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1. SITUATION/BACKGROUND 

 

1.1 This report sets out the UHB’s performance in a number of areas, 

considered highest risk and includes performance against targets for 
the year to date, as set out in the Welsh Government (WG) Delivery 

Framework and other priority areas for the UHB. 

1.2 This report aims to ensure the performance report highlights the key 

areas that the UHB is concentrating on, to improve service delivery 
and those posing the greatest risk. The summary assessment 

therefore highlights critical areas of performance which are below 
target for attention, and the actions being taken to drive 

improvement. 

1.3 Appendix 1, the Performance Dashboard, sets out the UHB’s 

performance against the unscheduled and planned care elements of 
the Welsh Government (WG) Delivery Framework as at the end of 

June 2021. 

1.4 Executive Management and Strategic Scorecards are provided in 
sections 2.1 and 2.2 of this paper.  The Executive Management 

scorecards indicates that the UHB is presently compliant with two of 
its twenty-nine performance measures and is making satisfactory 

progress towards delivering a further three (October = 12). There 

remains twenty-four measures where either performance is below the 
expected standard or progress has not been made sufficiently quickly 

to ensure delivery by the requisite timescale.  
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2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING 

(ASSESSMENT)  

 

2.1 The UHB’s emerging Executive Management Scorecard is shown 

below.  The measures selected are operational and output based in nature, 
allowing for earlier change detection in metrics that will ultimately affect 

our impact and outcomes. 

 

 

2.1 Quadruple Aims “At a Glance” are summarised below providing the 
detail on key performance indicators. 
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2.2 Quality 

2.2.1 Never Events 

 

There have been no never events reported in the present financial year.  
 

2.2.2 Serious Incidents 

 

8 Serious Incidents were reported in April and May. This decrease in is due 

to a reduced reporting criteria having been put in place during the pandemic 
and Covid Health Care Acquired Infections being reported separately to the 

NHS Delivery Unit. 

 

 
 

Whilst numbers are therefore relatively low, the UHB’s guidance does seek 
to ensure that all new and previously reportable serious patient safety 

incidents must continue to be reported to the appropriate ILG governance 
team for initial approval.  These are then submitted to the Central Patient 

Safety team to provide pan-organisational oversight and assurance for 
executives and Board members.  It is anticipated that future reporting to 

Quality and Safety Committee will feature Nationally Reported Incidents 
and Locally Reportable Incidents. 

 

Unexpected deaths as a result of completed suicide and self-harm incidents 

of those engaged with our mental health or drug and alcohol (MH/D&A) 
services remain a feature, with two cases reported for April and May 2021.  

The UHB are undertaking a review of all suspected suicides who have 
received a MH/D&A service within the preceding twelve months of the 

incident to establish the robustness of investigation and to support learning 
and preventative practice.  Multi-agency strategic work in respect of suicide 

and self-harm prevention is well led and attended by health board 
colleagues. 



 
 

 

Integrated Performance 
Dashboard 

Page 7 of 15 Health Board Meeting 
29 July 2021 

 

 
As part of ensuring robust, continuous quality governance during the Covid-

19 period, quality impact assessments (QIAs) are being undertaken for the 
key service changes to ensure any potential consequences on quality are 

considered and any necessary mitigating actions are outlined in a 
consistent way. 

 
It is anticipated for the future that a QIA will be consistently considered as 

part of all development and proposal stage of new services, and when 
planning changes to existing services.  This will ensure quality remains the 

driving component in CTM’s provision of its services. 
 

2.2.3 Complaints  
 

During April and May 2021, there were two hundred and fifty complaints 

managed through Putting Things Right regulations. The main themes from 
complaints relate to: 

 Communication: these are predominantly failures in communication 
between health board staff and patients 

 Treatment Errors: these relate to failure to treat, inappropriate 
treatment, and missed diagnoses. 

 Delays in access to care, such as treatment waiting time and onward 
referral 

 Potentially inappropriate or unsafe discharge and discharge planning 
 

The Covid response has had an impact on the UHB’s ability to investigate 
and respond to concerns within thirty days, with considerable differences 

in compliance across the ILG’s being observed.  The factors influencing 
these differences include levels of resource allocation towards the 

management of concerns; differences in complexity of concerns and the 

logistical management of the complaints process. Work is ongoing to 
identify the resource/process used within each ILG in order to identify a 

preferred and therefore consistent model to managing and learning from 
concerns across the UHB.  

 
Complainants have received acknowledgement and explanation where 

there are have been any delays in providing a response to them.   
 

