Quality, Safety & Experience
Committee
Tue 21 January 2025, 09:30 - 12:30

Virtually via Microsoft Teams
Agenda
09:30-09:35 1. PRELIMINARY MATTERS
5 min

1.1. Welcome & Introductions

Information Carolyn Donoghue, Independent Member/Committee Chair

1.2. Apologies for Absence

Information Carolyn Donoghue, Independent Member/Committee Chair

1.3. Declarations of Interest

Information Carolyn Donoghue, Independent Member/Committee Chair

09:35-09:40 2, CONSENT AGENDA BUSINESS

5 min
The Committee Chair will ask if there are any items from the Consent Agenda (Section 8) that Committee Members wish to
bring forward to the main agenda for discussion

09:40-09:45 3. COMMITTEE GOVERNANCE ARRANGEMENTS

5 min
3.1. Action Log

Discussion Carolyn Donoghue, Independent Member/Committee Chair

B 3.1 QSEC Action Log 21 January 2025.pdf (5 pages)

3.2. Matters Arising not contained within the Action Log

Discussion Carolyn Donoghue, Independent Member/Committee Chair

09:45-09:50 4. STAFF AND SERVICE USER EXPERIENCE

5 min
4.1. Shared Listening & Learning Story

This item was discussed at the In Committee Session

09:50-11:20 5, SETTING THE SCENE - SERVICE DELIVERY

90 min
5.1. Thematic Spotlight Presentation - WAST joint investigation framework thematic review

Discussion Nigel Downes, Assistant Director of Quality & Safety & Lisa Jenkins, Clinical Lead, Serious Incidents &



Complex Concerns

B5 5.1 WAST Thematic Review QSEC 21 January 2025.pdf (7 pages)

5.2. Report from the Clinical Executives

Discussion Clinical Executives

Bj 5.2 Clinical Executive Directors Report QSEC 21 January 2025.pdf (17 pages)

5.3. Care Group Highlight Reports

Discussion Care Group Nurse Directors/Care Group Medical Directors

e Children & Families

e Unscheduled Care

e Planned Care

e Mental Health & Learning Disabilities

e Primary Care & Communities

e Diagnostics, Therapies, Pharmacy & Specialties

5.3a Highlight Report from the Children Families Care Group QSEC 21 January 2025.pdf (8 pages)
5.3a Appendix 1 Maternity & Neonatal Metrics December 2024 QSEC 21 January 2025.pdf (14 pages)
5.3b Highlight Report USC QSEC 21 January 2025.pdf (9 pages)

5.3c Planned Care Highlight Report QSEC 21 January 2025.pdf (7 pages)

5.3d MHLD Highlight Report QSC 21 January 2025.pdf (9 pages)

5.3e PCC highlight report QSC 21 January 2025.pdf (11 pages)

5.3f DTPS Highlight Report QSEC 21 January 2025.pdf (16 pages)

oo oo oo

5.4. Stroke Services Update

Discussion Gethin Hughes, Chief Operating Officer

Bj 5.4a Stroke Services Update 21 January 2025.pdf (10 pages)
Bj 5.4b Stroke Services Update - Presentation 21 January 2025.pdf (7 pages)

11:20-11:35 6. DELIVERING OUR PLAN

15 min

6.1. Quality Dashboard Report

Discussion Nigel Downes, Assistant Director of Quality & Safety

B 6.1a Patient Safety Quality Dashboard Report QSEC 21 January 2025.pdf (13 pages)
Bj 6.1b Appendix A-PE report Oct Nov 24 QSEC 21 January 2025 - Final.pdf (9 pages)

11:35-12:15 7. GOVERNANCE, RISK AND ASSURANCE

40 min
7.1. Organisational Risk Register — Risks Assigned to Quality & Safety Committee

Discussion Cally Hamblyn, Assistant Director of Governance & Risk

Bi 7.1 Org RR Cover Report - QSEC Jan 25.docx (7 pages)
B 7.1b Appendix 1 - Org RR - January 2025 lteration - QSEC.xlsx (6 pages)

7.2. Mortality Indicators and Mortality Reviews

Discussion Dom Hurford, Executive Medical Director

B 7.2 Mortality Reviews and Mortality Indicators QSEC 21 January 2025.pdf (8 pages)

7.3. Safeguarding Strategy 2024-2027



Discussion Claire O'Keefe, Head of Safeguarding

Bj 7.3a Safeguarding Strategy Cover Paper QSEC 21 January 2025.pdf (4 pages)
By 7.3b Safeguarding Strategy 2024-2027 QSEC 21 January 2025.pdf (9 pages)

7.4. Pressure Ulcer Prevalence Audit 2024

Discussion Susan Reed — Tissue Viability Specialist Nurse

B 7.4 Pressure Ulcer prevelance audit 2024 QSEC 21 January 2025.pdf (4 pages)
B 7.4b CTMUHB 2024 Clinical Prevalence Presentation CONDENSED.pdf (5 pages)

