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Unconfirmed Minutes of the Public Quality, Safety & Experience Committee

Held on 16 th July 2024

Via MS Teams

  
Chair:
Ceri Phillips CP Committee Chair / UHB Vice Chair
Present:
Akmal Hanuk AH Independent Member – Community 
Rhian Thomas RT Committee Vice Chair / Independent Member – Capital & 

Estates
Mike Jones MJ Independent Member – Trade Union
In Attendance
Edward Chapman EC Head of Clinical Engineering
Aled Roberts AR Associate Medical Director Patient Safety and Clinical 

Effectiveness
Jason Roberts JR Executive Nurse Director
Alexandra Scott AS Assistant Director of Quality and Patient Safety
Richard Skone RS Interim Executive Medical Director
Claire Beynon CB Executive Director of Public Health
Paul Bostock PB Chief Operating Officer
Vicki Burrell VB Senior Service Improvement Programme Manager 
Francesca Thomas FP Head of Corporate Governance
Matt McCarthy MM Interim Head of Safety, Quality & Organisational Learning
Adam Christian AC Clinical Board Director – CD&T
Sarah Lloyd SL Director of Operations – CD&T
Helen Luton HL Director of Nursing – CD&T
Sarah Martin SM Research and Development Manager
Matt Wise MW Locum Consultant in Intensive Care
Suzanne Wood SW Consultant in Public Health Medicine
James Dunn JD Locum Consultant in Emergency Medicine
Helen Williams HW Interim Regional Director of Llais Cymru
Observers

Secretariat
Rachel Chilcott RC Corporate Governance Officer
Apologies
Angela Hughes AH Assistant Director of Patient Experience
Matt Phillips MP Director of Corporate Governance
Emma Cooke EC Executive Director of Therapies & Health Science

QSE  
24/07/001

Welcome & Introductions 

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

ACTION

QSE  
24/07/002

Apologies for Absence 

Apologies for absence were noted. 

QSE  
24/07/003

Declarations of Interest 

No declarations of interest were raised.
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QSE  
24/07/004

Minutes of the Committee meeting held on 21.05.2024

To view the minute: https://youtu.be/x_YRjpnuo4c?t=116 

The minutes of the Committee meeting held on 21.05.2024 were received.

The Committee resolved that:
a) The minutes of the meeting held on 21.05.2024 were approved as a true and 

accurate record of the meeting.

QSE  
24/07/005

Action Log following the Meeting held on 21.05.2024

To view the minute: https://youtu.be/x_YRjpnuo4c?t=151 

The Action Log following the Meeting held on 21.05.2024 was received. 

QSE 23/12/007 – Royal College of Psychiatrists (RCP) Review: - the Executive Medical 
Director (EMD) informed the Committee that they had received the report and several 
Executives had met with the Mental Health team to discuss the various themes, which 
included: dynamic risk assessments, note-keeping, communication, and patient 
engagement. A plan would be developed to address staffing and improvement delivery. 

The Chief Operating Officer (COO) added that they would meet with the Clinical Board 
every four weeks. He noted that they had not received the formal RCP report yet and 
suggested that an update be brought back to the QSE Committee in October. 

QSE 24/03/009 - Consent to Examination and Treatment: - The EMD noted that this had 
been brought to SLB recently, and that it was agreed that it should form part of the 
mandatory training. The EMD had met with the Executive Director of People & Culture 
(EDPC) and the Medical Education team to ensure it became embedded within the 
induction programme for junior doctors and consultants. 

The Committee resolved that:
a) The Action Log from the meeting held on 21.05.2024 was noted.

QSE  
24/07/006

Committee Chair’s Actions

No Chair’s Actions were raised. 

Items for Review & Assurance
QSE  
24/07/007

Clinical Diagnostics and Therapeutics (CD&T) Clinical Board – Assurance Report

To view the minute: https://youtu.be/x_YRjpnuo4c?t=518 

The Clinical Board Director-CD&T (CBD-CD&T) shared a Patient Story with the 
Committee which showed the journey of a patient through the laboratory. 

The COO thanked the team and suggested that the video be shared with patients.

The Independent Member – Community (IM-C) noted that patients may not want to know 
but suggested that it may be useful for training. 

The CBD-CD&T responded that this was the first time they had shown the video, and that 
they hoped to educate staff on where they sat in the patient pathway. He noted that whilst 
patients may not need detailed explanations, the goal was to raise public awareness and 
interest in pathology. 
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The Interim Regional Director of Llais (IRDL) noted that some patients would want to 
understand more about the journey through the laboratory, and that it would depend on 
the individual. 

The Director of Nursing-CD&T (DON-CD&T) presented the Assurance Report which 
provided the Committee with a summary of the arrangements, progress, and outcomes 
within the CD&T Clinical Board. It outlined the achievements and innovations leading to 
improved quality and care for patients, and it described some key challenges, risks, and 
the mitigations in place to continue into 2024/25.  

The Committee Vice Chair (CVC) asked for more detail around the robust action plan to 
overcome the radiology backlog. In addition, she asked how the team captured the good 
sustainability work being undertaken. 

The Director of Operations-CD&T (DO-CD&T) responded that the action plan involved 
multiple strategies due to the variety of modalities and challenges. Efforts would include 
increasing activity through existing facilities with consultants and sonographers, and 
utilising independent service providers for additional capacity. In addition, there was a 
South-East Wales programme which looked to improve regional diagnostic access. 

Regarding sustainability, the DON-CD&T noted that the Clinical Board had a dedicated 
Green Group with members who also participated in the Health Board’s Sustainability 
Group to provide feedback and insights. 

The CC noted that the diagnostic backlog was topical in conversations between Welsh 
Government (WG) and the Executives. 

The Committee resolved that:
1) The progress made by the Clinical Board to date was noted; and
2) The content of the report and the assurance given by the CD&T Clinical Board 

was noted.

QSE  
24/07/008

Quality Indicators Report

To view the minute: https://youtu.be/x_YRjpnuo4c?t=2699 

The Assistant Director of Quality and Patient Safety (ADQPS) presented the Quality 
Indicators Report and slides which provided assurance in relation to several quality, 
safety, and patient experience priorities.

The Executive Director of Public Health (EDPH) asked whether equity could be 
incorporated into the Quality Indicators Report. 

The CC welcomed the EDPH’s suggestion. 

The CC asked to what extent a thematic analysis of Health Inspectorate Wales (HIW) 
reports had been undertaken to address the common themes. 

The ADQPS explained that the Clinical Safety Group were in the early stages of 
implementing a thematic analysis of HIW reports. 

The Committee resolved that:
1) The assurance provided by the quality indicators was noted.

QSE  
24/07/009

Never Events Deep Dive 

To view the minute: https://youtu.be/x_YRjpnuo4c?t=3348 

The ADQPS presented the Never Events – Deep Dive report to the Committee which 
provided an overview of the Nationally Reportable Incidents (NRI) framework, the 
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definition of Never Event categories, a thematic analysis of the NRIs reported in Cardiff 
and Vale UHB between 1st April 2023 and 31st May 2024, and the work undertaken to 
reduce further risk. 

The EMD noted that they had placed emphasis on the Five Steps to Safer Surgery in 
theatres in the University Hospital of Llandough (UHL). 

The CC acknowledged the slight increase in the number of Never Events in CAVUHB 
and stressed the need for processes to minimise human failings. The CC emphasised the 
need to understand the rate of Never Events in the context of the total number of 
procedures undertaken across the Health Board. 

The QSE Committee resolved that:
a) The assurance provided by the improvements being implemented to eradicate 

Never Events was noted.

QSE  
24/07/010

Update on the Hepatitis B/C Recovery Plan

To view the minute: https://youtu.be/x_YRjpnuo4c?t=3873 

The EDPH informed the Committee of the three main priorities in public health 
(vaccination, smoking and obesity), and highlighted the ongoing Health Protection 
responsibility. She noted that the Hepatitis B/C Recovery Plan formed part of their 
proactive approach to preventing disease. 

The Consultant in Public Health Medicine (C-PHM) took the paper as read, and 
highlighted the following:
- The goal set by the World Health Organisation (WHO), WG, and the local authorities 

was to eliminate Hepatitis B & C by 2030
- Significant effort was required to achieve this, which included adequate resources, 

capacity, and delivery mechanisms
- The C-PHM chaired a multi-agency forum which met bi-monthly to ensure the action 

plan was on track
- The prevention and treatment of Hepatitis B & C were highly cost-effective and 

offered significant savings in lives and NHS costs

The CC asked for a further update to be provided to the Committee in six months. 

The QSE Committee resolved that:
1) The progress to date was noted; and
2) The content and ambition of the Hepatitis B and C Elimination Plan 

2024/25 was noted.

QSE  
24/07/011

Joint Inspection of Child Protection Arrangements (JICPA) Update

To view the minute: https://youtu.be/x_YRjpnuo4c?t=4136 

The Executive Nurse Director (END) presented the JICPA report to the Committee which 
provided an overview of the multi-agency inspection which took place during January 
2024, the findings of the review, the immediate improvement plan assigned by HIW, and 
the actions taken to provide assurance. 

The CC requested that a further update on the Improvement Plan be provided to the 
Committee in six months. 

The QSE Committee resolved that:
1) The safeguarding arrangements across the UHB were noted for awareness.

Items for Approval / Ratification
QSE  Policies 
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24/07/012
No policies for approval. 

QSE  
24/07/013

Patient Safety Notice 066 (Safer Identification of Unknown Patients)

To view the minute: https://youtu.be/x_YRjpnuo4c?t=5045 

The Interim Head of Safety, Quality & Organisational Learning (IHSQOL) presented the 
report to the Committee which summarised the Patient Safety Notice 066 requirement for 
the Health Board to develop a plan for a system for safer identification of unknown patients, 
and outlined the update to the Emergency Unit (EU) Clinical Workstation to allow for the 
generation of these safer temporary identifiers when an unknown patient is admitted to the 
EU.

The Independent Member – Trade Union (IM-TU) asked how frequently unidentified 
patients came into the EU. 

The IHSQOL responded that it was not an everyday occurrence, but that it was not 
unusual. 

The Senior Service Improvement Programme Manager (SSIPM) asked how the records 
of patients married up once the patient’s identity had been found. 

The IHSQOL responded that it went back into Medical Records. 

The QSE Committee resolved that:
1) The go-live of the updated process for identification of unknown patients, in line 

with the requirements of Patient Safety Notice 066, was approved. 

Items for Noting & Information
QSE  
24/07/014

Minutes from Clinical Board QSE Sub-Committees and the Safeguarding Steering 
Group (SSG) 

To view the minute: https://youtu.be/x_YRjpnuo4c?t=5537 

The QSE Committee resolved that:
1) The minutes from the Clinical Board QSE Sub-Committees and the Safeguarding 

Steering Group (SSG) were noted.

QSE  
24/07/015

Research and Development Update

To view the minute: https://youtu.be/x_YRjpnuo4c?t=5559 

The Research and Development Manager (R&DM) presented the report and slides which 
provided the Committee with an overview of research activity ongoing within the Health 
Board. 

The EMD highlighted the close dialogue between the finance team and the research 
team and emphasised the importance of research in improving patient care and 
outcomes. He informed the Chair that he would bring the necessary information back to 
the QSE Committee for informed decision-making. 

The CC suggested that an update on Research and Development activity be brought 
back to the QSE Committee in six months. 

The QSE Committee resolved that:
1) The Research and Development Update was noted.

Items to bring to the attention of the Board / Committee: 
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QSE  
24/07/016

No items.

Agenda for Private QSE Meeting

QSE  
24/07/017 i) Minutes and Action Logs from the Private QSE Committee on 21.05.2024

ii) Any Urgent / Emerging Themes – Verbal Update
iii) Ophthalmology WET AMD

Any Other Business 
QSE  
24/07/018

No items.

Date & Time of Next Meeting: 

QSE  
24/07/019

Tuesday 27th August 2024 at 2pm via MS Teams
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Action Log 

Public Quality, Safety & Experience Committee

Update for meeting 8 th October 2024
(Following the meeting held on 16 th July 2024)

MINUTE REF SUBJECT AGREED ACTION DATE BY LEAD STATUS/COMMENT
Actions 

QSE  
24/07/005

Royal College of 
Psychiatrists Review

For an update on work being 
undertaken following the Royal College 
of Psychiatrists Review to be 
presented. 

08/10/2024 Richard Skone / 
Jason Roberts / Paul 
Bostock

COMPLETED

Added to the Forward Plan for 
October’s QSE meeting.

QSE  
24/07/010

Update on the 
Hepatitis B/C 
Recovery Plan

For an update on the Hepatitis B/C 
Recovery Plan to be presented at a 
future Committee.

07/01/2025 Claire Beynon COMPLETED

Added to the Forward Plan for 
January's QSE meeting.

QSE  
24/07/011

JICPA Update For the Improvement Plan to be 
presented at a future Committee.

07/01/2025 Jason Roberts COMPLETED

Added to the Forward Plan for 
January's QSE meeting.

QSE  
24/07/015

Research and 
Development Update

For an update on Research and 
Development activity to be presented at 
a future Committee.

07/01/2025 Sarah Martin / 
Matthew Wise

COMPLETED

Added to the Forward Plan for 
January's QSE meeting.

Actions referred to Board / Committees 

Actions referred FROM Board / Committees
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Pre-investigation harm is broken down as follows: - 

None Low Moderate Severe Catastrophic Total 
93 203 83 16 2 397

This indicates that 51% of all incidents managed by PCIC are identified as Low harm. The hot spots 
continue to be incidents that remain open from 2022. There are currently only 2 (previously 5) that 
remain open from this time period. The 2 incidents are complex and have been passed to teams from 
staff who have left the organisation which has impacted on the delay.  Weekly scrutiny of open Datix 
incidents are undertaken by the Quality and safety team to support staff undertaking investigation, 
management and closure and to ensure correct allocation of incidents and the number of overdue 
open incidents has reduced significantly with support provided to the teams from the PCIC Quality and 
Safety and Patient Safety Team. The next workstream will support the closure of 2023 incidents, of 
which there are currently 26 open. 

Primary Care Interface and Patient Safety Incident Reporting 

The PCIC Clinical Board has a well-established process to enable General Practitioners (GP) to report 
incidents principally in line with Welsh Health Circular (2018) 014 Communication standards all-wales-
communication-standards-between-primary-and-secondary-care.pdf (gov.wales) but also for any other 
patient safety incident.   Datix Cymru has been offered to all General Medical Services (GMS). 
However, there has been reluctance to engage in the process or to fully adopt the system into GMS.  
There is no legislative requirement for practices to do so. 

In the absence of GMS practices adopting DatixCymru and to support a streamlined single reporting 
system, GMS teams are now asked to submit Datix incidents to the Health Board via the DatixCymru 
off line reporting process. 

Of the 397 incidents, 247 remain open over the 30-day target as indicated below. Primary care 
incidents are currently the highest proportion and include multiple services including, OOH’s and 
immunisation and interface incidents reported via GP practices.
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Pressure Ulcers 

Weekly pressure ulcer scrutiny panels are fully embedded in practice within PCIC. The aim of the 
panels is to focus on grade 3, 4 and unstageable pressure damage prevention and management, 
ensuring patient safety through scrutiny, clinical supervision, education and integrity throughout and 
supports the All Wales Pressure Ulcer Reporting and Investigation process.  

The panels provide a focused approach and early management of incidents and create a forum for 
peer support and wider learning. This is a multidisciplinary approach. 

In August 2024, there were a total of 148 (excluding rejected) pressure damage incidents reported 
within the Clinical Board.  Of those 39 incidents reported were categorised as stage 3,4 or unstageable 
pressure damage. The data below illustrates the rolling position across the clinical Board. 

0

10

20

30

40

50

60

70

Primary, Community and Intermediate Care

North West Cardiff Locality

Primary Care

Primary Care - Interface 
Incidents
South East Cardiff Locality

Vale Locality

Immunisation and Testing

Medicines Management and 
Community Pharmacy
Safe@home

Incidents Open over 30 days PCIC  

�������� ������������



Of those 39, 3/4/ UNST reported, 37 developed or worsened during care on the caseload. A 
breakdown of the category is illustrated below. 

In August 0 incidents were identified as avoidable and reported as an NRI to the NHS Executive 
(formerly the Delivery Unit DU). The data below indicated the monthly position in relation to 
avoidable pressure damage. The last avoidable incident was in June 2024. 

Learning from avoidable damage is shared across teams and presented at PCIC Q&S meeting for 
wider sharing of learning. Themes previously identified from avoidable pressure damage include 
delayed provision of pressure reliving equipment, completion of risk assessments and care plans. 
Teams are being supported by the PPDN team in relation to education and support. Education, training 
and team leader support has been invaluable in the reduction of avoidable pressure damage within 
the Clinical Board.

Infection Prevention and Control (IP&C) 

There is now a dedicated part time IP&C nurse supporting PCIC. Part of their role includes supporting 
the Root Cause Analyses (RCA) investigation process for Clostridium difficile. The investigative 
requirements are shared with the relevant GP practices for action; there has been a robust 
engagement since the re-introduction of the requirement in February 2022.
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Dental Services 

In terms of CDS services following a significant review of the model there has been a substantive 
improvement in activity and work continues on changing the service to improve sustainability and 
efficiency. The CDS service reports into PCIC Senior Management Team on a weekly basis in terms 
of the capacity they have delivered.  In addition to this, the performance management of the CDS 
service, is discussed in monthly Operational Performance Management meetings with the PCIC 
Senior Management Team.

Access to GDS NHS dentistry is a UK wide issue and does form a key theme in concerns which 
PCIC receive.  C&V UHB is the only UHB which maintains a central waiting list for allocation to an 
NHS dentist and the primary care team undertake regular cleansing of this list to ensure patients are 
allocated in as timely and effective way as possible given the capacity constraints.  The C&V Dental 
Centralised Waiting List (DCWL) currently has 27k patients waiting for access to a dentist. The 
average wait time for patients is 18 months. A waiting list validation is currently being undertaken by 
an outside agency and it is hoped the list will reduce follow this exercise. By 20th November 2024, all 
Health Boards DCWL will transfer to DHCW as per Ministerial direction. 

Effective Care

District Nursing (DN) 

All DN teams have been reporting escalation 3 level and occasionally level 4 for a number of months. Staffing 
has been managed across the teams depending on the level of risk. 

Recruitment remains challenging, however there are new student streamlining staff due to commence in 
September 2024. All streamliners undertake a focused orientation education programme supported by the 
Professional Practice Development Nurse (PPDN) team. This provides excellent support and supports staff 
retention. 