Improvements and learning from concerns will be strengthened by the 
appointment of a centrally based Head of Complaints and Legal Services, 

providing a supportive steer for complaints management and response and 
a more streamlined framework for cross pollination of learning and 

improvement. 
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2.2.4 Compliments 

 

During April and May 2021, there were one hundred and forty four 
compliments reported to the PALS team; an increase on the one hundred 

and sixteen received in the previous two month period.   
 

This coincides with an increase in the numbers of patients attending 
departments and receiving hospital based treatments, whilst there have 

been minimal changes in the restrictions to visiting and there continues to 

be less footfall on sites as a whole.   

 

The people’s experience module within the new risk management system 
is anticipated as a method of facilitating standardised meaningful data, 

allowing for improved triangulation of intelligence on how services are 
experienced by those who use them. 

 

In addition, the Health Board are implementing the new national ‘Civica’ 
patient experience feedback monitoring system.  Nationally and within 

CTM, there is a commitment to ensuring patient feedback is captured and 
used to inform learning and drive quality, and the impact of this should be 

seen in the near future with a Civica lead recently appointed.  
 

2.2.5 Hospital Falls 

 

There was a slight increase in falls reported for April and May 2021 (480) 
compared to the previous 2 months (470). The highest number of inpatient 

falls occurred within medicine and emergency care departments at Prince 

Charles Hospital.  Although severe harm/death from falls is very low in 
number there is an increasing incidence of moderate harm from falls 

reported.   
 

Over the past 12 months, three thousand one hundred and ninety two falls 
have been reported, of which one hundred and thirty nine caused harm. 

Initiatives to reduce falls across our sites are underway, with the ambition 
of achieving a 20% reduction by year-end. These include deep dive 

analyses of clinical areas where there are high incidence, and informed 
interventions and environmental improvements to reduce the likelihood of 

falls and improve patient safety in these areas.  Most notably Bridgend ILG 
have acted to reduce the probability of falls within Angleton Ward 2 

specialising in elderly dementia care through analysis of patient 
demographic, the effects of ‘sundowning’, staffing numbers and use of 

medication.  Whilst Merthyr/Cynon ILG have created a falls dashboard to 

improve intelligence including falls per 1000 bed days and repeated falls 
data.  These endeavours improve understanding and therefore potential to 

prevent harm from falls occurring.    
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Progress against the UHB’s ambition will be monitored and supported 
through the falls prevention group which will be re-established when the 

current demands on staff are less acute.  
 

2.2.6 Hospital Acquired Pressure Damage 
 

The number of patients reported as having suffered pressure damage has 
increased for April and May 2021 to one hundred and seventy eight, which 

compares to one hundred and sixty six for the previous two months. The 
highest number of pressure damage incidents reported occurred within the 

patient’s home with District Nursing input.  
 

The highest number of pressure damage incidents reported for secondary 
care was for the Princess of Wales, followed by Prince Charles hospital and 

the Royal Glamorgan hospital, predominantly within general medicine, care 

of the elderly and orthopaedics.  

 

Over the past twelve months, a total of one thousand one hundred and 
sixty one hospital acquired pressure ulcers were reported across the health 

board, of which, forty six were Grade 3 and 4s. All avoidable pressure 

damage must be reported to the Multi-Agency Safeguarding Hub (MASH), 
however the consistency and timing of this requirement within the three 

ILG’s is not yet uniform. 

 

An improvement trajectory of a 50% reduction in Grade 3 and 4s has been 

set for 2021-22. Pressure ulcer scrutiny panels are held in each district 
general hospital and within community settings.  Scrutiny panels drive 

accountability and quality improvement relating to pressure ulcer 
prevention and management, providing feedback and learning locally and 

potentially across the organisation.   

 

Progress will be monitored and supported through the pressure ulcer 

improvement group, which will also be re-established shortly under the 
direction of the RTE Nurse Director.   

 

A new policy for the prevention and management of pressure damage has 

been drafted for comments.  Given the financial and humanitarian cost of 

pressure ulcers, this potentially avoidable injury is increasingly becoming a 
key policy and professional target within our organisation.  

 

2.3 People 

In summary the main themes of the People Scorecard (below) are: 

 Overall PDR (non-medical staff) compliance for May 2021 is 

51.73% and is a slight improvement on April (50.48%).  
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 M&D medical appraisals are at 98.7% with other staff groups 

ranging from the highest 63.16% (E&A) to the lowest 16.28% 

(ST) 

 Combined core mandatory training compliance for May 2021 

averages 57.84%  

 The overall Cwm Taf rolling twelve month sickness rate to May 

2021 is 6.65%. Occurrences of long term sickness absence 

continues to fall but since February this year short term 

occurrences have begun to rise. 