12:15-12:20 8. CONSENT AGENDA

5 min

8.1. FOR APPROVAL

8.1.1. Unconfirmed Minutes of the Meeting held on 19 November 2024

Decision Carolyn Donoghue, Independent Member/Committee Chair

B 8.1.1 Unconfirmed Minutes Quality and Safety Committee 19 November 2024.pdf (16 pages)

8.1.2. Unconfirmed In Committee Minutes of the meeting held on 19 November 2024
Decision Carolyn Donoghue, Independent Member/Committee Chair

B 8.1.2 Unconfirmed In Committee Minutes Quality Safety Committee 19 November 2024.pdf (2 pages)
8.1.3. CTM Learning Academy

Decision Janet Gilbertson, Assistant Director Clinical Education

Bj 8.1.3a CTM Learning Academy QSEC 21 January 2025.pdf (5 pages)
B 8.1.3b Presentation launch of CTMLA QSEC 21 January 2024.pdf (15 pages)

8.1.4. Estates Policies

Decision Sally May, Executive Director of Finance

This item has been deferred to the meeting taking place on 25 March 2025 (to include the Asbestos Management
Plan, Water Safety Plan, Medical Gases Policy and Ventilation Policy)

8.2. FOR NOTING

8.2.1. Non-Routine Committee Business (Forward Plan)

Information Cally Hamblyn, Assistant Director of Governance & Risk

B 8.2.1 CTMUHB QSEC Non Routine Bus QSEC 21 January 2025.pdf (3 pages)
8.2.2. Annual Cycle of Business

Information Cally Hamblyn, Assistant Director of Governance & Risk

B 8.2.2 CTMUHB QSEC Cycle of Business 21 January 2025.pdf (4 pages)

8.2.3. Report from the Medicines Safety Group

Information Dom Hurford, Executive Medical Director

B 8.2.3 Report from the Medicines Safety Group QSEC 21 January 2025.pdf (6 pages)
8.2.4. Human Tissue Act (2004) Compliance and Progress Report

Information Dom Hurford, Executive Medical Director



12:20-12:25
5 min

12:25-12:25
0 min

12:25-12:30
5 min

Bi 8.2.4. HTA compliance Progress Report QSC 21 January 2025.pdf (7 pages)

8.2.5. Joint Commissioning Committee Quality & Patient Safety Committee Chairs Report 4
November 2024
Information Greg Dix, Executive Director of Nursing/Deputy CEO

B 8.2.5a QPS Chairs Report QSEC 21 January 2025.pdf (5 pages)
Bj 8.2.5b Appendix 1 - Escalation Report QSEC 21 January 2025.pdf (5 pages)

8.2.6. Healthcare Inspectorate Wales Improvement Plan Tracker Report

Information Greg Dix, Executive Director of Nursing/Deputy CEO

Bj 8.2.6a - HIW Tracker Inspection Improvement Plans- QSC Jan 25.docx (8 pages)
B 8.2.6b Appendix 1 HIW Inspections Tracker QSC Jan 25.xIsx (9 pages)

8.2.7. Cwm Taf Morgannwg University Health Board Infant Feeding Strategy 2025-2030

Information Greg Dix, Executive Director of Nursing/Deputy CEO

Following the Operational Management Board (OMB) on the 17th January 2025 the cover paper will be updated to
reflect the outcome of OMB.

B 8.2.7aInfant Feeding Strategy 2025-2030 QSEC 21 January 2025.pdf (4 pages)
Bj 8.2.7b CTM Infant Feeding Strategy 2025-2030 English QSEC 21 January 2025.pdf (24 pages)

9. CLOSE OUT BUSINESS

9.1. Committee Highlight Report to the Board

Discussion Cally Hamblyn, Assistant Director of Governance & Risk

Consider as a Committee the areas of Escalation, Assurance, Advise & Inform

9.2. Meeting Feedback

Discussion Carolyn Donoghue, Independent Member/Committee Chair

e |s there anything we should do more or less of?

e Have we managed our time and allowed open and balanced discussion?

¢ Have we considered our values and acted in a way that supports embedding our values across CTM?

e Have we maintained a Strategic Focus?

e Have we received sufficient assurance from a range of sources?

e Has our discussion allowed us to better understand the risks that we are managing that may affect the achievement of our
strategic goals?