The six, Band 4 Assistant Practitioners continue to be a huge asset to the DN service and have worked hard to 
complete their competency frameworks. Continual evaluation of the role is ongoing and we are exploring 
opportunities to transition and build in the Nurse Associate Role into our establishments.

As part of the All Wales Community Nursing Specification, we have now completed two self-assessments and 
one peer review based on the requirements. The key findings from this were in relation to our ability to increase 
up to 80% of our weekday working over the weekend period, provide additional palliative care support and 
ensure robust supervision and support for all staff. Work is ongoing to progress and deliver on these areas.

Dignified Care

PCIC has achieved excellent performance with its response to complaints over the last 12 months.  
There are currently 4 Formal concerns managed under PTR – with only 1 response overdue and 
breaching the 30-day deadline. 

In August 2024 there were: 

4 concerns managed under PTR and x 1 closed. 
5 under early resolution that were actioned and closed
21 enquires logged on Pals 

NB. It is important to note that these are concerns that are submitted directly to the Health Board concerns team. We do not have sight of concerns that 
are submitted directly to the independent contractor services, GP, optometry and Dental. 

Themes include 

�������� ������������















The Board / Committee are requested to:

Note the current position and also the actions taken since the previous report to strengthen 
assurance and manage risks within PCIC 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 

demand and capacity are in balance X

2. Deliver outcomes that matter to 
people

X 7. Be a great place to work and learn X

3. All take responsibility for improving 
our health and wellbeing

8. Work better together with partners to 
deliver care and support across care 
sectors, making best use of our people 
and technology

X

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

X 9.    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

X 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 X Long term Integration X Collaboration X Involvement

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: Yes 
Risks are highlighted in the main report.
Safety: Yes
Safety issues and action taken or planned is included in the main report.
Financial: No
This report does not have specific finance implications. 
Workforce: Yes
Workforce issues and associated actions are included in the main report.
Legal: No
There are no legal implications.
Reputational: Yes
There could be reputational implications if risks are not appropriately managed but this report includes action 
taken or planned in order to mitigate this.
Socio Economic: Yes
The actions taken or planned referenced in this report relate to the provision of services and how they can be 
improved. There are a range of services provided by PCIC which aim to improve access or quality of services 
for more vulnerable groups e.g. prison services, community dental services.
Equality and Health: No
No requirement as a result of this report for an EHIA to be undertaken.
Decarbonisation: No
Not applicable in relation to the content of this report.
Approval/Scrutiny Route:
Committee/Group/Exec Date:
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Report Title:
Quality Indicators Paper Agenda 

Item no.
2.2

PublicMeeting: Quality Safety and 
Experience Committee Private

Meeting 
Date: October  2024

Status 
(please tick 
one only): 

Assurance Approval Information

Lead 
Executive: Executive Nurse Director 

Report Author 
(Title): Assitant Director of Patient Experience 

Main Report
Background and current situation:
The Quality Indicators report offers assurance on various priorities related to quality, safety, and 
patient experience. It presents data up to the end of August 2024 and outlines actions being taken 
to achieve necessary improvements. The report also includes exception reporting to highlight 
emerging quality and patient safety issues or trends for the committee's attention. As the quality 
indicators evolve, additional metrics will be incorporated to monitor the timeliness of patient care, as 
well as the equality and equity of care provision and health outcomes
Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

Thirteen Nationally Reportable Incidents were reported in August 24 slightly above the 
national average 

C diffcile for the period between April to end of August the Health Board has had 94 cases, 
this is 45 more cases compared to the equivalent period in 2023. 

The UHB has achieved compliance with all issued safety solutions (alerts and notices).

An unannounced follow up inspection of Cedar Ward Hafan y Coed occurred in July 24 

The final report of the maternity services at UHW was published in June 24 

The indicators show an improving picture of compliance with tendable audits 

731 Concerns were raised between July and August 2024 78% were closed within 30 
working days and 38% under Early Resolution

Since April 23 Duty of Candour has been triggered on 198 occasions 

The UHB has 414 inquests currently being managed by Patient Experience.

 19706 Civica survey have been sent with and 18% response rate    90% of responders 
stated they were satisfied with the care that they received.

    72% of CIVICA Emergency Department responses stated that people were satisfied with 
the care that they received 

76% of CIVICA mental health survey responses state that the patients were satisfied with 
their overall experience 
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Recommendation:

The Committee is requested to: NOTE the assurance provided by the quality indicators.

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 
people

7. Be a great place to work and 
learn 

3. All take responsibility for 
improving our health and 
wellbeing

8. Work better together with 
partners to deliver care and 
support across care sectors, 
making best use of our people 
and technology

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

9.    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
Pr
e
v
e
nt
io
n

Long term Integration Collaboration Involveme
nt

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: Yes 
The review of compliance with recommendations will be undertaken
Safety: Yes
The Ombudsman provides an independent scrutiny of cases 
Financial: Yes
The ombudsman can offer financial redress to people raising concerns 
Workforce: n/a
Legal: n/a
Reputational: Yes
There is significant reputational risk from Public interest reports 
Socio Economic: n/a
Equality and Health: n/a
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Decarbonisation: n/a
Approval/Scrutiny Route:
Committee/Group/E
xec Date:
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Report Title:
Children looked after– Assessment 
Backlogs

Agenda Item 
no.

2.5

Public X
Meeting:

Quality, Safety & 
Experience 
Committee Private

Meeting 
Date: 08.10.2024

Status 
(please tick one only): Assurance X Approval Information X

Lead Executive: Executive Nurse Director

Report Author: General Manager, Children, Young People and Family Health Services

Main Report
Background and current situation:

The purpose of this report is to provide Committee Members with an updated position regarding 
assessments for Children looked after.

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

The Children Looked After (CLA) team are an integral part of the Children, Young People and Family 
Health Directorate and deliver an area of work where there are statutory health requirements. It is well 
known that children in care have greater adverse health outcomes so the assessments are aimed at 
improving health outcomes and reducing health inequalities, as well as ensuring identified health 
needs are actioned and monitored. The service is provided by a small staffing team of Medical session, 
Specialist Nurses and more recently Health Visitors. The nursing team was increased in March 2023 
in response to the number of children waiting for a statutory health assessment. This enables changes 
to be made around the service model in respect of age categories by clinical team.  

In January 2024 a Joint Inspectorate of Child Protection Arrangements (JICPA) was undertaken in 
CAV as part of an All Wales review. The CLA service was reviewed and although it was noted that 
additional capacity had already been put into place to address the backlog of statutory assessments, 
further action was requested for CLA in line with the JICPA Assurance Improvement Plan. The action 
is for the Directorate to review the process in place for CLA health assessments ensuring they take 
place within statutory timescales, concluding with the required report. A number of actions are ongoing 
and being closely monitored as this paper describes below. 

Performance against Statutory Regulations 

The regulations stipulate that within 28 days of a child being accommodated by the local authority they 
should have a holistic health assessment. For children under the age of 5 years, a review health 
assessment should be undertaken every 6 months. For those aged 5+ years this health assessment 
should be completed annually. The statutory requirements to see children within 28-days of entering 
care for an initial health assessment, is often not achievable due to delays in notification from the local 
authority.

Growth

As previously reported there had been a consistent increase in children in care in Cardiff and the Vale 
of Glamorgan. There are currently 1,600 children on the CLA database. Included within this are 413 
children from Cardiff and Vale, who are looked after out of area, and 236 children placed in Cardiff 
and Vale from other local authorities. This growth appears to have plateaued since January 2024.  

The increase in numbers of children looked after has had a significant impact on the number of initial 
& review Health Assessments required each year. However, capacity had remained the same until 
recently, resulting in a backlog of both new and review health assessments. 
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Graph 2 – Total Health Assessments undertaken in C&V and out of area

This graph demonstrates the significant 
increase in the number of assessments both 
within Cardiff and Vale, and out of area. 

The significant increase in CV is as a result of 
increasing numbers of specialist nurses, the 
introduction of heath visitors and an additional 
medical session.

The increase in assessments being 
undertaken out of area demonstrates the 
efforts of the team leader engaging with 
health boards where children are placed, to 
ensure a statutory Heath Assessments is 
undertaken. Whilst the children are placed out 
of area we maintain responsibility for ensuring 
the completion of Health Assessments by 
their host Health Board / Trust.

Graph 3 - Assessments undertaken in C&V             Graph 4 – Assessments undertaken out of area

      

Graph Number Health Assessments outstanding March 24 to August24

This graph demonstrates the significant 
improvement in the number of children looked 
after awaiting a health assessment. 

Initial – reduction from 85 in February 2024 to 47 
in August 24.
Review -  reduction from 350 in February 2024 to 
152 in August 24.

The graphs below break this backlog down 
between, children placed out of area (undertaken 
but health board / Trust placed in), children under 
5 or on adoption pathway (medical staff) and 
children over 5 (nursing and health visiting).
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Graph 6 – Backlog of initial assessments                Graph 7 – Backlog of review assessments 

   

Whilst there has been a significant improvement in the numbers waiting, meeting these regulations 
continues to be a challenge in the under 5 and adoption population due the small medical workforce.

All appropriate health assessments have been allocated nurses and health visitors in order for medical 
staff to focus on under 5 IHA and adoptions. There is limited capacity for medical advisors. 

In addition to the demand and capacity gap the increase in the number of children looked after has 
resulted in nurses and health visitors carrying significant numbers of children on their caseload, in 
excess of the recommended 100 (nurses) and 75 (health visitors). Based on the current caseloads 
this require an additional 3 WTE nurses and 1.00 WTE Health Visitor.

Impact of PARIS development 

A new module for CLA has been developed within PARIS. Processes have been digitised to maximise 
capacity of clinicians and resources and enable more effective reporting, audit and analysis across 
the service. 

This will streamline clinicians reporting time, releasing capacity to increase face to face support and 
assessments. 

This update has also enabled the Health Board to recover costs associated with health services for 
those children placed into the region from elsewhere. This is in line with other Health Boards charging 
C&V. 

Impact on Enfys 

Enfys is commissioned to provide support to those under the care of either Cardiff or Vale of 
Glamorgan Children’s Services.  Enfys is a Dyadic Developmental Psychotherapy (DDP) informed, 
specialist service consisting of psychology and occupational therapy.  Enfys works directly and 
indirectly with young people and the systems around them.  Enfys’ dominant population group is 
children looked after, it also supports adoption services and families, children on the edge of care and 
provides consultation into health and mental health services within the NHS.

This team has a small baseline budget with expansion in recent years being funded by Cardiff and 
Vale Local Authority, and Regional Integration Funds (RIF) through the Regional Partnership Board 
(RPB). 

It is widely acknowledged that children who have been in care and adopted are more likely to have 
experienced and continue to experience developmental trauma.  
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Report Title:
Blood Component Transfusion Policy Agenda Item 

no.
3.1

Public XMeeting: QSE Private
Meeting 
Date: 27.08.2024

Status 
(please tick one only): Assurance Approval X Information

Lead Executive 
Title: Executive Medical Director

Report Author 
(Title): Transfusion Practitioner

Main Report
Background and current situation:

This is an updated version of the current Transfusion Policy, with the data being reviewed and updated.  
The integrity and commitment of the policy remains unchanged.  This document has been reviewed 
and approved by the Hospital Transfusion Group.  This policy is also supported by the Transfusion 
Procedure, which is a comprehensive guide regarding how to undertake safe transfusion practice 
within Cardiff and Vale UHB.

Recommendation:

The Committee is requested to:

a) Review the Blood Component Transfusion Policy and ratify.

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please place an “X” in the relevant box below (this section must be completed) 
1. Reduce health inequalities X 6. Have a planned care system where 

demand and capacity are in balance
2. Deliver outcomes that matter to 

people
X 7. Be a great place to work and learn X

3. All take responsibility for improving 
our health and wellbeing

X 8. Work better together with partners to 
deliver care and support across care 
sectors, making best use of our people 
and technology

X

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

X 9.    Reduce harm, waste and variation 
sustainably making best use of the 
resources available to us

X

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

X 10.  Excel at teaching, research, innovation 
and improvement and provide an 
environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered  
Please place an “X” in the relevant box below (this section must be completed)

Prevention Long term Integration X Collaboration Involvement

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details. This section must be completed
Risk: Yes/No 
The risks associated with transfusions are well documented. Appropriateness of transfusion and the 
exploration of alternatives should be considered prior to any transfusion being authorized. Testing of blood 
components is carried out through the Welsh Blood Service. Both the blood Transfusion Laboratory and WBS 
comply with the Blood Safety and Quality Regulation (BSQR 2005).   
Safety: No
Financial: No
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There are no financial implications associated with this policy. 
Workforce: No
Legal: No
Reputational: No
Socio Economic: Yes/No
This policy applies irrespective of low income of any individual concerned. 
Equality and Health: Yes/No
Addressed in the main body of the policy.
Decarbonisation: n/a
Approval/Scrutiny Route: Please insert any previous meetings where this paper has been received 
Committee/Group/Exec Date:
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Document Title: Blood Component 
Transfusion Policy and EHIA

3 of 21 Approval Date: 08/03/2024 

Reference Number: UHB 068 Next Review Date:07/03/2027 
Version Number: 4 Date of Publication: TBC 
Approved By: Quality, Safety and 
Experience Committee

Disclaimer
If the review date of this document has passed please ensure that the version you
are using is the most up to date either by contacting the document author or the 

Governance Directorate.

Summary of reviews/amendments

Version 
Number

Date Review 
Approved

Date 
Published

Summary of Amendments

1 20/09/2009 23/08/11 Incorporates Better Blood Transfusion 
Practice Blood Safety and Quality 
Regulations All Wales Zero Tolerance 
Safer Practice Notices Massive 
Haemorrhage 

2 21/02/2017 23/02/2017 The former policy has been split into two 
documents: A Policy and procedure. There 
has been no change to the commitment of 
the policy

3 09/10/2020 06/04/2021 The previous document has been reviewed 
and updated. The integrity and 
commitment of the policy remains.

4 08/03/2024 TBC The previous document has been reviewed 
and updated. The integrity and 
commitment of the policy remains. 
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8

How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts 

Recommendatio
ns for 
improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate Directorate. 
Refer to where the mitigation 
is included in the document, 
as appropriate

6.3 People of 
different genders: 
Consider men, 
women, people 
undergoing gender 
reassignment

NB Gender-
reassignment is 
anyone who proposes 
to, starts, is going 
through or who has 
completed a process 
to change his or her 
gender with or without 
going through any 
medical procedures. 
Sometimes referred to 
as Trans or 
Transgender  

There appears not to 
be any impact on 
staff regarding 
gender. No 
documented 
evidence found from 
the assessment 
review of the 
information available 
on the date the 
search was 
performed to 
suggest that there 
are any statements, 
condition, rules or 
requirements which 
could potentially 
exclude or where 
applied cause an 
adverse impact 
against any group of 
individuals in respect 
of gender.  
Guidelines for The 
Use of Group O Rh 
D Negative Red 
Cells is followed

N/A Policy put out for 
consultation within the 
organisation and ratified 
by Transfusion Group

6.4 People who are 
married or who have 
a civil partner.

This policy applies 
irrespective of 
whether individuals 
are married, in civil 
partnership or not. 
There appears not to 
be any impact. No 
documented 
evidence found from 
the assessment 
review of the 
information available 
on the date the 
search was 
performed to 

Policy put out for 
consultation within the 
organisation and ratified 
by Transfusion Group
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9

How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts 

Recommendatio
ns for 
improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate Directorate. 
Refer to where the mitigation 
is included in the document, 
as appropriate

suggest that there 
are any statements, 
condition, rules or 
requirements which 
could potentially 
exclude or where 
applied cause an 
adverse impact 
against any group of 
individuals in respect 
of sexual orientation.  
Stonewall and 
Terrance Higgins 
Trust websites 
accessed and no 
evidence found.

6.5 Women who are 
expecting a baby, 
who are on a break 
from work after 
having a baby, or 
who are 
breastfeeding.  They 
are protected for 26 
weeks after having a 
baby whether or not 
they are on maternity 
leave.

This policy applies 
irrespective of 
whether individuals 
are on maternity 
leave or have 
recently had a baby. 
There appears not to 
be any impact.

This is covered in the 
UHB Maternity 
Procedure which 
requires managers to 
complete a Maternity 
Risk Assessment for 
pregnant employees. 

6.6 People of a 
different race, 
nationality, colour, 
culture or ethnic 
origin including 
non-English 
speakers, 
gypsies/travellers, 
migrant workers

There appears not to 
be any impact 
regarding race, 
nationality, colour, 
culture or ethnic 
origin. No 
documented 
evidence found from 
the assessment 
review of the 
information available 

Whilst there 
doesn’t appear to 
be any impact, if 
a member of staff 
was known to 
have difficulties 
with the written 
word, good 
management 
would dictate that 
alternative 

All departments to be 
aware of their staff 
profiles. Policy put out 
for consultation within 
the organisation and 
ratified by Transfusion 
Group
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts 

Recommendatio
ns for 
improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate Directorate. 
Refer to where the mitigation 
is included in the document, 
as appropriate

the Welsh language 
in terms of 
correspondence, 
information leaflets, 
or service plans and 
design 

Well-being Goal – A 
Wales of vibrant 
culture and thriving 
Welsh language 

are available for 
patients. This is in 
line with our current 
Welsh Language 
Scheme and the 
future Welsh 
Language 
Standards. The 
leaflets are available 
in one, the leaflet 
should be bilingual in 
one single document 
English on one side 
and Welsh on the 
other side. 
 
The aim of the 
‘active offer’ is that 
staff should ask for 
the language choice 
(of either Welsh or 
English) of the 
patient. The 
language choice 
should then be 
integrated into the 
patients’ treatment. 
In other words, the 
patient could request 
their treatment be in 
Welsh. If we are 
unable to provide a 
fully Welsh language 
service for the 
patient, we should 
then aim to 
maximise the 
coverage of 
treatment and care 
in Welsh for them 
using the staff and 
resources we 

ask patients 
which language 
the 
patient/service 
users would like 
to communicate 
in, either English 
or Welsh, in line 
with the ‘Active 
Offer’ 
requirements of 
the Welsh 
Governments’ 
More than Just 
Words Strategy.

organisation and ratified 
by Transfusion Group
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts 

Recommendatio
ns for 
improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate Directorate. 
Refer to where the mitigation 
is included in the document, 
as appropriate

already have.

