support given, a report of current equipment in place, issues/faults/repairs reported, and
action and training provided to users in the period.

e All three areas held records of regular servicing and maintenance of their ultrasound
equipment and that of call-outs for issues/faults/repairs.

e Daily quality assurance safety checks are performed by the clinical and medical users on
ultrasound equipment within the Directorates as a matter of course before the equipment
is put into use.

Conclusion: There are no matters arising in respect of this Objective. (Substantial Assurance)

Objective 4: Procurement of diagnostic and therapeutic ultrasound equipment.

e Purchases of new ultrasound equipment made by the Cardiology Directorate were done so
in compliance with the requirements of the Medical Equipment Management Procedure
prior to the publication of the revised Medical Ultrasound Risk Management Procedure.

e There are no items of ultrasound equipment on loan, trial or hire within any of the three
areas at the time of the audit as confirmed by the respective Directorate Managers and
the Lead Clinical Scientist of the Non-Ionising Radiation Team.

NB: We were advised that there have been no purchases of ultrasound equipment in any of the
tested areas since the publication of the Ultrasound Risk Management Procedure in February
2021.

Conclusion: There are no matters arising in respect of this Objective. (Substantial Assurance)

Objective 5: Training and competence for the use of diagnostic and therapeutic
ultrasound.

In accordance with Section 4 of the Medical Ultrasound Risk Management Procedure, all clinical
and medical staff working with ultrasound equipment within the Obstetrics & Gynaecology,
Cardiology Directorates, and the Medical Physics Doppler Ultrasound Service held evidence of:

e Up to date records of statutory registration status in respect of their professional
bodies/institutions.

Up to date records of all ultrasound users’ relevant qualifications and the awarding
G/fﬁ&tltutlon

Beyondea‘i% above training requirements of the Procedure which were satisfied, section 4.1,
UItrasound’E§q>U|pment Training, is nuanced to the training requirements of specific equipment,
and section 4{2, Ultrasound Safety Training, to general requirements of safe management of
medical ultrasound equipment. Our testing did not extend to requirements 4.1 and 4.2 given

NWSSP Audit and Assurance Services 7
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the lack of awareness of the procedure. In accordance with ‘Matters Arising 2’ of this report,
further consideration is required of how Clinical Boards are to provide assurance to the Executive
Director of Therapies and Health Science that medical ultrasound is managed in compliance with
the UHB'’s policy and procedure.

The Non-Ionising Radiation Team have acknowledged that for greater oversight of ultrasound
safety training an e-learning module is currently in development, with the intention of linking to
ESR, which will provide a means of monitoring compliance and fulfilment of section 4.2 of the
procedure.

Conclusion: Whilst no recommendations are made under this objective, the fulfilment of
recommendation two of this report will provide greater assurance to the Executive Director of
Therapies and Health Science on the requirements of 4.1 and 4.2 of the procedure. In addition
to the introduction of an e-learning tool to provide greater oversight of general ultrasound safety
training across the UHB. (Reasonable Assurance)

NWSSP Audit and Assurance Services 8
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Appendix A: Management Action Plan

Matter Arising 1: Lack of communication of the revised Medical Ultrasound Risk Management

Policy and Procedure (UHB 322 v2) (Control Operation)

It was evident through audit testing that there was a lack of awareness of the revised Medical Ultrasound Risk | Potential risk of there being no
Management Policy and Procedure (UHB 322 v2), although both were available on the UHB intranet site. For @ effective clinical ultrasound
the sampled areas, none of the directorate management, clinical or medical ultrasound users in Obstetrics & | governance framework in place.
Gynaecology and Cardiology Directorates were aware of the existence of the finalised policy and procedure.

The Ultrasound Clinical Governance Group in July 2020 reviewed draft iterations of the policy and procedure,
and both directorates had representatives who attended.

Once the policy and procedure had been formally ratified by the UHB Quality, Safety and Experience Committee
in July 2020, there was no evidence of communication to all UHB Directorate Managers or the membership
body of the Ultrasound Clinical Governance Group.

Recommendation 1 Priority

The Executive Director of Therapies and Health Science should be provided with assurance that the revised
Medical Ultrasound Risk Management Policy and Procedure (UHB 322 v2) has been adequately communicated
within the Health Board.

Agreed Management Action Target Date Responsible Officer

The Policy and Procedure will be promoted through the Medical Equipment Group, Medical October 2021 Assistant D