10. Private / Closed Session Business

Discussion Carolyn Donoghue, Independent Member/Committee Chair

The following item was discussed at the In Committee session held prior to this meeting:

¢ Listening & Learning Story

11. Date & Time of the Next Meeting

Information Carolyn Donoghue, Independent Member/Committee Chair

Tuesday 25 March 2025 at 9:00am
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Name of Meeting: Quality, Safety & Experience Committee
Committee Chair: Carolyn Donoghue, Independent Member

Date of meeting
the action
originated from

16.05.2024

23.07.2024

18.09.2024

18-sep-24

19.11.2024

Minute Item Minute

reference

7,1

2,1

5.2e

2.1 (CLOSED
ITEM)

5.2b

Item Title / Summary

Reference

Page Number

17 Patient Safety, Quality &
Experience Dashboard

4 Listening & Learning Story

9 Unscheduled Care Group
Highlight Report

2 Current position - Health
Visiting Services Bridgend

7 Unscheduled Care Group

Highlight Report

Committee Action Log

Nature of Action

Lessons learnt and identified
themes from Public Services
Ombudsman Reviews to be
presented to a future meeting.

Review to be undertaken to
determine why a decision had been
made by the Bed Manager to not
move the patient into one of the
vacant beds, as opposed to this
decision being made by the staff
working on the ward.

Discussion to be held outside the
meeting in relation to the most
appropriate level of detail that
could be provided to Committee
Members in relation to the risk
highlighted within the
alert/escalate section and in what
forum this should be presented in
order to provide the Committee
with assurance, for example, In
Committee session.

Action plan to be presented to a
future meeting of the Committee.

Spotlight presentation to be
presented to a future meeting in
regard to the WAST joint
investigation framework thematic
review that had recently
completed. Presentation to
highlight the analysis undertaken

and accaciatad racammandatinnc

Lead Officer

Assistant
Director of
Quality & Safety

Unscheduled
Care/Planned
Care Group
Nurse Directors

Director of
Corporate
Governance/
Board Secretary

Director of
Midwifery

Assistant
Director of
Quality & Safety

Lead
Executive

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Director of
Corporate
Governance/
Board Secretary

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Timescale for
action to be
completed

18-sep-24

18-sep-24

19-nov-24

21-jan-25

21.01.2025

Status of
Action

Open

Open

Open

Open

Open

Narrative Progress Update

On agenda

November 2024 - This was due be
presented to the September Quality &
Safety Committee. This will now be
presented to the meeting taking place on
21 January 2025 as part of the Quality

Dachhnard rennrt

Proposed for Closure —

Response provided from E James and SO
Brien and shared with G Jones and
Committee Members by email on 23
August 2024. Further assurance sought
by Committee Members who felt
response did not address the concerns
raised

Further response shared with the
Committee Chair and Independent
Member by email. Confirmation received
that assurance has now been provided

Proposed for Closure

Further discussion held at the In
Committee session held on 18
September where is was agreed that
further detail would be shared with
Members outside the meeting in regards
to this matter.

Following agreement with the
Committee Chair, it was agreed that a
further update on the steps taken to
address the issues would be included in
the January 2025 iteration of the
Unscheduled Care Group Highlight
report. On agenda

Proposed for Closure
The action plan has been made available
for Members to view on request

On agenda
Has been placed on the agenda for the
meeting taking place on 21 January 2025
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19.11.2024 5.2d

19.11.2024 6,2

19.11.2024 6,6

19.11.2024 2.1 (CLOSED
ITEM)

12

14

Mental Health & Learning
Disabilities Care Group

Highlight Report

HMP Parc and Young Persons

Unit A Year On

CTMUHB Welsh Risk Pool and
Legal & Risk Services Annual

Review 2023-24

CTMUHB Welsh Risk Pool and
Legal & Risk Services Annual

Review 2023-24

Consideration to be given to the
most appropriate way of reporting
and ensuring visibility of estates
issues to the Committee for

assurance nurnoses.
Focussed session to be provided to

Board Members on Parc Prison at a
future Board Development Session
given the number of complexities
within the service.

Discussion to be held with the
Corporate Governance Team
outside the meeting to confirm
future reporting requirements

moving forwards.

Update on progress against actions
to be presented at a future
meeting of the Committee.

Assistant
Director of
Governance &
Risk

Deputy Chief
Operating
Officer

Assistant
Director of
Quality & Safety

Assistant
Director of
Quality & Safety

Director of
Corporate
Governance/
Board Secretary

Chief Operating
Officer

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

21.01.2025

21.01.2025

21.01.2025

21.01.2025

Open

Open

Open

Open

In progress

Discussions ongoing amongst the
Executive Team on the most appropriate
way of reporting estates issues

Proposed For Closure
Has been added to the forward work
plan for Board Development topics

Proposed for Closure

The actions referred to within the
meeting were actions captured within
the review undertaken by Internal Audit
on the Welsh Risk Pool. These actions
have been captured within the Audit
Recommendations Tracker which is
regularly being reported to the Audit,

Ricl, . Acciiranca Cammittan

Proposed for Closure

The actions referred to within the
meeting were actions captured within
the review undertaken by Internal Audit
on the Welsh Risk Pool. These actions
have been captured within the Audit
Recommendations Tracker which is
regularly being reported to the Audit,