6.10 People 
according to their 
income related 
group: 
Consider people on 
low income, 
economically inactive, 
unemployed/workless, 
people who are 
unable to work due to 
ill-health

This policy applies 
irrespective of the 
income of the 
individual concerned.
There appears not to 
be any impact

N/A N/A

6.11 People 
according to where 
they live: Consider 
people living in areas 
known to exhibit poor 
economic and/or 
health indicators, 
people unable to 
access services and 
facilities

There appears not to 
be any impact on 
staff, and this policy 
has a positive impact 
on people on low 
income as the policy 
is applicable to all 
people. 

N/A Policy put out for 
consultation within the 
organisation and ratified 
by Transfusion Group

6.12 Consider any 
other groups and 
risk factors relevant 
to this strategy, 
policy, plan, 
procedure and/or 
service

People who speak 
other languages 
other than Welsh or 
English will be 
impacted positively 
as the policy refers 
to issues of 
language 
accessibility.   There 
are no other groups 
including Carers or 
risk factors to 
consider with regard 
to this Policy.

There have been 
new statements 
regarding 
language 
accessibility 
within the policy

Policy put out for 
consultation within the 
organisation and ratified 
by transfusion Group
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7. HIA / How will the strategy, policy, plan, procedure and/or service impact 
on the health and well-being of our population and help address 
inequalities in health?

Questions in this section relate to the impact on the overall health of individual 
people and on the impact on our population. Specific alignment with the 7 goals 
of the Well-being of Future Generations (Wales) Act 2015 is included against the 
relevant sections.

How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

7.1 People being 
able to access 
the service 
offered: 
Consider access 
for those living in 
areas of 
deprivation and/or 
those 
experiencing 
health inequalities

Well-being Goal - 
A more equal 
Wales

The aim of this 
policy is to enable 
blood/components 
to be transfused 
safely, in particular 
to minimise the 
risk of giving 
blood/components 
of the wrong group 
to a patient in error 
and to avoid 
unnecessary 
transfusion in 
general.  It is 
based on national 
multidisciplinary 
guidelines (2) and 
informed by local 
experience.  Red 
cells are the most 
commonly 
transfused blood 
component; 
however, the 
principles 
described in the 
policy apply to all 
blood components 
(e.g. platelets and 
plasma).

N/A N/A
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

7.2 People being 
able to improve 
/maintain healthy 
lifestyles: 
Consider the 
impact on healthy 
lifestyles, including 
healthy eating, 
being active, 
no smoking 
/smoking 
cessation, 
reducing the harm 
caused by alcohol 
and /or non-
prescribed drugs 
plus access to 
services that 
support disease 
prevention (eg 
immunisation and 
vaccination, falls 
prevention). Also 
consider impact 
on access to 
supportive 
services including 
smoking cessation 
services, weight 
management 
services etc

Well-being Goal – 
A healthier Wales

As a policy, there 
will be no impact.

N/A Other procedures 
exist to cover this, 
including stress at 
work and Alcohol 
and Substance 
Misuse.

7.3 People in 
terms of their 
income and 
employment 

. The Cardiff and 
Vale Health Board 
staff have a yearly 
Values Based 

In order To comply with the 
organisation’s 
regulatory 
requirements, the 

���������� ������������
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

status: 
Consider the 
impact on the 
availability and 
accessibility of 
work, paid/ unpaid 
employment, 
wage levels, job 
security, working 
conditions

Well-being Goal – 
A prosperous 
Wales

Assessment (VBA) 
where the 
opportunity to 
discuss good 
transfusion practice 
can be explored for 
evidence of 
competency. 
Assisting clinical 
staff to minimise 
avoidable risks of 
transfusions by 
providing clarity to 
the critical points of 
the process, 
namely pre-
transfusion blood 
sampling, removal 
of blood 
components from 
blood fridges, 
transfer of blood 
components across 
clinical areas 
(including to 
satellite fridges) 
and administration 
of blood 
components.  An 
understanding of 
the policy will 
provide the basis of 
knowledge required 
to comply with the 
National Patient 
Safety Agency 
(NPSA) (2008) 
Safer Practice 
Notice (SPN) 14 

Blood Transfusion 
Laboratory (BTL) 
must ensure that 
they have a robust 
Quality Management 
System (QMS).  The 
organisation 
supports and 
promotes quality 
within the field of 
transfusion and the 
principles must be 
adhered to both in 
the BTL and clinical 
environments.  This 
includes the 
reporting of 
incidents, accidents 
and near misses in 
relation to 
transfusion, the 
investigation of their 
cause and the 
implementation of 
corrective and 
preventative actions.
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

Right Patient Right 
Blood (3).

Managing, 
investigating and 
reporting adverse 
events and 
reactions.
Encouraging clinical 
staff to consider the 
appropriateness of 
transfusion and to 
explore 
alternatives.
Promoting safer 
transfusion as part 
of clinical 
governance 
responsibilities and 
highlighting Good 
Manufacturing 
Practice (GMP) and 
the organisation’s 
regulatory 
responsibilities.

7.4 People in 
terms of their 
use of the 
physical 
environment: 
Consider the 
impact on the 
availability and 
accessibility of 
transport, healthy 
food, leisure 
activities, green 
spaces; of the 
design of the built 

For this policy, 
there will be no 
impact.
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

environment on 
the physical and 
mental health of 
patients, staff and 
visitors; on air 
quality, exposure 
to pollutants; 
safety of 
neighbourhoods, 
exposure to crime; 
road safety and 
preventing 
injuries/accidents; 
quality and safety 
of play areas and 
open spaces

Well-being Goal – 
A resilient Wales
7.5 People in 
terms of social 
and community 
influences on 
their health: 
Consider the 
impact on family 
organisation and 
roles; social 
support and social 
networks; 
neighbourliness 
and sense of 
belonging; social 
isolation; peer 
pressure; 
community 
identity; cultural 
and spiritual ethos

Evidentiary record 
can be seen that 
the Jehovah 
Witness committee 
members have 
close links with the 
Transfusion 
Practitioner team 
and support 
patients within the 
Cardiff and Vale 
UHB. 
Representatives 
from the JW 
committee 
frequently attend 
and present on Link 
Nurse groups.
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How will the 
strategy, policy, 
plan, procedure 
and/or service 
impact on:-

Potential positive 
and/or negative 
impacts and any 
particular groups 
affected

Recommendations 
for improvement/ 
mitigation

Action taken by 
Clinical Board / 
Corporate 
Directorate
Make reference to 
where the mitigation 
is included in the 
document, as 
appropriate

Well-being Goal – 
A Wales of 
cohesive 
communities

7.6 People in 
terms of macro-
economic, 
environmental 
and 
sustainability 
factors: Consider 
the impact of 
government 
policies; gross 
domestic product; 
economic 
development; 
biological 
diversity; climate

Well-being Goal – 
A globally 
responsible Wales

This policy has a 
positive impact by 
ensuring that the 
same processes 
are followed 
irrespective of 
macro-economic, 
environmental or 
sustainability 
factors 
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8.1Please summarise the 
potential positive and/or 
negative impacts of the 
strategy, policy, plan or 
service

This review of the Transfusion Policy reaffirms the 
commitment of the senior management team who 
support the update.  The policy aims to ensure 
the Health Board has appropriate policies, 
procedures and other written documents to allow 
it to fulfil its responsibilities. There is an impact on 
staff whose first language is not English and 
those of visual impairment. 
This revision will be rolled out to employees to 
ensure they are aware of their responsibilities and 
duties under the policy and confirm their 
commitment to it.
It is assessed that the impact of this policy will be 
overwhelmingly positive for all employees, 
patients, carers and service users. 

Action Plan for Mitigation / Improvement and Implementation 

Action Lead Time
scale 

Action taken 
by Clinical 
Board / 
Corporate 
Directorate

8.2  What are the 
key actions 
identified as a 
result of 
completing the 
EHIA? 

Overall, there appears to be 
very limited impact on the 
protected characteristics 
and health inequalities as a 
result of this policy.  

Dr 
Andrew 
Goringe

1 
month

Action in 
accordance 
with UHB 
Employment 
Policies and 
Procedures. 
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Action Lead Time
scale 

Action taken 
by Clinical 
Board / 
Corporate 
Directorate

8.3Is a more 
comprehensive 
Equalities 
Impact 
Assessment or 
Health Impact 
Assessment 
required? 

This means thinking 
about relevance 
and proportionality 
to the Equality Act 
and asking: is the 
impact significant 
enough that a more 
formal and full 
consultation is 
required? 

As there has been potentially 
very limited impact identified, it is 
unnecessary to undertake
a more detailed 
assessment.

N/A N/A
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Report Title:

Request for approval of the ‘Development 
and Approval of UHB Local Procedure 
Specific Patient Information  
Leaflets Principles and Framework’

Agenda Item 
no.

3.1

Public X
Meeting:

Quality, Safety and 
Experience 
Committee Private

Meeting 
Date: 08.10.24

Status 
(please tick one only): Assurance Approval X Information

Lead Executive: Executive Medical Director

Report Author: MCA Project Lead

Main Report
Background and current situation:
The Welsh Risk Pool, via the All Wales Consent to Examination Treatment Group, aim to improve 
patient safety and ensure compliance in relation to the process for sharing information and obtaining 
informed consent to examination and treatment. 

As part of this work, it was identified that health boards would benefit from providing staff with 
guidance relating to locally produced information leaflets to ensure that they are appropriate for use 
and meet required standards; as no such guidance currently exists.

The Welsh Risk Pool are clear that EIDO leaflets should be the first source of patient information 
provided. Where there is no EIDO leaflet available for a specific treatment or procedure then an 
alternative from a nationally recognised body may be used (e.g. Royal College of Surgeons) and 
only where neither of these exist should a locally produced leaflet be used; using the attached 
guidance.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:
The attached guidance has been developed to outline a clear framework for the development of 
locally produced information leaflets where there is no alternative available from EIDO or a relevant 
nationally recognized body. 
This sets out clear standards of issues to be considered and what information should be included in 
such patient information leaflets.

Recommendation:

The Committee is requested to:

a) Review the contents of this guidance and consider approval for publication 

Link to Strategic Objectives of Shaping our Future Wellbeing:
Please place an “X” in the below boxes as relevant. 
1.

Click the objective above to view more detail.

2.

Click the objective above to view more detail.
X

3.

Click the objective above to view more detail.

4. 

Click the objective above to view more detail.
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https://shapingourfuturewellbeing.com/app/uploads/2023/09/SHAPING-OUR-FUTURE-WELLBEING-STRATEGY_SUMMARY.pdf
https://shapingourfuturewellbeing.com/app/uploads/2023/09/SHAPING-OUR-FUTURE-WELLBEING-STRATEGY_SUMMARY.pdf
https://shapingourfuturewellbeing.com/app/uploads/2023/09/SHAPING-OUR-FUTURE-WELLBEING-STRATEGY_SUMMARY.pdf
https://shapingourfuturewellbeing.com/app/uploads/2023/09/SHAPING-OUR-FUTURE-WELLBEING-STRATEGY_SUMMARY.pdf


Five Ways of Working (Sustainable Development Principles) considered  
Please place an “X” in the below boxes as relevant

Prevention X Long 
term Integration Collaboration Involvement

Quality Impact Assessment Completed?:
Please place an “X” in the below boxes as relevant. A blank QIA and guidance on how to complete a QIA can be found 
by clicking the link here:  Quality Impact Assessment Information 

Yes – (please provide 
completed QIA document) 

No – (Please provide 
reasoning, e.g. not 
required)

X Not required

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: No 
Safety: No
Financial: No
Workforce: No
Legal: No
Reputational: No
Socio Economic: No - Useful Guidance on the application of the Socio-Economic Duty can be found at the 
following link: The Socio-economic Duty: guidance | GOV.WALES
Equality and Health: No -  Useful guidance on the completion of an EHIA can be found at the following link: 
EHIA toolkit - Cardiff and Vale University Health Board (nhs.wales)
This procedure supports the UHB’s Consent to Examination and Treatment Policy, for which an EHIA has 
been undertaken, in terms of ensuring that the UHB provides appropriate patient information to support the 
consent process where there is no EIDO or nationally recognized alternative available.
Decarbonisation: No
Welsh Language: No
Approval/Scrutiny Route (please note anywhere else this paper has been before):
Committee/Group/Exec Date:
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https://nhswales365.sharepoint.com/:u:/r/sites/CAV_Corporate%20Governance/SitePages/Links-%26-Useful-Documents.aspx?csf=1&web=1&share=EdywWUjckaBGirroA9JOhAABmDHvA3tATFoxVOjXiDZbBQ&e=jC9E6W
https://gov.wales/socio-economic-duty-guidance
https://cavuhb.nhs.wales/staff-information/toolkits/ehia-toolkit/
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Reference Number: TBA unless document for 
review 
Version Number: 1 

Date of Next Review: To be included when 
document approved
Previous Trust/LHB Reference Number: Any 
reference number this document has been 
previously known as

Accountable Executive or Clinical Board Director Executive Medical 
Director

Author(s) Consent Lead 
Disclaimer

If the review date of this document has passed please ensure that the version 
you are using is the most up to date either by contacting the document author 

or the Governance Directorate.

Summary of reviews/amendments

Version 
Number

Date of 
Review 
Approved

Date 
Published

Summary of Amendments

1 T New document

Documents to read 
alongside this 
Procedure 

Consent to Examination or Treatment Policy, 2023

Approved by Consent Group
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Reference Number: TBA unless document for 
review 
Version Number: 1 

Date of Next Review: To be included when 
document approved
Previous Trust/LHB Reference Number: Any 
reference number this document has been 
previously known as

When producing a LPSPIL, authors will need to consider the needs of different 
groups of people. These groups will include people whose first language is not 
English or Welsh and people with sight or learning difficulties. People with 
learning difficulties may need a healthcare professional to go through the leaflet 
with them, especially if the leaflet has not been specifically designed for people 
with learning difficulties. The Mental Capacity Act 2005 requires clinicians to 
optimise every patient’s ability to make decisions. 

The UHB is committed to providing information to patients in a range of formats 
i.e. other languages, easy read and other formats (including audio). 

The guidance advises on use of the Welsh Language where appropriate. The 
PSCF template has been designed to be bilingual, thus supporting the taking of 
consent in the Welsh language.

5. TRAINING

All Staff developing LPSPIL’s and seeking consent from patients should 
undertake Consent training. This is available through ESR via the NHS Wales 
Consent to Examination and Treatment E-learning Programme and classroom 
sessions provided by the Mental Capacity Team/ Consent Lead.
It is recommended that relevant staff undertake Consent training once within 
each revalidation cycle.

6. DISTRIBUTION

This procedure will be made available on the UHB’s SharePoint site.

7. REVIEW OF THIS GUIDANCE

This procedure will be reviewed every three years or sooner if appropriate.
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Reference Number: TBA unless document for 
review 
Version Number: 1 

Date of Next Review: To be included when 
document approved
Previous Trust/LHB Reference Number: Any 
reference number this document has been 
previously known as

Example Appendix 1 – Locally produced specific patient information leaflet: 
Summary of Process

                   
                                                                                        

Purpose & Registration

Development

Content

External Review 

New document – do you need it? Does it already exist? Is there 
an EIDO or nationally produced leaflet available? 

Adhere to Development and Approval of UHB Local 
Procedure Specific Patient Information Leaflets Principles 
and Framework. Use NHS Brand identity checklists and All 
Wales Local Procedure Specific Patient Information checklist 
when drafting.  

Check compulsory contents

Forward document to Reader Panel to check readability

Document review every 3 years or earlier in light of new 
evidence / information). Upon notification by the specialty, 
archiving will be the responsibility of the Consent Lead.

Publication / 
Notification

Archiving

Send LPSPIL to Consent Lead for review and to be taken to 
Consent Group for final ratification.
Explanation required if LPSPIL not UHB wide

Division’s approval
Obtain ratification of the LPSPIL by the speciality’s relevant 
clinical governance group 
Important - give explanation if LPSPIL not Health Board wide.

Translation Send the document to the translation department for translation 
into Welsh (contact details in Appendix 4).

Design and printing of 
LPSPIL

Leaflets should be sent to Medical Illustration for design and 
any printing of the LPSPIL. It is important that leaflets are 
printed to a high quality and not photocopied numerous times.
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Er mwyn rhoi cydsyniad dilys, mae angen i'r claf ddeall natur a phwrpas y weithdrefn yn 
gyffredinol.   Pan fydd claf yn gwrthod gwybodaeth, dylech ddogfennu hyn ar y ffurflen neu 
yn nodiadau'r claf.
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Appendix 5 - Contact Details

         Consent Lead, Safeguarding - Tel: 029 2183 2001

 
         Head of Corporate Governance - Tel: 029 21836691
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Appendix 6- Approval of UHB Local Procedure Specific 
Patient Information Leaflets (Form to be sent with final 
version of Local Procedure Specific Information Leaflet)

Title of Document
Name of Lead Clinician (identified by 
specialty – responsible for clinical 
information content)
Base:

Phone Number:

Email:

Signature:

Name of main author (if different to 
above): 

Base:

Phone Number:

Email:

Reader Panel Approved Date
EIDO Healthcare Patient Information 
Leaflet title and document reference / 
Nationally recognised Patient 
Information Leaflet document title / 
Health Board developed leaflet (If 
applicable). Please provide link / attach 
the relevant leaflet here:
Does the LPSPIL apply Health Board 
wide?
If no, please explain why 

Yes / No

Attach minutes of the relevant Clinical 
Governance Group ratifying the LPSPIL 
here

Date of meeting:

Attach electronic version of the LPSPIL 
here
Review Date:

This form should be forwarded to the Consent Lead at: mca-lps.cav@wales.nhs.uk
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Minutes of the Children & Women’s Clinical Board QSE (CWQSE) Committee
Held on Tuesday 23 rd April 2024 at 8.30am

Via Microsoft Teams

Present: Title 
Andy Jones AJONES Director of Nursing, C&W Clinical Board
Catherine Wood CW Director of Operations, C&W Clinical Board
Abigail Holmes AH Director of Midwifery & Neonatal Services, C&W Clinical Board
Alison Lewis AL Patient Safety Facilitator
Rachael Sykes RS Asst Head of Health & Safety 
Emma Bramley EB Quality & Safety Lead, CHFW Directorate
Lois Mortimer LM Head of Midwifery/Directorate Lead Nurse, O&G Directorate 
Gareth Saunders GS Fire Safety Advisor
Laura McLaughlin LMc Risk Manager, O&G Directorate 
Jane Jones JJ Clinical Director, CYPFHS Directorate
Janice Aspinall JA Lead Staff Side H&S Representative 
Karenza Moulton KM Lead Nurse, CHFW Directorate
Angela Jones AJ Senior Nurse, Resuscitation Service
Paula Davies PD Lead Nurse, CYPFHS Directorate 
Anthony Lewis AL Clinical Board Pharmacist
Samuel Barrett SB General Manager, CHFW Directorate
Kylie Hart KHart Clinical Governance & Risk Lead Nurse, Neonatal Services
Sandeep Hemmadi SH Clinical Board Director, C&W Clinical Board
Hannah McLoughlin HM Clinical Governance & Risk Lead Midwife, O&G Directorate
Siwan Jones SJ Clinical Nurse Specialist, Infection Prevention & Control
Debbie Jones DJ Deputy Head of Quality Assurance and Clinical Effectiveness 

Lead
Nia Evans NE Associate Clinical Nurse Specialist, Infection Prevention & 

Control
Becci Ingram BI General Manager, CYPFHS Directorate 
In Attendance
Kirsty Hook KHook Risk, Governance & Patient Experience Facilitator, C&W Clinical 

Board
Ian Morris IM Consultant Neonatologist, CHFW Directorate 
Rebecca Pocket RP Senior Nurse, Neonatal Services, CHFW Directorate
Apologies:

Item No Agenda Item Action
CWQSE/
2024/055

Welcome & Introduction 

The chair welcomed everyone to the meeting.  