 

2.4 Performance 

2.4.2 Elective Services 

 

Pages 2 and 3 of the Dashboard detail elective activity undertaken in both 

internal and independent hospital capacity. Whilst treatment continues to 

be undertaken in independent hospital capacity, the granularity of data has 
not been maintained. 

 
The provisional June position for Referral to Treatment Times (RTT) is:  

 30,174 patients waiting over 52 weeks 
 42,533 patients waiting over 36 weeks (includes the numbers 

waiting over 52 weeks) 
 48.2% of patients waiting <26 weeks  

 
The increasing trend in elective waiting times largely continues, albeit that 

the total Stage 4 waiting list has reduced, aided by the waiting list validation 
exercise. Provisionally, at the end of June the treatment waiting list was 

15,368 patients, of which 4,189 were urgent patients. 
 

The Planned Care Recovery Programme has commenced with demand and 

capacity work having been completed for both RTT and Cancer waiting 
times. 

 

The ambition remains to return to no patients waiting over 36 weeks for 

elective treatment by the end of March 2023 and to do so in a sustainable 
way. The milestone for March 2022 is to have no patients waiting over 52 

weeks. 
 

2.4.3 Unscheduled Care  

 

As at the end of June the overall compliance for waiting times at all CTM’s 
Emergency Units is: 

 The total number of attendances were 17,153 
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 69.5% of patients were admitted, discharged or transferred from 
our minor injuries and emergency units within 4 hours of arrival 

 857 patients were required to wait more than 12 hours in our 
Emergency Departments for reasons other than clinical necessity. 

 
Further detail in regards to unscheduled care indicators is provided in 

appendix 1. 
 

2.4.3 Cancer Waiting Times 

 

The end of May position for Single Cancer Pathway (SCP) is 61.0% of 
patients started first definitive treatment within 62 days from point of 

suspicion. The total number of patients starting treatment was 213 with 83 
patient breaches. 

 
As at 7th July 2021, the total number of active patients waiting at first 

outpatient stage of their pathway currently stands at 1,760 patients, while 
patients waiting at the diagnostic stage accounts stands at around 987 

patients.  
 

 

2.4.4 Stroke services  

 
Current performance levels for the two stroke units are detailed on page 8 

of the Dashboard. The overall CTM compliance during May for the four 
Quality Improvement Measures (QIMs) is: 

 Admission to stroke unit within 4 hours – 16.0% 
 45 minute door to needle time – 30.0% 

 CT scan within 1 hour – 62.8% 

 Stroke Consultant within 24 hours – 75.6%                          
 

The Health Board Quality and Safety Committee received a report on stroke 
performance in their May meeting and will now include it in its monitoring 

and oversight. Monthly meetings of a Stroke Planning Group have been 
established to develop both a short and long term plan for Stroke Services 

in CTM, linking in with the CTM Stroke Delivery Group.  
 

2.4.5 Mental Health Measure 

  

Compliance against Part One of the Mental Health Measure saw an 

improvement during June at 59.6% (47.5% in May) but continues to be 
below the 80% target.  

 
Further compliance figures across the range of services are shown on page 

11 of the Dashboard, where compliance in Neurodevelopment and 
Specialist CAMHS services continue to be low. Part 1a of the Mental Health 
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Measure for CAMHS continues to remain under target with a fall in 
compliance to 40.0% from 62.5% in the previous month.  

 

Compliance for Psychological Therapy improved to 81.2% during May 

(78.6% in April). When Psychological Therapy reporting first began, the 
Bridgend LPMHSS had 63 out of 182 patients waiting over 26 weeks and 

the table below shows the good progress made within the service, as May’s 
position reveals that no patients are waiting over 26 weeks.  

 

 

 

2.5 Finance 

 

The draft financial plan submitted at the end of March 2021 has been 

updated to reflect the guidance on ‘Final Annual Plans – Financial Principles 

& Expectations’ issued by the Finance delivery Unit on 20 May 2021. The 

updated draft financial plan was submitted to WG on 30 June 2021 and can 

be broken down into three separate elements: 

 The core plan 

 Covid response  

 Planned care recovery  

The three key elements of the financial plan are summarised below: 
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This shows a breakeven position through Q1 to Q4, with the deficit in the 
Core plan being offset by a corresponding surplus against Covid funding, 

giving an overall breakeven position for 2021/22.  

The key aspects of the updated financial plan are as follows: 

 Anticipated additional non-recurring Covid funding of £20.5m for the 

Covid overspends from 2020/21. This includes a £16.2m shortfall 
against the 2020/21 savings plan resulting from Covid and £4.3m of 

additional cost pressures. This reflects the recent funding principles 
issued by the Welsh Government, but will be subject to WG review, 

and may not be fully agreed.  