Ricl, . Acciiranca Cammittan
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Name of Meeting: Quality, Safety & Experience Committee
Committee Chair: Carolyn Donoghue, Independent Member

Date of meeting Minute Item Minute Item Title / Summary

the action reference Reference

originated from Page Number

01.11.2021 7,1 Patient Safety, Quality &
Experience Dashboard

24-jan-23 2,1 Listening & Learning Story

16.05.2024 6,3 Infection, Prevention &
Control Strategy

16.05.2024 7,2 Nursing & Midwifery Plan

23.07.2024 5,1 Report from the Clinical

Executives

Committee Action Log

Nature of Action

Lead Officer

Future hot topics to be presented to | Assistant

the Committee via the Quality
Dashboard in relation to Pressure
Ulcers and the Deep Dive being
undertaken on Thrombosis.
Spotlight report to be presented to
the July meeting in relation to
Medication Errors

Presentation to be shared at a
future meeting in relation to the
wider piece of work being
undertaken in relation to the
Volunteer Service.

Implementation Plan to be
presented to the Quality & Safety
Committee on an annual basis for
monitoring of progress

Periodic updates to be presented
to the Committee in relation to
progress being made against the
Nursing & Midwifery Plan

Cover report to be developed to
accompany the AMaT report being
presented to future meetings to
explain the data being presented

Director of

Quality & Safety

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Care Group
Nurse Director

Executive
Director of
Nursing/Deputy
CEO

Lead
Executive

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Timescale for
action to be
completed

01-jan-24

jan-24

mai-25

mai-25

19.11.2024

Status of
Action

Closed

Closed

Closed

Closed

Closed

Narrative Progress Update

Completed

Spotlight report on Community Acquired
Pressure Damage presented to the March
22 meeting. Completed.

Spotlight report on Patient Falls
presented to the May 22 meeting.
Completed.

Spotlight Report on Medication Errors
included in the Quality Dashboard report
to the July 22 meeting. Completed.

Spotlight on Thrombosis to be agreed. —
Deputy Nurse Director has suggested
that this is closed given that the
Committee has received regular reports
on Stroke Services.

Completed

An update on Volunteer Services
activities is included in the patient
experience section of the Quality &
Patient Experience Dashboard. The
Executive Director for Nursing therefore
considers that this action can be closed.

Completed
Added to the Annual Cycle of Business
for May 2025

Completed

This item has been included on the
forward work programme with next
update due May 2025.

Completed

The AMaT report is no longer going to be
included with Clinical Executives Report
as data contained within it is being
captured within other reports
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23.07.2024 5.2b

18.09.2024 51
18.09.2024 51
18.09.2024 5.2c
18.09.2024 6,1
18.09.2024 6,3
18.09.2024 7,1
18.09.2024 7,1

4/5

Unscheduled Care Group
Highlight Report

Clinical Executives Report

Clinical Executives Report

Diagnostics, Therapies,
Pharmacy & Sciences Care
Group Highlight Report

Organisational Risk Register —
Risks Assigned to the Quality
& Safety Committee

Update on Dental Services

Patient Safety, Quality and
Experience Dashboard

Patient Safety, Quality and
Experience Dashboard

Thematic Review undertaken in
relation to identifying the themes
and trends around the 15
Nationally Reportable Incidents to
be presented to a future meeting

Analysis to be undertaken on
locally reportable incidents to
determine whether numbers would
increase or remain the same as the
data for nationally reportable
incidents

Spotlight Presentation to be
presented to a future meeting of
the Committee in relation to the
work being undertaken to address
sexual safety issues within
healthcare settings

Staff Vaccination Audit Plan to be
presented to a future meeting of
the Committee

Discussion to be held with the
Haematology Service what the
alternative plan would look like for
addressing Haematology Follow
Ups Not Booked position if the
request for additional funding was

not siiccecsful
Review to be undertaken of the

updates provided against Risks
4906 and 5755 and an update to be
provided to P Roseblade outside

the meeting.
Confirmation to be provided

outside the meeting as to whether
the cancellation of non-urgent
community dental clinics would
increase the waiting time and
cause further harm to the children
whn were waiting

Confirmation to be provided
outside the meeting as to how
Duty of Candour was being
monitored for Primary Care GP’s in
relation to incidents

Duty of Candour process and other
compliance pathways to be
discussed at a future Board
Development session.