CWQSE/
2024/056

Apologies for Absence
No apologies have been received for this meeting.  

CWQSE/
2024/057

Minutes of the previous Q&S Meeting held on 27 th February 2024 
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The minutes of the meeting held on 27th February 2024 were agreed to be an 
accurate record.  

The CWQSE resolved:
a) The minutes were noted

CWQSE/
2024/058

1.4 To note and update the latest action log (from AMaT System)
The action log is now available via AMAT for live updates to be provided. 

Outstanding actions from the last meeting were noted.  Requests were made for 
the action log to be updated via the AMaT system following the meeting.  

Thematic Reviews of Datix Incidents – ACH
Work is ongoing with the team to commence the review.  Further update will be 
provided once complete.

PSLR – AR – Datix 
PSLR has been completed, and report can now be shared with the family.  

Sodium Valproate
Meetings to take place with the consultant teams to ensure that this is completed.  
Further update to be provided when complete. 

Safeguarding Level 3 Training
Discussions are ongoing and work is ongoing to address the compliance 
requirements for level 3 training.  It was noted that other options are being 
explored in terms of medical staff compliance, as some do level 3 training 
external to the organisation and exploring how this can be fed through in terms 
of compliance and record keeping.  

MHRA Bed Rails - CHFW
Meeting has taken place with Medstrom.  The risk has been added to the risk 
register as the current rating is noted at 20.  A Trial bed from Medstrom is being 
explored to review if this is an option going forward.  Further update to be 
provided when available.  

HSE Inspection
HSE have now closed this however work is ongoing on some of the outstanding 
actions identified.  Risk Assessments from Paediatrics have been completed, 
and further work required on some other risk assessments, further discussion to 
take place outside of the meeting.  

The CWQSE resolved:
a) Leads to update outstanding actions on AMaT system 
b) Further update to be provided on any outstanding actions at the next 

meeting.

ALL
ALL

HEALTH & SAFETY

CWQSE/
2024/059

Annual Health & Safety Plan & Management Review
The Clinical Board are required to develop a H&S Plan.  A team’s channel has 
been set up for the Directorates to upload their Directorate plans so that an 
overarching plan can then be developed.

It was agreed that a meeting would be arranged outside of the meeting to go 
through the requirements in order to progress the development of the Clinical 
Board plan.  
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CWQSE/
2024/061

H&S Dashboard
The H&S Dashboard was shared for information.

The CWQSE resolved:
a) Update was noted.

CWQSE/
2024/062

C&W Clinical Board Exception Report – February 2024 
The Clinical Board H&S Exception report was noted for information.  This report 
was presented at the last Operational Health & Safety Meeting for noting.

The CWQSE resolved:
a) Update was noted.

CWQSE/
2024/063

H&S Training DNA Report
The H&S Training DNA report was shared for information.  The report outlines a 
breakdown of the DNA across the Clinical Board of attendance at pre-booked 
Health & Safety Training.

It was noted that there is a need to ensure that the correct competencies are 
assigned on ESR as this will affect the training compliance.  The group were 
asked to review areas for competency levels, to ensure this is accurate and add 
as an ongoing action within the H&S annual plans.

The CWQSE resolved:
a) Update was noted.
b) Competency levels to be reviewed to ensure accuracy of 

recording/reporting
ALL

CWQSE/
2024/064

COSSH Update
COSSH coordinators are in place and there was a request to ensure that areas 
are updating and monitoring the completion of any outstanding assessment. 

Discussions are ongoing with regards to the Sypol system used for the 
assessment and further updates will be provided as this develops.  Any issues 
to be highlighted to the Health & Safety department.  Any new substance issues 
can be highlighted and shared as part of the exception reports.  

The CWQSE resolved:
a) Update was noted.

CWQSE/
2024/065

Fire Safety Update
One fire incident recently reported outside Haematology area.  The fire was well 
managed.

55 unwanted fire signals reported across the Health Board, 19 incidents were 
stood down by the Fire Safety team.  

Compliance with risk assessments is at 99% completion.  Fire Safety training is 
at 72.5% and requests were made to encourage attendance to improve 
compliance across all areas.  All were encouraged to increase attendance at Fire 
Warden Training to help support the management of fire safety across the 
Clinical Board.

Evac training will be run as separate courses and further update will be shared 
as this develops.  
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The CWQSE resolved:
a) Update was noted.

CWQSE/
2024/066

Feedback from H&S Staff Side
There were no specific issues to highlight for this meeting.  Support is available 
for workplace inspections, and work is ongoing to recruit further representatives 
to support.

The CWQSE resolved:
a) Update was noted.

GOVERNANCE, LEADERSHIP AND ACCOUNTABILITY

CWQSE/
2024/067

Presentation – Neonatal Mortality Report (2021 Data)
IM was welcomed to the group and provided an update on the 2021 MBBRACE 
UK Data.  This is a national programme that conducts surveillance and 
investigation of the causes of maternal deaths, stillbirths and infant deaths. 

The data includes any deaths of babies born in C&V, at or above 24weeks’ 
gestation who died within 28 days of birth.  For 2021, 15 babies were included 
within this criteria.  This date is benchmarked against UK level 3 Neonatal Units 
with surgical provision.  It was noted that there were 14 additional deaths that 
occurred that did not meet criteria.

It was noted that internal and other benchmarking databases suggest we are not 
an outlier for mortality, but consistently higher than average.  

All deaths undergo clinical review by a senior clinician who has had no or minimal 
involvement in the care of the infant, using the standardised Perinatal Mortality 
Review Tool (PMRT).  There are four categories:

A – No issues with care identified
B - Care issues that would have made no difference to the outcome 
C - Care issues which may have made a difference to the outcome
D - Care issues which were likely to have made a difference to the outcome

Provisional update was provided on mortality data for 2022/23.  For 2022, there 
were a total of 27 deaths, 15 of which were reported as MBBRACE-UK deaths.  
The comparison against other Health Boards shows a stabilised mortality rate.  
It was acknowledged that this data will not be finalised until September for 
publication.  

For 2023, acknowledging that is unverified data, 21 deaths were reported, 8 of 
which are MBBRACE-UK deaths.  

It was noted that the National Bereavement Care Pathway standards for good 
bereavement care, the Health Board is significantly behind the gold standard 
expected in England due to current resources available.  It is however 
anticipated that there will be bereavement nurse support in the near future.  

An extensive action plan has been developed in conjunction with the Clinical 
Board and Executive Team.  It was noted that there has been good performance 
across the 2022 National Neonatal Audit Programme (NNAP) which is hoped will 
have a positive impact in the future.

Key developments 2023/2024
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for the Health Board.  

Risk Assessment – Paediatric Beds, CHFW – noted for information.  Actions 
have been implemented to mitigate the risks.

The CWQSE resolved:
a) Directorate Risk Registers to be submitted to the Clinical Board for review ALL

SAFE CARE

CWQSE/
2024/072

Patient Safety Update
Next PSLR Training date is on 21st May 2024.

NRI Toolkit has been developed to support the process and outline the roles and 
responsibilities for the reviews.

New appointment made to the Patient Safety Team, James Pullen who will cover 
the secondment for Suzie Cheeseman.  Thanks, were expressed to Suzie for 
her help and support to the Clinical Board.

Postscript
It was noted that work is ongoing across Obstetrics and Neonatal Services to 
develop a perinatal process for governance that will help the perinatal team work 
together more effectively.  

The CWQSE resolved:
a) Update was noted.

CWQSE/
2024/036

NRI/PSLR/Closure Forms for discussion 
Both cases have been discussed in detail as part of the NRI/LRI Governance 
Sub Group.  Any comments to be shared outside of the meeting.  If no comments 
received, the cases can be progressed for closure.

SBAR, PSLR and Improvement Plan – RB (Datix Ref 42775)
Case involved a patient who suffered a 3B tear.  

The background to the case was provided.  Full detail of which was included 
within the supporting SBAR and PSLR shared as part of the meeting.  

As part of the investigation the main issue identified related to the patient not 
being referred for an obstetric review following ultrasound scan.  It was 
acknowledged that whilst this is unlikely to have made a difference to the 
outcome, there would have been an obstetric discussion regarding the increased 
risk of shoulder dystocia, post-partum haemorrhage and tears but given the 
estimated fetal weight, caesarean section would not have been 
recommended/offered.  

There were also x2 incidental learning findings in relation to:
Incidental learning 1 – lack of discussion around risks and benefits of starting 
Syntocinon. There should be more detail documented around the discussion and 
decision making for Syntocinon.

Incidental learning 2 – a hand written consent form was used to consent for 
theatre. Routine practice would be to use a pre-printed consent form to aid the 
consent discussion.

Recommendations were noted as:
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1. When women have an ultrasound scan requested from the MLU there 
needs to be an obstetric review of any results outside of the normal range to 
ensure appropriate counselling occurs.

2. There needs to be a standardised template to complete when discussing 
risks and benefits of syntocinon augmentation and alternatives 

3. The pre-printed consent forms should be used when consenting for trial +/- 
C/S. 

4. Review the large for dates guidance with our local and evidence-based 
data.

SBAR, PSLR and Improvement Plan – CL (Datix Ref 32255)
Case involved a patient who suffered a 3B tear.  

The background to the case was provided.  Full detail of which was included 
within the supporting SBAR and PSLR shared as part of the meeting.  

There were no specific exceptions to note from the cases and detailed 
discussion has taken place as part of the NRI/RCA Governance Sub Group 
Meeting.  

The CWQSE resolved:
a) Update was noted. 
b) Cases to progress for closure subject to no further comments being 

received. 
 

HM

CWQSE/
2024/037

3.5. Infection Prevention Control Update Report
The report was shared for information.  There are no significant IP&C concerns 
to note for this meeting.  

For April there has been x2 C Diff from Rainbow Ward and Gwdihw Ward, x1 
MSSA bacteraemia from PICU and x1 E Coli bacteraemia from First Floor 
Maternity.  Reduction goals for 2024/25 are awaited from Welsh Government, 
however it was noted that there is expected to be a 10% reduction from the goals 
set for the last financial year.  

It was noted that a thematic analysis is being undertaken with regards to C Diff 
to ascertain if there are any specific themes to understand the reason for such 
an increase of 400% more than the equivalent period from last financial year.  
For MRSA, the goal was zero and there was one case reported, but it was 
acknowledged that whilst the goal was not achieved, there was a 67% reduction 
compared to the equivalent period.  

For MSSA, the goal was not achieved, however there was a 14% reduction in 
cases compared to last year.  It was noted that 33% of the cases reported were 
line related, with source of infection being a PVC or CVC.  Ask was that all staff 
undertaking septic procedures to ensure ANTT compliance (ESR E Learning 
and Face to Face assessment).  

For Pseudomonas Bacteraemia, there were two cases, both of which were line 
related.  

For Klebsiella Bacteraemia, the goal was not achieved, however there was a 
14% reduction compared to the last financial year.  

Audits are ongoing and there has been very clear improvements made from the 
previous audits.  For the coming financial year, there is work ongoing to ensure 
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that there is a designated IP&C session as part of induction training and also 
working with the Practice Development Nurses from Acute Child Health and 
O&G Directorates to progress induction training with the newly qualified 
midwives and nurses.    IP&C Back to Basics sessions recently completed and 
any further sessions required, please contact the team.

Discussion ensued with regards to the recent measles outbreak and it was 
confirmed that FFP3 mask will be needed for all care associated with any 
suspected measles cases.  Staff were reminded that any contact with a positive 
case will require exclusion from work for up to 21days for those staff who have 
not received both MMR’s. Staff should be reimmunised if there is any doubt with 
regards to immunisation status.  All were asked to cascade information to all 
staff.  

Increase in pertussis and whopping cough across Wales.  Staff to be alert to 
cases and quickly identifying and isolating cases.  Staff with close patient contact 
will need to be risk assessed for prophylaxis etc.  

It was requested that all areas ensure staff are fit tested and records are up to 
date.  Information to be shared on the requirements for fit testing and how to 
access testing.   

The CWQSE resolved:
a) Update noted. 
b) Ensure all staff are fit tested and records are updated.

ALL

CWQSE/
2024/038

Safeguarding/Mental Capacity Act (MCA)
The following documents have been shared for information and onward sharing.  
Fiona Bullock, new deputy safeguarding lead appointed.    

• #NotTheOne Letter
• Concise Child Practice Review Report CYSUR 3/2021
• Wales Safeguarding Procedures
• Safeguarding Newsletter

The CWQSE resolved:
a) Documents noted.

CWQSE/
2024/039

Patient Safety Alerts (internal/external)/Welsh Health Circulars
• Safety Memo - Hyperkalaemia guidelines
• Vaccination of Staff to Protect Against Measles - follow up to 

WHC(2023)043
• PHW Notice – Measles Outbreak

The alerts were noted and have been disseminated widely across the Clinical 
Board.  

The CWQSE resolved:
a) Update noted.

CWQSE/
2024/040

NICE Guidance – Update on Progress
Report shared for information.  All guidance is disseminated through AMAT.  Any 
support required, contact the Clinical Audit team.  

The CWQSE resolved:
a) Update noted.
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CWQSE/
2024/078

SOP’s for Concerns, Redress and Early Resolutions
Shared for information. 

The CWQSE resolved:
a) Document noted and shared.

CWQSE/
2024/079

Concerns & Redress Newsletter
Shared for information. 

The CWQSE resolved:
a) Document noted and shared.

ANY OTHER BUSINESS

CWQSE/
2024/080

C&W Clinical Board NRI LRI Reporting Sign Off Process
Deferred to the next meeting.

The CWQSE resolved:
a) Item to be added to the next agenda KH

CWQSE/
2024/081

EDELife Study
Deferred to the next meeting.

The CWQSE resolved:
a) Item to be added to the next agenda.  KH

CWQSE/
2024/082 

Date and Time of Next Meeting

Tuesday 28th May 2024, 8.30am, Microsoft Teams    ALL to note
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Minutes of the Children & Women’s Clinical Board QSE (CWQSE) Committee
Held on Tuesday 25 th June 2024 at 8.30am

Via Microsoft Teams

Present: Title 
Andy Jones AJONES Director of Nursing, C&W Clinical Board
Anthony Lewis AL Clinical Board Pharmacist 
Angela Jones AJ Senior Nurse, Resuscitation Service
Abigail Holmes AH Director of Midwifery & Neonatal Services, C&W Clinical Board
Emma Bramley EB Quality & Safety Lead, CHFW Directorate
Samuel Barrett SB Deputy Director of Operations, C&W Clinical Board
Becci Ingram BI General Manager, CYPFHS Directorate
Louise Platt LP General Manager, CHFW Directorate
Hannah McLoughlin HM Clinical Governance & Risk Lead Midwife, O&G Directorate
Lois Mortimer LM Head of Midwifery & Directorate Lead Nurse, O&G Directorate
Alison Lewis AL Patient Safety Facilitator
Jane Jones JJ Clinical Director, CYPFHS Directorate
Paula Davies PD Lead Nurse, CYPFHS Directorate
Genevieve Thueux GT Asst Clinical Director, CHFW Directorate
Natalie Vanderlinden NV Designated Education Clinical Lead Officer
Kylie Hart KHart Clinical Governance & Risk Lead Nurse, Neonatal Services, 

CHFW Directorate
Siwan Jones SJ Clinical Nurse Specialist, Infection Prevention & Control
In Attendance
Kirsty Hook KHook Risk, Governance & Patient Experience Facilitator, C&W Clinical 

Board
Jane Morris JM Senior Nurse, Patient at Risk Team 
Tina Freeman TF Senior Nurse, CHFW Directorate
Apologies:
Chloe Laws CL Safeguarding Midwife, C&V Safeguarding
Diana Wakefield DW Safeguarding Nurse Advisor, C&V Safeguarding
Sandeep Hemmadi SH Clinical Board Director, C&W Clinical Board

Item No Agenda Item Action
CWQSE/
2024/083

Welcome & Introduction 

The chair welcomed everyone to the meeting.  

CWQSE/
2024/084

Apologies for Absence

The CWQSE resolved:
a) The apologies were noted

CWQSE/
2024/085

Minutes of the previous Q&S Meeting held on 23 rd April 2024 
The minutes of the meeting held on 23rd April 2024 were agreed to be an 
accurate record.

The CWQSE resolved:
a) The minutes were noted
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CWQSE/
2024/086

1.4 To note and update the latest action log (from AMaT System)
The action log is now available via AMAT for live updates to be provided. 

Outstanding actions from the last meeting were noted.  Requests were made for 
the action log to be updated via the AMaT system following the meeting.  
  
CWQSE/2024/011
Letter has been sent to serve notice with regards to withdrawal of the service.  
Further information has been requested regarding the level of activity, which has 
been provided to Cwm Taf Health Board.  

CWQSE/2024/015 
Thematic Review for Neonatal Incidents for 2022 work is ongoing and a number 
of incidents have now been closed.  Theme of remaining open cases identified 
relate to ATAIN cases, with closure anticipated. 