 Requested additional non-recurring Covid funding of £5.5m over the 
confirmed Welsh Government allocation of £26.1m, to reflect a 

revised assessment of demand relating to Covid, Winter and 
paediatric respiratory virus.  

 Anticipated non-recurring allocations from Welsh Government of 
£7.0m in 2021/22 for investment in Think 111 First, Urgent primary 

care and Same Day Emergency Care (SDEC).   
 The plan assumes that around £9m of existing cost pressures 

projected by ILGs & Directorates are avoided or managed out. There 
is a £5m transitional budget to support this and Covid funding for Q1 

may also provide some temporary headroom if actual costs are lower. 
 The plan assumes recurrent savings delivered will be £16.1m and in 

year savings £14.5m. In comparison with this, bottom up savings 
plans at the end of Q1 are so far falling short of this by £0.9m, and 

we do not yet have adequate assurance on their delivery.  

 The provision for new investment in the plan is relatively low (£1m 
enabling) and a small amount of non-recurring funding.  

 The plan is bolstered on a one off basis in 21/22 by release from the 
balance sheet of over £6m and by £4.7m non-recurring release of 

budgets committed to out of hospital transformation from 2022/23. 
Therefore the underlying recurrent position is worse, and is a £31.4 

deficit at the end of 2021/22 provided that the assumptions above 

are delivered.  

There is significant risk in the plan, and provided it is delivered in 2021/22, 

there will still remain a large recurrent deficit to be addressed from 2022/23 

onwards. 

The overall funding position across Welsh Government is such that there is 

likely to be further funding potentially becoming available, particularly 
around planned care recovery. This may be at a level that exceeds what 

the NHS in Wales could practically spend in 21/22, and so an element may 
be made available for other initiatives on a one-off basis. However, this is 

predicated on the CTM plan being delivered internally. 

We will identify priorities for any non-recurring investment but the focus 
needs to be on delivering the plan above, which we need to do from a 
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sustainability perspective anyway. This will put us in the best position to be 

able to utilise any non-recurring WG funding which does become available.  

Full details are provided in the Finance report. 

 

3. KEY RISKS/MATTERS FOR ESCALATION TO 

BOARD/COMMITTEE 

 
3.1 The key risks for the Performance quadrant are covered in the 

summary and main body of the report. 
 

3.2 The following issues/risks have been identified in relation to the 
Quality quadrant: 

 
3.3 As in all public institutions the impact of the Covid-19 pandemic from 

both the first and second waves has had considerable and ongoing 
consequences on the ability of the UHB to provide continuity around 

its core business. 
 

3.4 Gaining health board wide assurance of the breadth of UHB services 
and consideration of the four harms, with the changes in this month’s 

report reflective of a greater ambition for assurance and 

measurement of quality. 
 

3.5 An integral quality strategy and identification of priorities for the 
Health Board will be introduced at the next Quality and Safety 

Committee. 

 

3.6 Progress has been sustained against recommendations and 
improvement action plans relating to the targeted intervention areas.  

Beyond this, ambitious pursuit of quality and safety in all aspects of 

the Health Board’s work is imperative in order to provide excellence 
in service delivery to the population of CTM. 

 

4. IMPACT ASSESSMENT 

 

Quality/Safety/Patient 

Experience implications  

Yes (Please see detail below) 

A number of indicators monitor progress 
in relation to Quality, Safety and Patient 

Experience, such as Healthcare Acquired 
Infection Rates and Access rates. 

Related Health and Care 
standard(s) 

Choose an item. 

The 22 Health & Care Standards for NHS 

Wales are mapped into the 7 Quality 
Themes. The work reported in this 
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summary and related annexes take into 
account many of the related quality 

themes.   

Equality Impact Assessment 

(EIA) completed - Please 

note EIAs are required for 
all new, changed or 

withdrawn policies and 
services. 

No (Include further detail below) 

 

Not yet assessed 

Legal implications / impact 

Yes (Include further detail below) 

A number of indicators monitor progress 

in relation to legislation, such as the 
Mental Health Measure. 

Resource (Capital/Revenue 

£/Workforce) implications /  
Impact 

There is no direct impact on resources as 

a result of the activity outlined in this 
report. 

There are no directly related resource 
implications as a result of this report, 

although a number of improvement areas 

have underpinning financial plans. 

Link to Strategic Well-being 

Objectives  
 

Provide high quality, evidence based, and 

accessible care 

 

 

5. RECOMMENDATION  

 
5.1 The Board is asked to NOTE the Integrated Performance Dashboard 

together with this report. 
 