Unscheduled
Care Group
Nurse Director

Deputy Director
of Nursing

Executive
Director of
Public Health

Care Group
Director

Assistant
Director of
Governance &
Risk

Director of
Operations,
Planned Care

Assistant
Director of
Quality & Safety

Director of
Corporate
Governance &
Board Secretary

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of
Nursing/Deputy
CEO

Executive
Director of Public
Health

Executive
Director of
Nursing/Deputy
CEO

Director of
Corporate
Governance/
Boaard Secretary

Chief Operating
Officer

Executive
Director of
Nursing/Deputy
CEO

Director of
Corporate
Governance &
Board Secretary

19.11.2024

19.11.2024

19.11.2024

19.11.2024

19.11.2024

19.11.2024

19.11.2024

19.11.2024

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Completed

An update on this has been included in
the Highlight report being presented to
the meeting taking place on 19
November 2024

Completed

This item is on the agenda for the
meeting taking place on 19 November
2024

Completed

An update has been included in the
Clinical Executives report which is on the
agenda for the 19 November 2024
meeting

Completed

Response received and shared with
Committee Members by email on 2
October 2024

Completed

Email response shared with Members by
the Director of Corporate Governance on
1 October 2024

Completed

Response received and shared with N
Milligan and Committee Members by
email on 1 October 2024

Completed

The monitoring of Primary Care Duty of
Candour is included in the Duty of
Candour Annual Report which is on the
agenda for the 19 November 2024
meeting.

Completed

Topic has been added to the list of topics
for scheduling into future Board
Development Programme
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18.09.2024

18.09.2024

9,3 How did we do in this
meeting

2.2 CLOSED CCTV Cameras — Prince

ITEM Charles Hospital Mortuary
Department

Consideration to be given to
scheduling in an annual
development session into all
Committee’s Annual Cycles of
Business where focus could be
placed on areas such as the Quality
Dashboard, Duty of Candour etc.

Further assurance to be provided
that no abnormal activity or
incidents had occurred during the
time of the reported issues.

Director of
Corporate
Governance &
Board Secretary

Deputy Medical
Director

Director of 19.11.2024 Closed
Corporate

Governance &

Board Secretary

Executive 19.11.2024 Closed
Medical Director

Completed

Director of Corporate Governance &
Board Secretary has emailed the
Committee Chair with the proposed
approach to discuss this further at a
Development Session with the full Board,
as agreed with the Health Board Chair.

Completed

Further assurance provided to
Committee Members by email outside
the meeting
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Agenda Iltem 5.1 21st January 2025 Quality, Safety & Experience Thematic Spotlight Presentation - WAST joint
Committee investigation framework thematic review
Report Detalils: Impact Assessment:
FOI Status: Open (Public)
Indicate the Quality / Safety / Patient Experience, Patient Safety, Quality of
Patient Experience Implications: Care

If closed please indicate

reason. Related Health and Care Standard Safe, Effective, Efficient, timely, Equitable
Prepared By: Lisa Jenkins - Clinical Lead Serious
TEZIEES GI) CIEl S CoEETTE Equality and Welsh Language No - Communication can be undertaken in
Presented By: Nigel Downes - Assistant Director of Have you undertaken an Equality Welsh and English
Quality and Safety and Welsh Language Impact
Lisa Jenkins - Clinical Lead Serious Assessment Screening?
Incidents and Complex Concerns
Are there any Legal Implications None to date for the Joint Investigation
. . ; . . /Impact. Framework Incidents reported
Approving Executive Greg Padmore-Dix, Executive Director
Sponsor: Patient Care & Safety/Deputy CEO Are there any resource Possibly Yes, in relation to the ongoing
Benorielooe (capi_tal/_Revenue/Workforce pro_jects/work required to con_tinually strive
Implications / Impact? to improve our services at point of contact

For Discussion : -
For Noting and point of discharge
Link to Strategic Goals
Improving Care

Engagement undertaken Thematic Review undertaken

to date:

cwmtafmorgannwg.wales




Qo alg Bwrdd lechyd Prifysgol -
Overview
~°" N H S University Health Board

Ambulance called to attend

>

Delays in attending scene
SCIF undertaken
15 Incidents reported & SBAR
investigations undertaken JIF MDT panel review
75 Incidents reported to CTMUHB

2 cwmtafmorgannwg.wales



05 GIG |amss s Findings

C T f M
~g’° NHS | e Moty
Total cases
80 -
Age of Population and outcome

70
o0 Age (years) Number of NRIs
=0 90-100 2 deaths 2 harm
40 80-90 5 5 deaths
30 70-80 3 3 deaths
20 15 50-60 2 2 death

10 - 40-50 1 1 death

0

Cases referred NRI reported

YW Average Patient wait times for an ambulance:
Ranged from 1.5 hours to 22 hours

3 cwmtafmorgannwg.wales



&85 CI9 |amssran Findings continued:

b N HS University Health Board

T —————pm 10 323

Average ambulance off load times (minutes) per patient

during time of call for incidents 1-15 347 271 405
700 202 243 376
600
95 13 16
500 I . known unknown 29
200 unknown unknown 327
ER :: 81 347
300 9 000 k= 138 354
220 52 118
70 652 499 617
190 230 245
383 152 105
: 184 102 203
1 2 3 4 5 FOFCH gO=RCH 7OPOM; 13 14 15 171 133 128
It can be seen from the chart that all of the Health Board sites Average ambulance off-load times at CTM sites in minutes per patient
were experiencing similar pressures at the time that the 15 ranged from 10 minutes to 10 hours 52 minutes, however these are
NRI incidents were reported. average times with longest waits topping 16 hours across the HB sites.