CWQSE/2024/022
Resource required to support the clinical teams.  Model is being reviewed.  This 
is currently a risk and there is an established Health Board group to review this.  
This is a risk which is held on the Health Board risk register.  AL agreed to review 
and advise of any specific ask required from the Clinical Board for support. 

CWQSE/2024/031
Safeguarding bespoke sessions are being considered for level 3 training, and 
discussions are ongoing.  It was agreed that information would be shared across 
Directorates when available.   

CWQSE/2024/032
Trial beds have been received.  Further beds will be implemented for trial on the 
wards with the patients.  Further update will be shared when available.

CWQSE/2024/033 
To be reviewed to ensure all outstanding HSE inspection actions are complete 
for Maternity Services.  LM to review.  

CWQSE/2024/052
AJ noted that the issue with the gases has been resolved, further update is 
awaited.  Paediatric Resus Practitioner remains a current risk and work is 
ongoing in relation to this.    

CWQSE/2024/067 
Work ongoing with the teams to resolve the backlog.  

CWQSE/2024/037
Work ongoing regarding compliance with Fit Testing.  
      
The CWQSE resolved:

a) Action Leads to update outstanding actions directly on AMaT system 
b) Further update to be provided on any outstanding actions at the next 

meeting.

AL

PD

EB

LM

AJONES/AJ

ALL
ALL

GOVERNANCE, LEADERSHIP AND ACCOUNTABILITY

CWQSE/
2024/087

Call 4 Concern Launch
Jane Morris was welcomed to the group and provided an update on the Call 4 
Concern initiative to provide a clear pathway for patients and their families to 
highlight/escalate a second opinion for any concerns they have.  
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ANY OTHER BUSINESS

CWQSE/
2024/103

Paediatric Emergency Assessment and Communication Handover 
(PEACH) Courses
Funding made available for training for HCSWs for PEACH Courses.  Places 
can be booked through the online booking system, with manager approval 
required.  All were asked to highlight the available training amongst staff.

The CWQSE resolved:
a) Update noted.  
b) Training to be highlighted amongst staff.  ALL

CWQSE/
2024/104

Date and Time of Next Meeting

Tuesday 23rd July (H&S Focus Meeting) 2024, 8.30am, Microsoft Teams    ALL to note
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Minutes of the Children & Women’s Clinical Board QSE (CWQSE) Committee
Held on Tuesday 23 rd July 2024 at 8.30am

Via Microsoft Teams

Present: Title 
Andy Jones AJONES Director of Nursing, Children & Women’s Clinical Board
Abigail Holmes AH Director of Midwifery & Neonatal Services, Children & Women’s 

Clinical Board
Louise Platt LP General Manager, CHFW Directorate
Rachael Sykes RS Assistant Head of Health & Safety
Jane Jones JJ Clinical Director, CYPFHS Directorate
Siwan Jones SJ Clinical Nurse Specialist, Infection Prevention & Control
Samuel Barrett SB Deputy Director of Operations, Children & Women’s Clinical 

Board
Emma Bramley EB Quality & Safety Lead, CHFW Directorate
Angela Jones AJ Senior Nurse, Resuscitation Service
Lois Mortimer LM Head of Midwifery/Lead Nurse, O&G Directorate
Becci Ingram BI General Manager, CYPFHS Directorate
Paula Davies PD Lead Nurse, CYPFHS Directorate

In Attendance
Sam Skelton SS Manual Handling Advisor
Connor Sedgmore CS Fire Safety Advisor (on behalf of Ryan Paxford)
Nia Evans NE Infection Control Nurse
Apologies:
Kirsty Hook KH Risk, Governance & Patient Experience Facilitator
Alison Lewis AL Patient Safety Facilitator
Sandeep Hemmadi SH Clinical Board Director, C&W Clinical Board
Anthony Lewis AL Clinical Board Pharmacist
Chloe Laws CL Safeguarding Midwife
Ryan Paxford RP Senior Fire Safety Advisor

Item No Agenda Item Action
CWQSE/
2024/105

Welcome & Introduction 

The chair welcomed everyone to the meeting.  

CWQSE/
2024/106

Apologies for Absence

The CWQSE resolved:
a) The apologies were noted

CWQSE/
2024/107

Minutes of the previous Q&S Meeting held on 25 th June 2024 
The minutes of the meeting held on 25th June 2024 were agreed to be an 
accurate record.

The CWQSE resolved:
a) The minutes were noted
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CWQSE/
2024/108

1.4 To note and update the latest action log (from AMaT System)
The action log is now available via AMAT for live updates to be provided. 

Outstanding actions from the last meeting were noted.  Requests were made for 
the action log to be updated via the AMaT system following the meeting.  
  
CWQSE/2024/011
Letter has been sent to serve notice with regards to withdrawal of the service.  
Further information has been requested regarding the level of activity, which has 
been provided to Cwm Taf Health Board, no further update has been received.  
BI agreed to follow up for further update.    

CWQSE/2024/031
Safeguarding bespoke sessions are being considered for level 3 training, and 
discussions are ongoing.  It was agreed that information would be shared across 
Directorates when available.   

CWQSE/2024/033 
All actions have been completed.  Action to be updated on the AMAT system for 
completeness.
      
The CWQSE resolved:

a) Action Leads to update outstanding actions directly on AMaT system 
b) Further update to be provided on any outstanding actions at the next 

meeting.

ALL
ALL

HEALTH & SAFETY

CWQSE/
2024/109

Annual Health & Safety Plan & Management Review Feedback
The feedback was shared for information.  The following actions were 
highlighted:

Action IMS-04: Assurance should be sought from the directorates that a process 
is in place to ensure all in scope equipment is maintained and serviced as per 
UHB requirements. 

Action IMS-11: Risk assess the requirement for lone worker devices within 
maternity and where deemed necessary ensure devices are available and used. 
Usage will then be tracked by H&S 

It was noted that the lone worker devices are in place within Maternity Services, 
however it was noted that uptake and use of the devices is poor.  It was noted 
that work is ongoing with the community staff to improve uptake and use.  RS 
suggested that Emma Foley is contacted to provide support.  

RS noted that a new contract has been signed and work is underway to swap 
the devices over to the new contract and getting the right escalations recorded.

PD noted that the school nursing service have started visiting at home, and there 
have been some safety concerns noted. Work is ongoing to ensure that staff 
have access to devices as appropriate for the service.  The devices are widely 
used across other community services.      

Action IMS-14: Reaffirm the requirement of contractor management at 
directorate level meetings and minute accordingly. This can be achieved by 
taking the salient points from the Control of Contractors Policy, IMS-14-01-CAV. 
Whilst many of the responsibilities in section 5.3 sit with clinical board managers, 
in practice, the actioner will come from the H&S team. 
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CWQSE/
2024/127

Directorate concerns & assurance update
Discussed as part of the directorate reports. 

The CWQSE resolved:
a) Update noted. 

ITEMS TO BE RECORDED AS RECEIVED AND NOTED FOR INFORMATION 
BY THE COMMITTEE
CWQSE/
2024/128

No items for noting

ANY OTHER BUSINESS

CWQSE/
2024/129

Date and Time of Next Meeting

Tuesday 27th August 2024, 8.30am, Microsoft Teams    ALL to note
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Minutes of the Children & Women’s Clinical Board QSE (CWQSE) Committee
Held on Tuesday 27 th August 2024 at 8.30am

Via Microsoft Teams

Present: Title 
Andy Jones AJONES Director of Nursing, Children & Women’s Clinical Board (Chair)
Abigail Holmes AH Director of Midwifery & Neonatal Services, Children & Women’s 

Clinical Board
Lois Mortimer LM Head of Midwifery/Lead Nurse, Obstetrics & Gynaecology 

Directorate
Genevieve Thueux GT Assistant Clinical Director, CHFW Directorate
Becci Ingram BI General Manager, CYPFHS Directorate
Louise Platt LP General Manager, CHFW Directorate
Emma Bramley EB Quality & Safety Lead, CHFW Directorate
Rachael Sykes RS Assistant Head of Health & Safety
Samuel Barrett SB Deputy Director of Operations, C&W Clinical Board 
Paula Davies PD Lead Nurse, CYPFHS Directorate
Lindsay Hilldrup LH Midwife, Obstetrics & Gynaecology Directorate
Kylie Hart KH Clinical Governance & Risk Lead Nurse, Neonatal Services
Natalie Vanderlinden NV Designated Education Clinical Lead Officer (DECLO)
Karenza Moulton KM Lead Nurse, CHFW Directorate
Nia Evans NE Associate Clinical Nurse Specialist Infection, Prevention & 

Control
Siwan Jones SJ Clinical Nurse Specialist, Infection Prevention & Control
In Attendance
Kirsty Hook KHOOK Risk, Governance & Patient Experience Facilitator, C&W Clinical 

Board
Apologies
Jane Jones JJ Clinical Director, CYPFHS Directorate
Anthony Lewis AL Clinical Board Pharmacist
Alison Lewis ALEWIS Patient Safety Advisor
Hannah McLoughlin HM Clinical Governance & Risk Lead Midwife, Obstetrics & 

Gynaecology Directorate 

Item No Agenda Item Action
CWQSE/
2024/130

Welcome & Introduction 

The chair welcomed everyone to the meeting.  

CWQSE/
2024/131

Apologies for Absence

The CWQSE resolved:
a) The apologies were noted

CWQSE/
2024/132

Minutes of the previous Q&S Meeting held on 23 rd July 2024 
The minutes of the meeting held on 23rd July 2024 were agreed to be an accurate 
record.

The CWQSE resolved:
a) The minutes were noted
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Case relates to a baby born by emergency caesarean due to an abnormal CTG, 
thick meconium and subsequent neonatal admission with meconium aspirate 
syndrome.  

There were x3 issues identified from the review and x2 incidental findings.  
These were noted as (Taken directly from SBAR):

Incidental Issue 1: Assessment of fetal growth not organised for 39 weeks’ 
gestation

ZG had received serial ultrasound scans through Fetal Medicine Unit (FMU) and 
should have subsequently been referred for a scan at 39 weeks gestation 
following discharge from FMU. This is in accordance with current fetal growth 
assessment guidance. This did not contribute to the overall outcome and was 
acknowledged as an incidental finding. If a scan had been organised for 39 
weeks gestation, Baby G would have already been born and no opportunity for 
a repeat scan.

Incidental Issue 2: FMU biometry ultrasound images not stored

There was found to be no stored images of Baby G’s biometry measurements 
meaning a review for assurance purposes can be performed. The stored images 
of the USS’s performed in FMU are in relation to renal anomalies only. This did 
not contribute to the outcome. 

Issue 3: The CTG remained abnormal

Issue 4: Patient left theatre without clear ongoing care plan

Issue 5: No escalation to the On-Call Consultant Obstetrician and/or 
Consultant Gynaecologist. 

Although the CTG features improved slightly, it remained abnormal. A CS should 
have been performed given the combined presence of thick meconium. The 
improvements were likely a result of the administered terbutaline and the 
subsequent reduced frequency of contractions. Where thick meconium is 
present and CTG features indicate hypoxic stress an earlier birth is indicated. 
However, it is impossible to say whether than earlier birth would have avoided 
the meconium aspirate syndrome as the CTG cannot predict if/ when a fetus will 
gasp in-utero. It is however more likely to occur with repetitive decelerations. 

During observation of the CTG the Senior Obstetric Registrar exited theatre 
following a request to attend a Gynaecology related emergency. The Junior 
Obstetric Registrar who initially attended the emergency reattended theatre and 
the Senior Registrar exited. It was noted that there was no clear plan regarding 
ZG’s ongoing care made by the Senior prior to their exit. The Obstetric and 
Gynaecology Consultants were also unaware of the competing emergency 
cases. The midwife escalated concerns regarding the CTG and meconium 
liquor, at this time ZG was re-examined and a decision for CS was made. The 
Gynaecology Consultant should have been made aware of the Category 1 
situation to potentially allow for further arrangements to be made to allow the 
Senior Obstetric Registrar to remain in theatre. The Obstetric Consultant could 
also have been notified allowing for their attendance prior to the exit of the Senior 
Obstetric Registrar. It does not appear to have contributed to the outcome in this 
case and there was appropriate escalation by the midwife. 
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Issue 3: Unable to reach Community Midwife to attend

Issue 4: Delayed ambulance transfer to UHW

Issue 5: Neonatal team not aware of Baby L’s transfer into UHW

Issue 6: Delivery Suite Team and Midwifery Unit Manager not aware of 
Baby L’s transfer to UHW’s Midwifery Led Unit (MLU)

The recommendations were noted as:
1. The MEWS chart should be used to plot all observations obtained during the 

antenatal period to support identification and escalation where required.
2. In the event of BBA’s, effort should be made to obtain adequate neonatal 

thermoregulation.
3. Respiratory support should be commenced in the presence of low oxygen 

saturations, even in the absence of visual indications of respiratory distress.
4. The live daily planning list should be utilized via SharePoint by receptionists.
5. In the presence of clinical concerns, ambulance transfer should be initiated 

prior to the attendance of the Community Midwife.
6. In the event of an ambulance transfer to UHW from the community due to 

neonatal concerns, the Neonatal Team should be made aware of the transfer 
via a pre-alert to the Delivery Suite.

Discussion ensued with regards to the Antenatal MEWS charts, and it was noted 
that a piece of work is required to understand why that has not happening as this 
was a ruling 28 in a different case, and was understood to be an embedded 
practice.  

Red phone has been implemented on Delivery Suite for pre-alerts from WAST.  
Further discussions needed as to whether Neonatal calls will also come through 
this line.  It was agreed that an SOP should be considered for appropriate actions 
required for alerts received through the red phone line in Delivery Suite.  
Concerns were raised with regards to the ongoing discussions with WAST in 
regards to admission to ED and not MLU as is the preferred choice from 
maternity/neonatal services from a safety perspective.  

Some queries had been raised from patient safety with regards to the use of 
interpreter services.  It was agreed that these would be reviewed outside of the 
meeting.  Subject to no further changes to the report, it was agreed that this 
report could be progressed through executive sign off and closure.  

The CWQSE resolved:
a) Cases noted.  
b) Both cases have been approved through the Directorate governance 

processes and are approved by the Clinical Board for progressing to 
executive sign off and closure

LM/KH/AL

CWQSE/
2024/139

3.5. Infection Prevention Control Update Report
The report was shared for information.  

For August there were x2 EColi positive blood cultures reported.  C Diff cases 
the target is 6, and there have already been x6 cases reported to date, however 
noting that the last case reported was in June 2024.  There has been increase 
in HPV cleaning currently at 85% which is an improvement on the previous 
financial year.  It was agreed there was a need to further improve and ensure 
that HPV cleaning is completed for all cases. 
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For MRSA, target is zero.  There has been x1 MRSA allocated to NICU however 
noted that the blood culture was taken in a different health board.  Datix has 
been submitted and the RCA investigation is awaited.  

For MSSA cases, target 4 with number of cases reported x1 in April 2024.  
E Coli, target is 8, with x5 cases reported to date.  There have been no common 
themes identified and are also different at source.  

Pseudomonas, target is zero, with x2 cases reported to date.  Both cases relate 
to the same patient, with x2 positive cultures.  

KIebsiella, target 4, current position is zero.

MRSA outbreak within the Neonatal Unit, with x12 positive cases since April 
2024.  x4 are independent cases, x2 are linked to each other and x2 are linked 
to previous cluster of cases from 2023.  Further update is awaited on screening 
for x4 patients.  Initial outbreak meeting held and an action plan has been 
implemented. Further meeting arranged for 10th September 2024.

Hand Hygiene audits have been very positive, however noted that the last audit 
was at 80%.  Queries were raised as to whether additional actions are required 
due to the further cases reported since the last outbreak meeting.  It was agreed 
that once the typing results are received, it can be considered as to whether 
additional actions are needed.  SJ noted that the typing usually take up to two 
weeks to come back, however agreed to see if this could be expedited.    

MPOX has been declared as a global health emergency.  Requirement for a 
HCID plan to be in place within Acute Child Health and Maternity (Delivery Suite, 
PICU and Seahorse Ward identified as the main areas).  Fit testing records have 
been requested, as an FFP3 mask will be required.  Fit tester assessors required 
in all areas.  

Need to ensure that adequate stock is in place for PPE, information has been 
shared from Infection Control highlighting the required kit that needs to be 
ordered.  There should be enough PPE for up to 72hours of care.  

Date is being arranged for Donning and Doffing sessions and this will be shared 
when set.  Queries were raised as to whether cascade training can be 
considered to ensure that staff can be released for training appropriately.  

KM noted that the Pathway from Paediatric SDEC through to PICU being 
completed.  With regards to NICU, this will also be reviewed as part of this review 
and necessary requirements.  

Concern was raised with regards to the MRSA outbreak and any further actions 
required specifically relating to the impending activity anticipated from POW, and 
it was noted that information has been shared in relation to the current outbreak.  

Queries were raised with regards to advice for community staff and it was agreed 
that the HCID guidance would be shared which does include some information 
for community settings.  Questions are being finalised at present and it was 
agreed that this would be shared.  

RS noted that Fit Testing training sessions can be accessed through the H&S 
Dept.  For staff who have failed the qualitative fit testing additional sessions x1 
per month is available to undertaken quantitative method fit testing, which can 
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a) Update noted. 

ITEMS TO BE RECORDED AS RECEIVED AND NOTED FOR INFORMATION 
BY THE COMMITTEE
CWQSE/
2024/144

AWTTC Newsletter
https://awttc.nhs.wales/pages/sign-up-for-the-awttc-newsletter/

The newsletter was shared for information.

The CWQSE resolved:
a) Update noted. 

CWQSE/
2024/145

CSSI Annual Report 2022
The annual report was shared for information.

The CWQSE resolved:
a) Update noted. 