4 cwmtafmorgannwg.wales




N HS University Health Board

&85 58 e Recommendations
Continue robust collaborative working between Health Board and WAST when reviewing Joint investigation to ensure
transparency. While adhering to escalation plans in accordance with Policy and Procedures.

Learning from these reviews to continue to be shared via USC group QSRE to allow for continuous improvement.

Health Board to monitor and record data in relation to Immediate release requests and their ability to meet them when
requested.

In order to gain a true picture of the HB status at the time of the incidents information regarding staffing, bed closures,
IPC issues (including COVID), patient acuity etc. needs to be readily available.

The Health Board needs to efficiently log activity and patient flow across all of its sites. Previously reporting of patient
flow was not uniform over all three sites. This would enable ongoing robust assessments, to mitigate risk and support
available actions to relieve the pressures at the ED sites, to allow the release of ambulances to support patients in our
communities.

Short and long term plans need to include monitoring and discussions around discharge planning Health and social care
provision for patients that are suitably fit for discharge from all Health Board sites.

WAST and the HB to continue to work collaboratively and with relevant service providers on projects and quality
improvements, regarding the use of the right services at the right time by all service users.

5 cwmtafmorgannwg.wales
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Please do not delete this slide...

Specific Matters for Consideration:

Careful and responsive consideration to discharge planning and early intervention on this. More work and emphasis on care packages and
placements for patients requiring extra support in the community or a care home placement. With social care packages not being within the Health
Boards gift to assess and improve.

An opportunity to review circumstances where a General practitioner has been involved initially in the patients care pathway and an ambulance has
been called. Is it acceptable that a patient is left waiting in a potentially deteriorating condition waiting hours for an ambulance, where ongoing
assessments are then via further calls to ambulance control or a welfare call, with no provision for follow up face to face assessments?

Meet with colleagues across other Health Boards in Wales to compare best practice and standards. Collaborative learning from reported incident
themes and trends.

Key Risks / Matters for Escalation:

The Health Board has initiated actions to address ongoing issues with patient flow across its sites in adherence with the six goals for urgent and
emergency care. In line with Programme for Government commitments to provide effective, high quality and sustainable healthcare focused on
prevention, integration, and access, we are committed to the provision of urgent and emergency care services in the right place, first time.

The work being undertaken in CTM is building on its developments in enabling people with urgent or emergency care needs to access the right
treatment at the right time, in the right place.

Key risks will remain when the system is overwhelmed from both unexpected and expected sources. But these can be reduced and monitored by
assuring effective escalation plans are in place.

cwmtafmorgannwg.wales




CYNNAL

EIN YSBRYDOLI GWELLA

Ei n H i eC h yd DYEODOL POBL GOFAL

Ein Dyfodol

DATBLYGU CYMUNEDAU
IACHACH GYDA’N GILYDD

Recommendation

The Committee are asked to:

* Consider whether the Committee can seek assurance from the report that all that can be done with the resources available is being done to mitigate the risks.

Next Steps

The thematic review of the cases up to 2024 is complete and the USC Nurse Director and Medical Director are committed to continuing the joint investigation framework
reviews in collaboration with Patient Safety and WAST colleagues to ensure timely review and identification of ongoing learning and improvements.

cwmtafmorgannwg.wales
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Agenda Item
5.2

Quality, Safety & Experience Committee

Clinical Executive Directors Update Report

21/01/2025

Open/ Public

Not Applicable

1.

2.

3.

Richard Hughes-Deputy Executive
Director for Nursing and Midwifery
Dom Hurford-Executive Medical
Director

Lauren Edwards-Executive Director for
Therapies and Health Sciences,

. Philip Daniels-Executive Director Public

Gethin Hughes-Chief Operating Officer
Health
Gethin Hughes-Chief Operating Officer
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1. Situation /Background

1.1  This paper aims to provide assurance to members of the Quality, Safety &
Experience Committee in respect of the successes and challenges faced as
highlighted by each of the four Clinical Executive Directors.

¢ Greg Padmore-Dix Executive Director Nursing, Midwifery & Patient
Care/Deputy CEO

e Dom Hurford-Medical Director

e Lauren Edwards-Executive Director of AHPs and Health Science

e Philip Daniels-Executive Director of Public Health

Additional information and assurance against the quality metrics, together with
Patient Experience activity continues to be reported to the committee through the
Quality, Safety & Patient Experience Dashboard.

In addition, there is an update included with regards to the recently published
Ambulance Handover guidelines.

2. Specific Matters for Consideration

3. Clinical Executive Director updates: Nursing & Midwifery
Section 2.1 Specific Matters for Consideration:
2.1.1 Engagement on visiting times in CTMUHB

The Deputy Executive Director of Nursing is leading a significant engagement
initiative on visiting times, collaborating closely with the Director of
Communications. This comprehensive process, set to conclude by the end of
January 2025, aims to standardise visiting practices across the health board's
inpatient areas, aligning them with specific care requirements. The workstream
will also establish appropriate communication arrangements to inform staff and
the public about the agreed model effectively. As part of this thorough
engagement process, the team actively seeks input from diverse stakeholders,
including staff, patients, and visitors, and incorporates valuable insights from
patient advocacy groups such as Llais.

The primary objective of this initiative is to enhance the overall experience for
patients and visitors whilst enabling the health board to consider and implement
new care initiatives. By standardising visiting times, the health board anticipates
improvements in several key areas, including better access for carers, more
efficient discharge planning, and enhanced emotional well-being for patients. This
holistic approach to visiting times is expected to contribute significantly to the
quality of care, fostering a more supportive and inclusive environment for all
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involved in the patient's journey. The engagement process reflects the health
board's commitment to developing a visiting model that is responsive to its
community's needs and aligned with best practices in patient-centred care.

2.1.2 RCN Wales Nurse of the Year Awards

CTMUHB has once again demonstrated its commitment to excellence in nursing
care, with notable achievements at the Royal College of Nursing (RCN) Wales
Nurse of the Year Awards 2024. The health board's success was highlighted by
recognising two outstanding individuals from its Memory Service team. Corrina
Cullen, the Memory Service Team Lead, was honoured as a runner-up for the
prestigious Registered Nurse-Mental Health Award, showcasing her dedication and
expertise in the field of mental health nursing.

Further strengthening CTMUHB's reputation for Quality Care, Sarah Bisp, a
primary care support worker in the Memory Service, achieved the Health Care
Support Worker Award. Sarah's success is a testament to her exceptional
commitment and innovative approach to patient care. Her efforts in establishing
a coffee morning in partnership with a local organisation and leading a Cognitive
Stimulation Therapy group have significantly improved the lives of patients with
dementia. These achievements reflect CTMUHB's ongoing dedication to providing
high-quality, compassionate care across various specialities, particularly mental
health and support services for older adults.

Challenges
2.1.3 Winter IPC Pressures

The Cwm Taf Morgannwg University Health Board (CTMUHB) in Wales has faced
significant challenges in Infection Prevention and Control (IPC) during winter.
Influenza A has emerged as the primary Acute Respiratory Infection (ARI) over
the past three months, with a marked surge in December causing substantial
operational impact across CTM. The situation was further complicated by
identifying a small number of cases with dual Flu A and COVID-19 infections
requiring prompt isolation. In response to these challenges, CTMUHB reinstated
the IPC support cell in late December to provide daily updates on the IPC situation.

CTMUHB implemented a series of measures to address these difficulties to
enhance IPC efforts. These included daily evaluations of positive cases by IPC
staff, regular meetings between IPC and patient flow teams to review isolation
procedures and facilitate safe patient movement, and the reinstatement of
universal mask use. The IPC team increased their visibility in clinical areas to
support the implementation of required measures, identify challenges, and
promote learning. Additionally, IPC leadership maintained a presence at bi-daily
Site Escalation meetings and afternoon operational planning sessions. The health
board also introduced a daily RAG-rated IPC position for each site to support safe
decision-making by patient flow teams, particularly during out-of-hours periods.
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2.1.4 Conseqguences to care delivery and peoples experience

The impact of IPC pressures on patient flow and overcrowding in Emergency
Departments (EDs) has been substantial across Prince Charles Hospital (PCH),
Royal Glamorgan Hospital (RGH), and Princess of Wales Hospital (POW). These
hospitals have experienced significant challenges with long waits in ED chairs and
ambulances, reflecting broader issues within the healthcare system. All three EDs
realised the need to provide acute care to patients in chairs and trolley spaces for
extended periods, requiring additional nursing resources and concerns about care
privacy and providing ward-based care in a non-ward environment.

These overcrowding issues have led to potential compromises in ideal infection
control standards and increased cross-infection risks, particularly in managing
influenza and COVID-19 cases alongside other patients. The situation has been
further complicated by delays in patient handovers and insufficient facilities for
clinical interventions. CTM critical care services have also been significantly
impacted by a significant increase in the demand for level 3 intensive care
provision across all three sites. This has required teams to flex their resources
across the acute sites dynamically and has been enabled through the leadership
of the Lead Nurse and the clinical leadership team within the Planned Care Group.