ANY OTHER BUSINESS

CWQSE/
2024/146

Date and Time of Next Meeting

Tuesday 24th September 2024, Microsoft Teams    ALL to note
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Minutes of the Clinical Diagnostics and Therapeutics Clinical Board
Quality, Safety and Patient Experience Sub-Committee

Held on 25 th July 2024 at 2pm

Present:
Helen Luton (Chair) HL  Director of Nursing/Multi Professional Teams
Sarah Lloyd SL Director of Operations
Becca Jos BJ Deputy Director of Operations
Robert Bracchi RB Medical Advisor to AWTTC
Melissa Melling MM Head of Medical Illustration
Seetal Sall SS Point of Care Testing Manager
Susan Beer SB Public Health Wales Representative
Mathew King MK Head of Service, Podiatry
Samantha Davies SD Radiographer, Radiology
Jo Fleming JF Quality Lead, Radiology
Nigel Roberts NR Laboratory Service Manager, Biochemistry
Edward Chapman EC Head of Clinical Engineering/ Medical Devices 

Officer/Assistant Director of Therapies and Health 
Sciences

Sian Jones SJ Directorate Manager, Laboratory Services
Scott Gable SG Laboratory Service Manager, Cellular Pathology
Jamie Williams JW Senior Nurse, Radiology
Jonathan Davies JD Health and Safety Adviser
Rhys Morris RM CD&T R&D Lead
Elaine Lewis EL General Manager, Pharmacy
In attendance:
Harpria Bhogal  HP Pharmacist
Secretariat:
Helen Jenkins HJ Business Support Manager
Apologies:
Adam Christian  AdC Clinical Board Director
Alison Lewis AL Patient Safety Coordinator
Paul Williams PW Clinical Scientist, Medical Physics
Alicia Christopher AC General Manager, Radiology & Medical Physics/ 

Clinical Engineering 
Suzie Cheesman SC Nurse Advisor, Medicines Management
Alana Adams AA Principal Pharmacist Medicines Information and 

Advice
Sue Lawless SL Laboratory Service Manager, Haematology
Debra Woolf DW Sister, Outpatients
Sandra Watts SW Senior Nurse, EPMA
Timothy Banner TB Clinical Director, Pharmacy
Yvonne Hyde YH IP&C Team Representative
Suzanne Rees SR Lead Nurse for CD&T
Kim Atkinson KA Clinical Director of Allied Health Professions
Tracy Wooster TW Sister, Outpatients
Sion O’Keefe SO Head of Business Development/ Directorate 

Manager of Outpatients/Patient Administration
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Item No Agenda Item Action
PRELIMINARIES
CDTQSE 
24/235

Welcome & Introductions

HL welcomed everyone to the meeting.

CDTQSE 
24/236

Apologies for Absence

Apologies for absence were noted.

CDTQSE 
24/237

Minutes of the previous meeting

The minutes of the previous meeting were received.

The Group resolved that:

a) The minutes of the previous meeting held on 25th June 2024 
were accepted as an accurate record.

CDTQSE 
24/238

Matters Arising/Action Log

The action log was received and it was noted that a number of 
the actions had been completed.  The outstanding actions were 
updated as follows:

CDTQSE 24/062  R&D Lead Laboratory Medicine

No nominations have been received and SJ will therefore attend 
the R&D Group on behalf of Laboratory Medicine.

CDTQSE 24/114 Radiology Chaperoning SOP

JF to present the SOP to the meeting in October.

CDTQSE 24/164  NRI

JF to present the NRI on the timely removal of stents to the 
October meeting.

CDTQSE 24/180 Information Asset Owners

Directorates to send Helen Jenkins the names of their 
Information Asset Owners in the next few weeks.

The Group resolved that:

a)  The update on the actions outstanding from the previous 
meeting were noted.

JF

JF

Dirs

6 DOMAINS OF QUALITY
SAFE
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CDTQSE 
24/243

Patient Safety Alerts

The Group resolved that:

a) There were no patient safety alerts to report.

CDTQSE 
24/244

Medical Device/Equipment Risks  

EC reported that a Coroner’s Section 78 Report is being 
circulated relating to how crash CD cylinders are to be operated.  
This follows an incident related to a user who do not realise that 
they needed to turn on both the cylinder and the flow.  
This was discussed at the UHB Medical Gases Group. There is 
an ESR training package available for medical gases but this is 
not a mandatory training module so it is important that staff 
need to be aware of how this equipment operates.  

A potential issue for examination images to be stored under the 
incorrect patient on certain ultrasound products was identified 
linked to how patients are selected on the worklist.  A dialogue 
box will appear to advise there is an inconsistency with patient 
being scanned and the worklist and staff need to ensure they 
pay attention to this warning.

Phillips have changed their NIBP hoses on their monitoring to 
meet a new standard for connections which will result in 
different hoses being in circulation.  Clinical Engineering will try 
to manage this so there is a not a mix of hoses moving across 
departments.   It was noted that Interventional Radiology will be 
receiving the new hoses and have a plan for when these are 
delivered.  

Certain MR systems conditional implants can overheat if certain 
conditions are met.  There is a low SAR mode for certain MR 
systems.  This is a technical issue around ensuring that values 
do not exceed the value on the scanned prescription user  
interface.  GE will be undertaking corrective action.  EC asked 
to be informed when they have visited.  JF noted that 
adjustments have been made in the Radiology department and 
she will check whether GE have attended on site to undertake 
the software update.

HL noted that the first meeting of the Total Bed Management 
Contract Project Group was held this week and there were a 
number of issues where it was suggested that Clinical 
Engineering could offer support.  HL will discuss with EC 
outside of the meeting.   EC stated his involvement in this group 
is not required until a later stage. 

The Group resolved that:

a) The medical device/equipment risks were noted.

JF
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CDTQSE 
24/245

Point of Care Testing

SS stated that the team are currently involved in multiple 
evaluations including diabetes systems used in the diagnosis 
and monitoring of diabetes from adults and paediatrics and 
community.  

Also undertaking work with haematologists that will start with an 
evaluation process to look at standardising activated clotting 
timing across the Health Board,  as there is disparity and 
changes in practice across services.  

The work with Palliative Care Services discussed at the last 
meeting is progressing and is in early discussions. 

The Group resolved that:

a) SS will update on the Palliative Care work at a future 
meeting.

CDTQSE 
24/246

IP&C/ Decontamination Issues

Suzanne Rees and Yvonne Hyde were not present.

The Group resolved that:

a) There were no issues to raise.

CDTQSE 
24/247

Safeguarding Update

At the next meeting, all departments are tasked to feedback on 
their safeguarding training compliance.  

The Group resolved that:

a) Achieving the training compliance for all staff Band 6 and 
above and doctors of grade F1 and above remains a 
challenge.

Dirs

CDTQSE 
24/248

Health and Safety Issues

JD reported that the Health and Safety Team have received the 
indicative risk assessment forms for hand/arm vibration 
monitoring and the team have commenced monitoring.

The UHB health and safety risk assessment template has been 
reviewed and a new form is to be used going forward for new 
risks. JD will send to HJ and she will circulate to this group and 
to the Clinical Board Health and Safety Group.

MK asked if the UHB has identified a system of choice for audits 
as there are a number of systems available.  I-Auditor is the 
preferred system for Health and Safety but this may transfer to 
the Tendable system.     

JD
HJ
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It was noted that the TDSI system in CRI is still not working and 
doors need to be propped open to allow staff to move through 
the site.  The main concern is the risk of unauthorised 
individuals entering departments.  JD received a response from 
the security team as to why there are delays, however the 
response did not include a timeframe for the repair.

The Group resolved that:

a) Podiatry will use their preferred system for recording audits 
and transfer across if needed. 

b) JD to send the response received from security re the TDSI 
doors to HL.

CDTQSE 
24/249

Regulatory Compliance

The MHRA have closed their inspection in Blood Bank as they 
were pleased with the progress that the department made in the 
first quarter.

BSI have informed the UHB that they will be undertaking at 
least one extra sampling visit per year to Clinical Engineering.  
Previously 2 visits were held per year.  This will increase costs 
but may improve the quality management system.  

JF asked if there is any update on the procurement of Q-Pulse 
for multiple services.  BJ noted that current agreements have 
been extended to December to allow time to understand the 
implications of the cloud-based versions and whether there are 
any benefits relating to merging licences across the UHB.  

The Group resolved that:

a) The updates relating to regulatory compliance were noted.

TIMELY
CDTQSE 
24/250

Initiatives to Improve Access to Services

HL reported that there are plans to streamline the process in 
how death certificates are issued in the UHB.  HL will ask SO for 
a member of the bereavement team to attend the next meeting 
and provide an update.  

SL requested for Radiology to provide an update on the 
implementation of the BMSU Guidelines in Ultrasound to the 
meeting in September.  JF to request for a member of the team 
to present.

The Group resolved that:

a) These items will be discussed in more detail at the next 
meeting.

 

HL

JF
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CDTQSE 
24/251

Waiting Times Performance

BJ noted that the Radiology position is now over 10,000 for 
patients waiting 8 weeks or over.  The majority sit in 
ultrasound where there is insufficient capacity due to a 
national shortage of sonographers.

In terms of patients waiting 14 weeks or over for Therapies, 
the main issues are in dietetic paediatrics, where there is a 
plan for recruitment to provide support, acknowledging that 
this will not have an immediate impact.

Paeds OT are reporting 146 breaches in month but have a 
plan to reduce this.  

Physiotherapy Pelvic Health has a lack of capacity to meet 
the high level of demand and the waiting list is rapidly 
increasing.  

Adult SLT breach numbers are reducing and plans are in 
place for this to continue to steadily reduce.

Weight Management figures are being monitored internally 
as these are not nationally reportable.  Demand is greater 
than capacity.  A plan is in place to support Level 2.  A 
business case is progressing for Level 3 which is impacted 
upon by the licencing of the Wegovy drug.

Whilst not reportable, the waiting times for Pathology reports 
is an issue and this is reflected in the number of patient 
concerns being received.  Capacity is an issue and the 
department is experiencing significant increases in demand.  

The Group resolved that:

a)  The teams involved are working hard to address their 
waiting times and are prioritising the most clinically urgent 
cases.

EFFECTIVE
CDTQSE 
24/252

Clinical Board Annual Report to UHB QSE Committee

The report was circulated for information.  A video was 
produced to demonstrate the processes involved within Cellular 
Pathology and this was generally well-received.  Further editing 
is needed to the video and it will be shared with this group at the 
September meeting.

Within the paper the extensive list of inspections undertaken by 
regulatory bodies highlighted the significant work that has been 
undertaken in departments in readiness for inspections.  

SL shared the video with the Cancer Delivery Group and this 
was well received.  A lot of questions were raised which 

HL
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highlighted the need for a laboratory expert to facilitate the 
discussions.

The group resolved that:

a) The video will be shared at the meeting in September.

CDTQSE 
24/253

NICE Guidance

The Group resolved that:

a) There was no new guidance to share.

CDTQSE 
24/254

Research and Development

RM reported that the Joint Research Governance Group was 
held last week and  incident was raised relating to a PHD 
student from the School of Engineering, who did not realise that 
a trial needed to be reactivated following Covid despite having 
ethics approval and proceeded to recruit patients.  A decision 
will need to be taken whether to allow retrospective approval for 
the trial.  It was noted that there was no harm to any patients.

The Clinical Board is required to produce an annual R&D report 
and a request was made for contributions.

Industry has committed to a £400m investment fund to support 
clinical trials and health technology assessments and there will 
be some funding coming into R&D to support capacity and 
capability for clinical trials.  Radiology and Pharmacy are key 
areas where they would be looking for ideas where specific 
investment could improve capacity, whether this is staffing or 
equipment.  

IRMER approvals for trials are currently being sent to North 
Wales, however there are delays in the process and 
discussions are being held around bringing this back in-house.

The Group resolved that:

a) The update from the R&D Lead was noted.

CDTQSE 
24/255

Service Improvement Initiatives

HP was welcomed to the meeting to present the QI Project she 
had undertaken during her Pharmacy placement at Hafan-Y-
Coed.  The project focused on post rapid tranquilisation physical 
health monitoring on the Adult Psychiatric Intensive Care Unit.  
Rapid tranquilisation refers to the use of usually IM medicines to 
treat patients who are acutely agitated.  

Some of the risks associated with rapid tranquilisation include 
excess sedation, low blood pressure and in the worst cases it 
can lead to neurolactic malignant syndrome or death.  The 
guidelines from the British Association for Psychopharmacology 
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and the National Association for Psychiatric Intensive Care 
Units recommend that the respiratory rate, blood pressure, 
heart rate and temperature is monitored for each patient for the 
first 15 minutes for the first 60 minutes after rapid tranquilisation 
and where a patient refuses, this should be documented.

The aim of the project  was to increase the proportion of rapid 
tranquilisation doses that were followed by a complete set of 
observations to 20% by April 2024 in the unit.  

Data was collected over 5 weeks to establish the baseline.  It 
was identified that none of the doses were followed by a 
complete set of observations and national audit data for the UK 
in 2018 highlighted that only 2% of episodes nationally were 
followed by a complete set of observations.  

For the first intervention, guidelines made across Trusts and 
Health Boards were reviewed and the NEWS chart used on 
mental health units was modified for this project.   The data was 
collected and results showed that improvements in complete 
sets of observations being undertaken were variable.  

Intervention 2 was undertaken where the modified NEWS 
charts were placed alongside each patient’s medication chart.  
The results following this intervention, identified a shift in the 
data with doses followed by no observations reduced to 7% and 
100% completion increased from 0 to 21% and the median 
increased from 0 to 63%.

The outcome of the project identified:

Most rapid tranquilisation doses still fall short of national 
standards, despite there being an improvement.  

The need for further form filling contributed to the variable 
results in the first cycle.  There are constraints as patients on the 
wards are extremely unwell and require high levels of care.  

There is a high turnover of staff and it needs to be ensured that 
all staff are aware of the standards and further education and 
training is needed.  

Feedback from the project was that placing the charts alongside 
the medication charts has been helpful.

The project will continue with other pharmacists and be 
expanded out to other wards.  

 The Group resolved that:

a) There is potential for the project to be rolled out to other non-
mental health settings, particularly the EU department.  It 
was noted that it would be worthwhile sharing the guidelines 
to other wards for awareness.
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CDTQSE 
24/256

Information Governance/Data Quality

The Group resolved that:

a) There were no IG or data quality issues to report.

CDTQSE 
24/257

HIW/LAITH Reports and Improvement Plans 

Following the HIW inspection in EU, a dashboard in Power BI is 
being developed by Clinical Engineering to flag when PPMs are 
overdue.  

The Group resolved that:

a) There have been no other inspections held that have 
impacted on this Clinical Board.  

CDTQSE 
24/258

Policies and Procedures

The Therapies QSE Group ratified its new study leave policy 
which is in line with the UHB policy, to ensure there is 
consistency across all the therapy departments.  It was noted 
that the policy has been agreed with Trade Union 
representatives 

The Group resolved that:

a)  There are no relevant UHB policies or procedures out to 
consultation and no Clinical Board policies or procedures to 
be received. 

EFFICIENT
CDTQSE 
24/259

Exception Reports from Directorates

Therapies Exception Report from its QSE Group has been 
received.

The Group resolved that:

a) There were no other issues raised from directorates.

CDTQSE 
24/260

Clinical/Internal Audits

The Group resolved that:

a) There were no updates relating to audits to report.

CDTQSE 
24/261

Waste and Sustainability 

The UHB is rolling out the new recycling bins across the Health 
Board in line with the new recycling legislation for workplaces.

The Group resolved that:
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a) The next Clinical Board Waste and Sustainability Group will 
be held in September.

EQUITABLE
CDTQSE 
24/262

Feedback from Clinical Board Inclusion Ambassadors 
Group

The Clinical Board Inclusion Ambassadors Group has not met 
since the last meeting.

The Group resolved that:

a) The Group needs to be reinvigorated and aligned to the staff 
survey results.

CDTQSE 
24/263

Equality and Diversity Issues

The Group resolved that:

a)  There were no updates to report.

PERSON CENTRED
CDTQSE 
24/264

Patient Story

MM presented the patient story from Medical Illustration.  A 
Senior Clinical Photographer was recently called to a ward to 
take pictures of a patient’s sacral pressure ulcer.  The 
photographer attended the bedside to explain to the patient that 
she had arrived to undertake the photograph and the patient 
was visibly mortified at the thought of having an image taking of 
this intimate area.   The photographer knew that the patient 
would not consent to this and therefore explained to them why 
the images were needed.   Seeing that the patient was 
overwhelmed she allowed the patient to have time to consider 
this and discuss it with their family and offered to return in a few 
days to see if they had changed their mind.  

The photographers experience this frequently and realise that 
patients are more confident when they have time to consider 
and discuss this with their families.  After two days the 
photographer returned to the patient and the patient agreed to 
have the image taken, on the basis that it was this particular 
photographer who would take the photograph.  

This was a grade 3 pressure ulcer and having the image taken 
meant that the most appropriate treatment could be used for the 
patient’s ongoing care.  The patient’s family emailed the 
department to thank the photographer for their professionalism 
and for showing great respect to their relative.  This helped their 
relative reach the right decision, and they also had the image 
taken by someone they felt comfortable with.

The Group resolved that:
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a) HL reflected that perhaps Ward staff fail to explain to 
patients the need for photography, to prepare them in 
advance of having the images taken. HL will highlight this 
issue to nursing colleagues.

HL

24/265 Initiatives to Promote the Health and Wellbeing of 
Patients and Staff

A designated rest area is being put in place for Podiatry staff 
based at St Davids.

The Group resolved that:

a) Directorates to consider how they can support the health 
and wellbeing of their staff and their patients.

CDTQSE 
24/266

Any Initiatives Relating to the Promotion of Dignity

The Group resolved that:

a) There were no other initiatives to report.

CDTQSE 
24/267

National User Experience Framework/Feedback from 
Patient and Service User Surveys

HL will liaise with the Patient Experience Team to see if 
more meaningful data for this Clinical Board can be 
extracted from the Civica reports.

MM reported that their patients often request directions to 
the UHW site.  To help patients, Medical Illustration now 
provide information on the Park and Ride Scheme on their 
letters.  

JF noted that a kiosk has been allocated to Radiology to 
obtain patient feedback.  It is likely that this will be placed in 
UHL.  JF is liaising with the volunteer service to see if they 
can provide any support. 

SJ advised that there have been requests whether the 
frequency of the Park and Ride Service could be increased.  
HL will feed this back. 

The Group resolved that:

a) HL will circulate the Civica reports as and when they are 
received.

HL

CDTQSE 
24/268

Staff Awards and Recognition

 The category for the Clinical Board Staff Recognition 
Scheme in July is the Living Our Vales Award.

The category for August is the Team Award.
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The Group resolved that:

a) Nominations are encouraged from all staff in the Clinical 
Board.

ITEMS TO RECEIVE/NOTE FOR INFORMATION
CDTQSE 
24/269

CD&T Health and Safety Group Minutes 17.6.24

ANY OTHER BUSINESS
CDTQSE 
24/270

JD asked if the leaks in Radiology have now been resolved. 
HL believes the work is completed but will check this is the 
case.  Maintenance work is now required to address the 
flooring.  

SL advised that a Generator Test was undertaken on Tower 
Block 2 last week. Minor issues were raised but generally 
the test was successful. There are no plans to re-test this 
area. 
 

CDTQSE 
24/271

Date & time of next Meeting

It was agreed to stand down the meeting due to be held on 
23rd August 2024.

The next meeting will be held on 19th September 2024 at 2pm 
via Teams.
 

���������� ��������������



Minutes of the Medicine Clinical Board
 Quality, Safety & Experience Committee Meeting

Held on 17 July 2024 14:30 – 16:00, Via MS Teams
Present:
Ceri Richards-Taylor Interim Deputy Director of Nursing (Joint Chair)
Katja Empson Consultant/ interim Clinical Board Director (Joint Chair)
Aneurin Buttress Consultant, Integrated Medicine 
Sian Rowlands Head of Quality and Clinical Governance 
Catherine Evans Interim Deputy Head of Patient Safety, Patient Safety Team
Jason Roome General Manager, Integrated Medicine
Liz Vaughan Professional & Practice Development Nurse
Nicholas Denny Organisational Learning Facilitator - Mortality Lead
Wayne Parsons Lead Nurse, Integrated Medicine
Dave Mcrae Lead Pharmacist, Medicine
Claire O’Keeffe Senior Nurse, Integrated Medicine
Angela Jones Senior Nurse, Resuscitation Service
Lowri Warren Senior Nurse for Professional Development, A&E
Sue Eshel Senior Nurse, Integrated Medicine
Andrew Brown Interim Senior Nurse, Specialised Medicine
Marianne Jenkins Consultant Nurse Practitioner, Emergency Department
Joanne Roche Ward Manager, B2 Link, Integrated Medicine
Derek King Clinical Nurse Specialist, Infection, Prevention and Control
Niki Turner Service Manager, Stroke, Integrated Medicine
Molly Baker Service Improvement Manager, Innovation & Improvement
Nathan Williams Service Manager, Endoscopy, Specialised Medicine
Secretariat
Sheryl Gascoigne MCB Secretary/Project Support Officer
Apologies:
Claire Main Interim Director of Operations for MCB/ Acute and out of hospital care
Barbara Davies Interim Director of Nursing (Chair)
Richard Marsh Consultant, Internal Medicine, Integrated Medicine
Mike Bond Director of Workforce and Financial Improvement
Hannah Mastafa Deputy Director of Operations
Alexandra Scott Assistant Director of Quality Safety
Lyndsey MacDonald Clinical Director, Emergency Medicine
Siobhan Lewis Consultant, Internal Medicine, Integrated Medicine
Kath Prosser Quality & Governance Lead, Medicine
Dave Pitchforth Lead Nurse, Specialised Medicine 
Ceri Martin Lead Nurse, Acute and Emergency Medicine
Natasha Whysall Interim Lead Nurse, Integrated Medicine
Rachel Maiden Senior Nurse, Integrated Medicine
Cath Morris Senior Nurse, Acute & Emergency Medicine
Beth Jones Senior Nurse, Specialised Medicine
Sian Brookes Senior Nurse, Integrated Medicine
Lisa Green Senior Nurse, Acute & Emergency Medicine
Katie Innes General Manager, Specialised Medicine
Sarah Wright Clinical Nurse Specialist, Infection Prevention & Control
Sam Hughes Professional & Practice Development Nurse
Craig Davies Service Manager, Acute Medicine
Dharmaraj Durai Consultant, Specialised Medicine
Brijesh Srivastava Consultant Hepatologist, Gastroenterology, Specialised Medicine
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- If medication usually taken is stopped, it should be appropriately documented 
within the In patient Medicines Chart.

- Findings of the review to be shared with relevant colleagues.

The group resolved: to note the above.  Actions from discussion: none.  

MCBQSE/
2024/0107

LFE CN/UHW/DCIQ1035 – the claim relates to follow-up of results.
The patient was an 87-year-old female admitted via A&E on 20/5/22 following a 
referral by her GP for high blood pressure and palpitations.

Conclusion: there was a delay in review of the investigation results and as a 
consequence in diagnosing Atrial Fibrillation and initiating anticoagulation therapy 
which on balance, would have resulted in the patient avoiding the stroke.    

Learning:
- There was a delay in reviewing the investigation results and as a consequence 

in diagnosing Atrial Fibrillation and initiating anticoagulation therapy.  
- Outpatient clinic has a manual system to track test results for follow-up and flag 

for review and action once received.
- This is supported by a twice weekly review between responsible clinician and 

secretary of any outstanding results.
- There are arrangements in place to provide cover in the event of staff absence 

due to sickness or holiday.

LFE RED7A4-0245/AD – the claim relates to delayed diagnosis.  The patient was a 
48-year-old female who attended A&E on 12/7/19.  

Conclusion: (based on expert report). Care provided up until 16.07 reasonable. 
However, once the CRP had risen on 16.07, and in the face of an intermittent 
pyrexia, further assessment should have been undertaken to ascertain a different, 
or deeper-seated infection by way of more robust examination and CT scanning. 
Decision to defer CT scanning due to the decline in renal function and risk of contrast 
nephropathy was incorrect as risk of failing to identify a further infective source was 
greater. Causation denied.

Learning: 
Timeliness of CT scanning and discussion of risks around contrast nephropathy, 
steps to minimise, informed consent so that scanning not inappropriate delayed.  

The group resolved: Learning from Events Report will be provided to Welsh Risk 
Pool.

Actions from discussion: SR will share the update on both of these LFER’s for 
further learning.  Radiologists need to be involved and this to be shared with CD&T.  

 

Sian Rowlands

4  ITEMS FOR NOTING AND INFORMATION
MCBQSE/
2024/0108

Patient Safety Alerts/MDAs/ISNs: 
Public Health Wales Briefing: Changes to Clinical and Public Health Management 
of Confirmed and Suspected Pertussis Cases June 2024

The group resolved: share for information.
Action from discussion: share for information.

MCBQSE/
2024/0109

Medicines Management 
Managing Unavailable Medicines (non-CDs) in Community Hospitals 
Flowchart - A member of the Pharmacy Team put the flow diagram together to 
request medicine to be transferred to community hospitals from acute sites.

The group resolved:  this updated document is to be noted.
Action from discussion: SG will re-share this flowchart with Ward based teams.  

MCBQSE/ Minutes from Directorate QSE Groups and Chairs Reports/Exceptions

������ ��������������



2024/0110 - Rheumatology QSE meeting 18th June 2024
- Acute & Emergency Medicine (meeting 9th July await minutes from meeting 

11th June 2024)
- Integrated Medicine, UHL/UHW (await minutes from meeting held June 2024)
- Integrated Medicine UHL/UHW next QSE meetings September 2024
- EUG next meeting 18th July 2024

The group resolved: for noting.  
Action from discussion: directorate minutes are required to be shared at MCB 
QSE.  Work to be done to track all directorate QSE meetings and ensure minutes 
are followed up.

Ceri Richards-
Taylor/ Sian 
Rowlands

MCBQSE/
2024/0111

Minutes from QSE Sub Groups:
- IP&C meeting in June 2024 - meeting cancelled.
- H&S meeting await minutes last meeting 26/06/2024 
- Medicines Access and Governance Group await minutes last meeting 

21/06/2024.

The group resolved: to note the above.  Action from discussion: none.

MCBQSE/
2024/0112

Feedback from UHB QSE Committee – no update.
The group resolved: no update.  Action from discussion: no update.

5. ANY OTHER BUSINESS
MCBQSE/
2024/0113

Any Other Business
Field Safety Notice Philips Respironics BiPAP Machines – these are used within 
the community for patients requiring life support.  There is an issue with the alarm 
which could cause the device to stop working.  A risk assessment has been drawn 
up, and a plan to replace the machines is in place.  The risk is low; however, it is 
potentially serious.  21 machines need to be replaced and there is a cost implication.  
The immediate risk regarding these machines is being addressed.

The group resolved: discussed here for information.
Action from discussion: none.

6. DATE AND TIME OF NEXT MEETING
MCBQSE/
2024/0114

21 August 2024 at 14:30-16:00 via MS Teams
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Minutes of the Medicine Clinical Board
 Quality, Safety & Experience Committee Meeting

Held on 21 st August 2024 14:30 – 16:00, Via MS Teams
Present:
Barbara Davies Interim Director of Nursing Chair
Dr Katja Empson Consultant/ interim Clinical Board Director
Katherine Prosser Quality and Governance Lead
Sian Rowlands Head of Quality and Clinical Governance 
Derek King Clinical Nurse Specialist, Infection, Prevention and Control
Chisom Uwaezuoke Clinical Nurse Specialist, Infection Prevention and Control
Angela Jones Senior Nurse Resuscitation Service
Sarah Wright Clinical Nurse Specialist, Infection Prevention and Control
Natasha Whysall Lead Nurse Integrated Medicine
Marianne Jenkins Consultant Nurse Emergency Medicine
Claire O’Keeffe Senior Nurse Integrated Medicine
Beth Jones Senior Nurse Specialised Medicine
Andrew Brown Senior Nurse Specialised Medicine
Rachel Maiden Senior Nurse Integrated Medicine
Hibaq Musa Clinical Nurse Specialist, Infection Prevention and Control
Dr Lindsay George Consultant Diabetes
Emma Keen Deputy General Manager Integrated Medicine
Catherine Evans Interim Deputy Head of Patient Safety
Secretariat

Apologies:
Claire Main Interim Director of Operations for MCB/ Acute and out of hospital care
David Pitchforth Lead Nurse Specialised Medicine
Lisa Green Lead Nurse Emergency and Acute Medicine
Wayne Parsons Lead Nurse Integrated Medicine
Ceri Richards-Taylor Interim Deputy Director of Nursing

Item No 1. Standing Items Action
MCBQSE/
2024/0115

Welcome and Introductions – were undertaken.  

MCBQSE/
2024/0116

To receive the minutes of the previous meeting held on 17/7/24 – the group were 
asked to read the minutes and advise if any amendments are required.
  
The group resolved: if no amendments are required, the minutes will be accepted.

 

MCBQSE/
2024/0117

Action Log – The action log needs to be reviewed to remove longstanding actions. All

MCBQSE/
2024/0118

Declarations of Interest – none.  

2. ITEMS FOR REVIEW AND ASSURANCE
MCBQSE/
2024/0119

Patient Story – Acute and Emergency Medicine were unable to present a 
patient story secondary to staffing levels and operational pressures.

MCBQSE/
2024/0120

Concerns, Claims, Compliments 
Compliments - were shared in relation to OPSU, C7 and SRC
Concerns – Highlighted continued themes centring around communication, access 
to services, attitudes and behaviours.
Requirement to maintain traction on 30 day response rates, improvement noted 
across Directorates.

The group resolved: to keep sharing feedback.
Actions from discussion: to keep sharing feedback.
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MCBQSE/
2024/0121

Family Feedback ME Reports - Civica reports now capture family feedback.  
- Positive family feedback themes were added as a visual display/ word cloud.  

Feedback often is that care is wonderful and staff are compassionate.
- Negative feedback themes mainly focused on clinical areas being busy, delays 

in issuing medical cause of death for bereaved families and poor 
communication. 

The group resolved: to note the above.
Actions from discussion: To continue to share these across Directorates along 
with other Mortality information.

Care After Death Phase 1 – Referral to the Medical Examiner, Coroner and 
completion of the Medical Cause of Death.  Important to ensure we improve the time 
to complete the Medical Cause of Death in a timely manner. This new process has 
been shared widely across Directorates and with Clinicians.  Noted it can be 
challenging when trying to identify the correct clinician.
The group resolved to note the above.
Actions from discussion: To invite Nick Denney to the next QSE meeting to share 
how this new process is progressing.

Mortality Case Review template – A Mortality Level 2 review template was shared 
to support clinicians in providing a structured M&M review.  The template is going to 
be tested in areas to review cases referred for further consideration by the Health 
Board’s Mortality Screening Panel.  
Actions from discussion: Any comments to be shared with SR so a final template 
can be agreed and used appropriately.

ALL

KP

ALL

MCBQSE/
2024/0122

Infection Prevention and Control (IP&C) update:
 7 days since last MRSA bacteraemia 
18 days since last MSSA bacteraemia
11 days since last C difficile 
6 days since last E. Coli bacteraemia 
43 days since last Pseudomonas bacteraemia 
29 days since last Klebsiella bacteraemia 

3 outbreaks within the MCB, affecting 31 patients, 1 staff member, resulting in 18 
bed days lost. 
DMT scores – All wards within MCB remain compliant for the last 4-week period, 
except for one area, score 94%.
HCAI reduction goals – There were new cases of all reduction goal organisms in 
July, Except MRSA. 
The MCB did not achieve any of the 6 reduction goals during the period 2023-
2024.
MCB position based on same period 2023-2024:

o 300% increase with Pseudomonas. 
o 55% increase with C. difficile. 
o 63% reduction with E. coli.
o 38% reduction with SAUR Bacteraemia’s.
o 33% reduction has been seen with Klebsiella 

There are 9 outstanding RCAs overdue. 
Audit results are showing an improvement. 
Back to basics teaching being held September 19th –. Winter planning teaching 
planned for the end of September. HCID training planned.

Concerns noted in the increase of C. difficile which is reflected across other Clinical 
Boards, and across Wales as a whole.  Ongoing planning within Emergency 
Medicine and Infectious Disease around M-pox.  

The group resolved: to note the above.
Actions from discussion: Reiterated the importance of submitting a Datix for all 
healthcare associated infections.  For those patients who have died as a result of a 
healthcare associated infection the Infection Prevention and Control RCA is subject 
to scrutiny for potential NRI reporting if there was any act or omission which 
contributed.

Lead & Senior 
Nurses
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Resus Medical Clinical Board Report –  shared for information. The information is 
taken from BIS for all areas where a 2222 call has been placed for either a cardiac 
arrest call or escalation of a high NEWS score.  This can include themes around 
education, training and staffing to support Clinical Boards identifying where further 
actions are required.
The group resolved: to note the above.
Actions from discussion: A reminder to all staff the Resuscitation audit is currently 
being undertaken and for all areas to complete.

HEIW Visit to GIM at UHL and UHW 24.07.2024
For information the revisit has been conducted, the risk rating remains the same.  
Action plan required by 6th September 2024 with some recurring themes noted 
around induction and awareness of the Stroke Pathway.

The group resolved to note the above.
Actions from discussion: Formal report and Improvement Plan to be brought 
back to the next QSE meeting in September.

Llais visit to SRC 15.08.2024 – Verbal feedback from Llais was extremely positive.  
Formal report pending.
The group resolved to note the above.
Actions from discussion: Formal report if received to be shared at the next QSE 
meeting in September.

ALL

SR

SR

3  ITEMS FOR APPROVAL/ RATIFICATION
MCBQSE/
2024/0123

National Reportable Incidents (NRIs)
MCB NRI Position – currently 19 open NRIs across the Clinical Board.  
Integrated Medicine 2 
Specialised Medicine 13 (5 breached closure date)
Acute & Emergency Medicine 4 (3 breached closure date)

NRIs for closure:
Emergency & Acute Medicine: 
ID45504 delay in treatment and diagnosis resulting in a perforated Duodenal Ulcer 
– Issues identified:

1. The timing of a clinical abdominal examination
2. The timeliness of a surgical review
3. The timeliness of CT imaging
4. Access to theatres

Recommendations noted as:
1. An acute abdominal pathway should be prioritised during development of 
Hospital Health Pathways.
2. Learning from the case should be presented at Medicine Clinical Board 
(including emergency department) and Surgical Clinical Board QSE meetings to 
include:
a. Need for clear documentation
b. Importance of abdominal examination in assessment of unwell patients
c. Importance of collateral history taking in patients unable to provide a clear 
clinical history
d. Increase awareness of the availability of the Ambulance Summary sheet in 
Welsh Clinical Portal
e. Informing consultant in charge of a patients care if there is a significant change 
in their clinical condition
3. An audit to ensure that a baseline EWS (Early Warning Score) is recorded for all 
patients admitted to the emergency department resuscitation (resus) area.
4. There is verbal referral to specialty teams for patients with a National Early 
Warning System (NEWS) score of 6 or above, alongside digital referral on the 
Whiteboard IT system.
5. The ED/Medical admissions proforma document should be updated to include 
separate examination sections for cardiovascular, respiratory, abdominal, 
neurology and other, as a prompt to clinicians completing the booklet.
6. Radiology department to undertake an audit of the demand for inpatient CT 
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scans performed in the emergency department in hours and out of hours for each 
of the referral priorities, compared to the available scanner and staff capacity 
during these periods. Data should be used to review the need for any changes to 
the existing CT radiology model.
7. An audit template or dashboard should be developed to allow radiology 
departmental and QSE leads to undertake regular audits to assess referral 
demand and capacity on a recurrent basis.
8. Formal senior cross cover should be provided for the CEPOD/inpatient surgical 
registrar referral bleep and to undertake referrals during periods they are 
unavailable in the operating theatre.

ID48819 failure to undertake appropriate monitoring for an Insulin/Dextrose 
infusion to treat a high Potassium – Issues identified:

1. The patient had a history of Chronic Kidney Disease and frailty, 
caution should have been given when considering treatment to reverse  
the high Potassium.

2. Blood glucose levels were not monitored in line with The Emergency 
Management guide for the treatment of Hyperkalaemia in Adults.

Recommendations noted as:
1. The Emergency Management Guide for the treatment of Hyperkalaemia in 
Adults pathway should highlight the need for consideration of other co-morbidities 
that can impact patients’ blood glucose levels prior to prescribing insulin/dextrose 
infusion.
2. The Emergency Management Guide for the treatment of Hyperkalaemia in 
Adults pathway Clinical guidance to be stored in a centralised place for all staff to 
easily access  Safety notice- The Emergency Management Guide for the treatment 
of Hyperkalaemia in Adults pathway to be widely shared.
3. Create a document similar to the Acute NIV pathway booklet where the 
monitoring of blood glucose and the pathway are combined together within one 
document and all patients receiving this treatment would have the document within 
their notes as a reference for staff and would keep the information together. 

ID50503 Injurious injury: Unwitnessed fall resulting in a fracture to the right shaft of 
femur.  The falls focused review identified there was potentially a missed 
opportunity to have noted the patient had become more confused several hours 
prior to the fall which would have prompted the staff to review PART B of the 
admissions booklet, including falls risk assessment which would have supported 
escalating for closer observation.  
A Tendable Core Standard audit undertaken noted 100% satisfaction with the 
quality of falls documentation and identification of risks to mitigate falls and 100% 
compliance with the completion of the Part B assessment with relevant actions and 
interventions that tell staff how to care sensitively for patients in the care 
environment.  These audits have senior and lead nurse oversight to ensure 
standards are maintained.

ID64874 Injurious injury: Unwitnessed fall resulting in a fractured neck of femur.  
The falls focus review identified Secondary to the patient only being within the 
clinical area for 12 hours and not very well known to staff an enhanced supervision 
assessment was not undertaken.  The patient was also noted to have increased 
urinary frequency prior to the fall.   Lying and standing blood pressure was not 
undertaken on admission to identify any potential postural drop in line with best 
practice.  In addition, common practice on the ward during the night is to have one 
member of staff at the entrance of each bay so they can visualise the patients.  At 
the time of the patients fall staff had left to obtain pain relief for another patient 
whilst another member of staff was assisting another patient.  The staff should 
have requested for another member of staff to observe the area if the patients were 
known to have a high falls risk.  
A Tendable Core standard audit completed 22nd July 2024 noted 100% compliance 
with MFA being completed within 6 hours of admission and 100% compliance with 
the completion of lying and standing blood pressure.  In addition, a Care Specific 
audit noted 100% compliance with patient’s mobility being assessed and pre-
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admission falls history information recorded with interventions noted as part of the 
mandatory actions. 
Raised over a week’s period at safety briefings to re-iterate the importance of the 
required level of observation/staff whilst ‘tag’ baying areas where patients are 
deemed a risk of falls

The group resolved: to note the above.  Actions from discussion: none.  

MCBQSE/
2024/0124

LFE RED195 AS - concern
The patient was a 79 year old male brought by ambulance to UHW on 06.04.2023 
following a fall outside his home. He had known heart failure and was for admission 
under a medical referral that day but fell before being brought in.
CT head identified a left sided subarachnoid haemorrhage and subdural haematoma 
necessitating urgent neurosurgical advice. Risk assessment was completed on 
admission, a high risk of falling identified and acknowledgement that a visible space 
was needed and staff support during any mobilisation.

Conclusion: In-patient falls did not lead to the patient’s death with the significant 
intracranial injury occurring prior to admission and no significant changes whilst an 
inpatient however there was learning.

Learning:
- Escalation process for staff shortfalls via the nurse in charge, raising of red flag 

via Safe Care system, Lead and Senior Nurses and Director of Nursing. In the 
event of no mitigation, documentation of risk and support provided to manage 
risk, workload and staff allocation;  

- Reminders sent to staff to keep beds at lowest point when patients are not 
receiving personal care or interventions;

- Ward Education Board in place to highlight key messages; 
- Safety briefings at each shift handover so that each individual patient’s needs / 

requirements are communicated to all staff. 

LFE CN/UHW/3219 AC – claim
Patient was a 36 year old male who attended A&E on 02.08.14, longstanding history 
of alcohol dependency and had collapsed in the street following an epileptic seizure. 
He had experienced two previous fitting episodes the same day. He was able to 
transfer independently from stretcher to trolley and no concerns regarding capacity, 
initial impression was that he was withdrawing from alcohol. 
On asking for the location of a toilet and declining the use of a urinal, a nurse noted 
that he was alert and steady on his feet and so directed him to the toilet however the 
Claimant returned with a HCSW who thought he was slightly unsteady. He then 
asked to use the telephone, he was advised that someone could make the call for 
him but he became agitated and he was therefore directed to the nurse’s station and 
the phone placed in front of him, it was at this point he fell hitting his head on the 
floor and was noted as having a seizure. 
Underwent CT and transferred to neurosurgery for evacuation of subdural 
haematoma, discharged on 02.09.14.

Learning:    
- Importance of completing falls risk assessment as soon as possible following 

admission which is included in induction process;
- Use of Tendable audits to ensure documentation completed and spot checks of 

this by the nurse in charge to support with any outstanding assessments, and to 
identify themes;

- Escalation to the nurse in charge of those with falls risk to support with mitigation; 
- Pre and post falls management education for new starters and refresher training 

for established staff;
- Education and information boards visible for staff and patients. 

The group resolved: Learning from Events Report will be provided to Welsh Risk 
Pool.
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Actions from discussion: Discussion around how the learning can be shared from 
the outcome of LFEs. To bring back to QSE to share how this process works 
including potential values based on the outcome.

KP/SR

4  ITEMS FOR NOTING AND INFORMATION
MCBQSE/
2024/0125

Patient Safety Alerts/MDAs/ISNs: 

Memo for clinical teams Fragmin and Arixtra pre-filled syringes – Do not use in 
patients with latex allergy

Medicines Management Memo: Intermittent supply issues with Kay-Cee-L Syrup

Medicines Management Memo for Healthcare Professionals: Supply Issues with 
Pancreatic Enzyme Replacement Therapies (PERT)

Safety Memo: Registration of unknown patients in the Emergency Department

ISN 2024 002 – FreeGo feeding pumps

The group resolved: for noting
Action from discussion: shared for information.

MCBQSE/
2024/0126

Medicines Management 
Medicines Safety Briefing for Healthcare staff
Shared for information

The group resolved:  for noting
Action from discussion: Shared for information  

MCBQSE/
2024/0127

Minutes from Directorate QSE Groups and Chairs Reports/Exceptions

- Acute & Emergency Medicine minutes from meeting 11th June 2024 

- Integrated Medicine UHL/UHW next QSE meetings September 2024

- EUG minutes 18th July 2024

The group resolved: for noting.  
Action from discussion: Directorate minutes are required to be shared at MCB 
QSE.  Work to be done to track all Directorate QSE meetings and ensure minutes 
are followed up.

MCBQSE/
2024/0128

Minutes from QSE Sub Groups:
- IPC meeting 5th July 2024 cancelled.  Meeting held 2nd August 2024 await 

minutes
- H&S minutes last meeting 26/06/2024 
- Medicines Access and Governance Group await minutes 21st June & 19th July 

2024

The group resolved: to note the above.  Action from discussion: none.

MCBQSE/
2024/0129

Feedback from UHB QSE Committee – consent will form part of mandatory 
training.  UHB Clinical Safety Group completing a thematic review of HIW reports.  
A deep dive into the number of Never Events was also provided. 
The group resolved: no update.  Action from discussion: no update.

5. ANY OTHER BUSINESS
MCBQSE/
2024/0130

Any Other Business
Datix queues – concerns raised regarding the number of Datix sitting open within 
the Clinical Board, particularly the number of Datix not initially reviewed within the 
first 7 days which could result in the level of harm/incident being missed.
Raised the management of Datix is predominately seen as nursing led with more 
engagement required from medical colleagues. 
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Action from discussion: Clinical Board Director to discuss with relevant Directorate 
CDs to encourage clinical colleagues to complete the relevant Datix training.

C&V UHB Tuberculosis procedure – any comments to be sent to Infection, 
Prevention and Control

IRMER Incidents – Radiology Annual Summary – useful Radiology 
communication around IRMER investigations and the learning

Field Safety Notice Philips Respironics BiPAP Machines 
The group resolved: assurance provided that this had been resolved with the 
support of clinical engineering.
Action from discussion: none.

World Patient Safety Day 17 th September.  On 13 th September displays will be 
visible both at UHW and UHL.  Brainomix is being shared as part of the theme around 
‘early diagnosis’ set by World Health Organisation.

KE/KP 
(completed)

6. DATE AND TIME OF NEXT MEETING
MCBQSE/
2024/0131

18th September 2024 at 14:30-16:00 via MS Teams
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Report Title:
To discuss the actions from the Ombudsman's 
annual letter 

Agenda 
Item no.

4.2

PublicMeeting: Quality Safety and 
Experience Committee Private

Meeting 
Date: October  2024

Status 
(please tick 
one only): 

Assurance Approval Information

Lead 
Executive: Executive Nurse Director 

Report Author 
(Title): Assitant Director of Patient Experience 

Main Report
Background and current situation:
The Public Services Ombudsman for Wales (Ombudsman) writes annually to each Health Board in 
Wales, providing an overview of trends, performance, and key insights from the Ombudsman’s 
office over the past year. These letters are publicly available on the Ombudsman’s website.

A copy of the letter can be found in the Annual Letters section of the PSOW website.Annual Letters

The Annual Letter will be presented to the Board in November 2024, and this paper outlines the 
actions in response.

For context, the data from the Annual Letter indicated that the Health Board was at the average 
level for complaints received and investigated, measured per 1,000 residents for each health board 
area.

The subject and themes resonate with those reported in our regular quality indicators reports to 
QSE –
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Clinical treatment in hospitals has been the most significant concern raised with the Ombudsman 
regarding Cardiff and Vale University Health Board.

The outcomes of the Ombudsman’s investigations are outlined below.
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When a report is upheld, the Ombudsman’s recommendations aim to prevent or reduce the risk of 
recurrence by implementing robust actions to address the identified failings. While the Health Board 
currently demonstrates a compliance rate of 81% within the requested time frame, we recognise 
this as an area for improvement. The Patient Experience Team is utilising AMAT, an audit 
management and clinical tracking system, to monitor compliance with recommendations and 
escalate any issues to the weekly Executive meetings. We are optimistic that this will lead to an 
improvement in compliance rates.

Annual Letter actions 
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In response to the annual letter the Health Board was asked to take the following actions and these 
will be reported in detail through the Quality Safety and Experience Committee. 

• Present my Annual Letter to the Board at the next available opportunity and notify me of when 
these meetings will take place. -November Board Meeting on 28 th November 2024 

• Consider the data in this letter, alongside your own data, to understand more about your 
performance on complaints, including any patterns or trends and your organisation’s 
compliance with recommendations made by my office. -to be discussed at the QSE-Quality. 
Safety and Experience Committee October 7 th 2024 

• Provide my office with a copy of the Health Board’s Annual Report for 2023/24 on the Duty of 
Candour and Quality. -We provide a regular Quality Indicators report to the QSE-Quality. Safety 
and Experience Committee in line with always on reporting. Some examples are linked 
below. 

Quality Indictors to QSE August 23 

Quality Indicators to QSE October 23 

Quality Indicators to QSE March 24 

The recent  AGM-Annual General ,meeting held on 11 September 2024 presented the Annual 
report 23/24 and the  Annual Quality Report 23/24 

As a Health Board we welcome the independent scrutiny of your office and the publications provided 
which help us to review our services. I 

t
The Ombudsman’s office will be provided with a copy of the paper 

 he further actions are 
Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

The Annual letter will be discussed at the Board Meeting in November 2024 

Recommendation:

The committee is requested to: Note the contents of the report.

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 
people

7. Be a great place to work and 
learn 
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https://cavuhb.nhs.wales/files/board-and-committees/quality-safety-experience-committee-2023-241/2023-08-24-public-qse-papers-v5-pdf/
https://cavuhb.nhs.wales/files/board-and-committees/quality-safety-experience-committee-2023-241/2023-10-25-public-qse-papers-v1-pdf/
https://cavuhb.nhs.wales/files/board-and-committees/quality-safety-experience-committee-2023-241/2024-03-20-13-53-30-final-boardbook-pdf/
https://cavuhb.nhs.wales/news/latest-news/annual-general-meeting-2023-24/cardiff-and-vale-uhb-annual-report-2023-4/
https://cavuhb.nhs.wales/news/latest-news/annual-general-meeting-2023-24/cardiff-and-vale-uhb-annual-report-2023-4/
https://cavuhb.nhs.wales/about-us/duty-of-quality/cardiff-and-vale-uhb-annual-quality-report-2023-4/


3. All take responsibility for 
improving our health and 
wellbeing

8. Work better together with 
partners to deliver care and 
support across care sectors, 
making best use of our people 
and technology

4. Offer services that deliver the 
population health our citizens are 
entitled to expect

9.    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
Pr
e
v
e
nt
io
n

Long term Integration Collaboration Involveme
nt

Impact Assessment:
Please state yes or no for each category.  If yes please provide further details.
Risk: Yes 
The review of compliance with recommendations will be undertaken
Safety: Yes
The Ombudsman provides an independent scrutiny of cases 
Financial: Yes
The ombudsman can offer financial redress to people raising concerns 
Workforce: n/a
Legal: n/a
Reputational: Yes
There is significant reputational risk from Public interest reports 
Socio Economic: n/a
Equality and Health: n/a
Decarbonisation: n/a
Approval/Scrutiny Route:
Committee/Group/E
xec Date:
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Charles Janczewski 
Cardiff and Vale University Health Board 
 

By email only 
charles.janczewski@wales.nhs.uk 

suzanne.rankin@wales.nhs.uk 
 
Annual Letter 2023/24 
 
Dear Charles 
 
Role of PSOW 
 
As you know, the role of the Public Services Ombudsman for Wales is to consider 
complaints about public services, to investigate alleged breaches of the councillor 
Code of Conduct, to set standards for complaints handling by public bodies and to 
drive improvement in complaints handling and learning from complaints.  I also 
undertake investigations into public services on my own initiative. 
  
Purpose of letter 
 
This letter is intended to provide an update on the work of my office, to share key 
issues for health boards in Wales and to highlight any particular issues for your 
organisation, together with actions I would like your organisation to take.   
 
Overview of 2023/24  
 
This letter, as always, coincides with my Annual Report – “A New Chapter Unfolds” 
– and comes at a time when public services continue to be in the spotlight, and 
under considerable pressures. My office has seen another increase in the number of 
people asking for our help – a 17% increase in overall contacts compared to the 
previous year, with nearly 10,000 enquiries and complaints received.  Our caseload 
has increased substantially - by 37% - since 2019.  
 

  

  
Date: 9 September 2024 

Ask for: Communications 

 01656 641150 

 Caseinfo@ombudsman.wales 
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Finally, I would like to thank you, and your teams, for your work with my officers in 
the last year.  Their work is important in ensuring that patients and families receive 
timely and thorough responses to complaints, and in improving outcomes for all 
service users – not just those who complain. 
 
Yours sincerely, 

 

Michelle Morris 
Public Services Ombudsman 
 

Cc. Suzanne Rankin, Chief Executive, Cardiff and Vale University Health Board.  
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Factsheet 
 
Appendix A - Complaints Received 
 
 

Health Board Complaints 
Received 

Received 
per 1,000 
residents 

Aneurin Bevan University Health Board 175 0.30 
Betsi Cadwaladr University Health Board 214 0.31 
Cardiff and Vale University Health Board 150 0.30 
Cwm Taf Morgannwg University Health Board 109 0.25 
Hywel Dda University Health Board 138 0.36 
Powys Teaching Health Board 21 0.16 
Swansea Bay University Health Board 132 0.35 
Total 939 0.30 
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Appendix B - Received by Subject 
 
Cardiff and Vale University Health Board Complaints 

Received 
% share 

Admissions/discharge and transfer 
procedures 

3 2% 

Adult Mental Health 10 6% 
Ambulance Services 0 0% 
Appointment procedures (including 
outpatients)  

4 2% 

Child and Adolescent Mental Health  1 1% 
Clinical treatment in hospital 84 56% 
Clinical treatment outside hospital* 6 4% 
Complaints Handling 13 9% 
Covid-19 3 2% 
Continuing care 1 1% 
De-Registration 1 1% 
Disclosure of personal information / data 
loss 

2 1% 

Funding 3 2% 
Independent Health Care providers  0 0% 
Medical records/standards of record-
keeping 

2 1% 

Medication > Prescription dispensing  0 0% 
Non-medical services 2 1% 
Nosocomial* 0 0% 
Other* 3 2% 
Out of Hours GP care  0 0% 
Parking (including enforcement and bailiffs) 1 1% 
Patient list issues 5 3% 
Poor/No communication or failure to 
provide information 

0 0% 

Prisoner Care 0 0% 
Recruitment and appointment procedures 0 0% 
Referral to Treatment Times 4 3% 
Regulation and Inspection (including private 
sector provision) 

0 0% 

Rudeness/inconsiderate behaviour/staff 
attitude 

0 0% 

Services for people with a disability inc 
DFGs 

0 0% 

Service for vulnerable Adults (eg with 
learning difficulties or mental health issues) 

0 0% 

Total 150  
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Appendix C - Complaint Outcomes 
(* denotes intervention) 
 
Cardiff and Vale University Health Board  % Share 
Out of Jurisdiction 37 23% 
Premature 19 12% 
Other cases closed after initial consideration 57 36% 
Early Resolution/ voluntary settlement* 23 15% 
Discontinued 2 1% 
Other Reports - Not Upheld 9 6% 
Other Reports Upheld* 11 7% 
Public Interest Reports* 0 0% 
Special Interest Reports* 0 0% 
Total 158  
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Appendix D - Cases with PSOW Intervention 
 
 
 No. of 

Interventions 
No. of 
Closures 

% of 
Interventions 

Aneurin Bevan University 
Health Board 73 195 37% 
Betsi Cadwaladr University 
Health Board 81 256 

32% 

Cardiff and Vale University 
Health Board 34 158 

22% 

Cwm Taf Morgannwg University 
Health Board 39 129 

30% 

Hywel Dda University 
Health Board 55 154 

36% 

Powys Teaching Health Board 3 21 14% 
Swansea Bay University 
Health Board 41 141 

29% 

Total 326 1054 31% 
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Appendix E – Compliance performance comparison 
 
 
Health Board Number of 

recommendations 
made in 2023-24 

Number of 
Recommendations 
falling due in 
2023-24 

% of 
recommendations, 
complied with on 
time 

Aneurin Bevan 
University 
Health Board 209 208 75% 
Cardiff and 
Vale University 
Health Board 104 95 81% 
Cwm Taf 
Morgannwg 
University 
Health Board 123 121 60% 
Swansea Bay 
University 
Health Board 119 127 62% 
Hywel Dda 
University 
Health Board 160 151 81% 
Betsi 
Cadwaladr 
University 
Health Board 253 246 58% 
Powys 
Teaching 
Health Board 10 12 67% 
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Information Sheet 
 
Appendix A shows the number of complaints received by PSOW for all Health Boards in 2023/24.  These complaints are 
contextualised by the number of people each health board reportedly serves. 
 
Appendix B shows the categorisation of each complaint received, and what proportion of received complaints represents for 
the Health Board. 
 
Appendix C shows outcomes of the complaints which PSOW closed for the Health Board in 2023/24.  This table shows both 
the volume, and the proportion that each outcome represents for the Health Board. 
 
Appendix D shows Intervention Rates for all Health Boards in 2023/24.  An intervention is categorised by either an upheld 
complaint (either public interest or non-public interest), an early resolution, or a voluntary settlement. 
 
Appendix E shows compliance performance for all Health Boards. 
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