In response to these challenges at the front door, the hospitals have implemented
various mitigation measures. PCH, RGH and POW have fully utilised their 'Safe 2
Start’ initiative while also using same-day care units to improve patient flow and
reduce admissions. Community teams have responded in the increasing
engagement with local authority partners on social care priorities and boarding
opportunities within the community hospital setting. Despite these efforts, the
hospitals continue to contend with the complex interplay between IPC
requirements and the need to manage high patient volumes efficiently,
highlighting the ongoing pressures faced by the healthcare system in the region.

Section 3 Medical Directorate

This section of the paper provides an overarching update on the achievements and
current challenges within the remit of the Medical Directorate.

This section covers the following achievements:
e Call 4 Concern (Martha’s Law) Update
e Diabetes
o Children and Families Care Group Medical Workforce Performance
o Assistant Medical Director for Quality and Safety

3.1 Achievements
Call 4 Concern (Martha’s Law) Update

In Wales, Martha’s Law is referred to as Call 4 Concern, of which there are 3 parts
to it:
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Part 1. Structured approach to documenting patient, family and carer concern on
a regular basis, to allow escalation based on this parameter through the normal
escalation mechanisms

In CTM we will be using the early warning scores process that incorporate patient,
family and carer concerns. This is already underway with the changes to Paediatric
and Maternity scores/charts.

Part 2. Ability for staff to escalate to an independent team for discussion and
review

Part 3. Ability of patient, family and carers to escalate for a second opinion

The second and third parts do rely heavily on an Outreach style response with a
phone number that staff, patients, families and carers can call, should they be
worried.

With regard to Outreach in our health board we are, on paper, 24/7 on all 3 sites.
However, the reality of, sickness, staff shortage cover and occasional gaps means
that this is not always available.

At present our Outreach teams are not trained in paediatric nursing, therefore,
there is a piece of work to been undertaken with our health board paediatric
colleagues. The RADAR and Paediatric leadership teams are working together on
this.

We are further ahead than many Heath Boards in Wales and will soon have a
robust process to deliver this specific ask.

Diabetes

Aligning different strands all working on Diabetes into one project.

Progress within the range of diabetes areas; podiatry, ophthalmology and
maternity. Recently had pan-Health Board meeting to pull all areas of Paediatric
Diabetes together into one team. Main issues are overweight services and Type 1
Diabetes.

The Health Board Diabetes Paediatric Lead has been appointed as the new Clinical
Director for Paediatrics so this is a positive sign that Diabetes will be a big focus
of their work going forwards.

Children and Families Care Group Medical Workforce Performance

The Medical Workforce Productivity Group has taken a new structure over recent
months with Care Groups being held to account for their medical workforce
productivity.

A huge improvement from the Children and Families Care Group has been evident
with job planning, performance and agency spend, showing significant
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improvements. Credit must go to Dr Mohamed Elnasharty and his teams for the
work undertaken.

Assistant Medical Director for Quality and Safety

After a competitive recruitment process, we are pleased to announce Dr David
Deekollu as the new Assistant Medical Director for Quality and Safety. This position
has been vacant for a while so having David’s experience will be excellent. David
starts in February.

2.2 Areas of Focus

This section of the report covers the following areas of focus and how the Medical
Directorate aim to address them:

e Stroke
e Care Group Medical Directors Recruitment
e Hip Fracture Service and Performance
¢ Mortuary Capacity
Stroke

CTM’s stroke provision continues to prove challenging and is an area we continue
to focus on tackling.

Care Group Medical Directors Recruitment

Medical Director positions in both the Primary and Community Care and Mental
Health and Learning Disabilities Care Group are to become vacant imminently. The
recruitment process for these positions is underway. There will be a gap in both
areas whilst we look to recruit which the respective teams are aware of.

Hip Fracture Service and Performance

Many steps are being made to address the key performance indicators, all of which
need attention. We are putting services in place that will impact positively on the
care of Hip Fracture patients.

Mortuary Capacity

There are currently extreme pressures with the Mortuary capacity in CTM. This is
due to a mixture of winter illnesses and frailty. We are reminding colleagues to
complete certificates of death as a priority and we are working with undertakers
to release bodies expeditiously.
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Section 4 Executive Director Allied Health Professionals and Health
Science

Successes
Successful Appointment to Professional Head of Radiography

In November 2024, CTM successfully developed and recruited to the role of
Professional Head of Radiography at CTM. During the organisational change
process, colleagues working within Radiology highlight the importance of
developing such a role within CTM. In response to this feedback from colleagues
and also the needs of the service, this exciting new role was developed in the
Health Board to provide strong professional leadership across the operational,
strategic and professional elements of the service.

Staff Survey

DTPS had the highest care group response rate in CTM to the 2024 NHS Wales
Staff Survey, at 45.8%. Audiology led the way, with 93.9% of the staff completing
the staff survey. The valuable information obtained via the survey will be used to
inform improvements and developments across the Care Group.

For Awareness

Re-accreditation of Echocardiography Princess of Wales Hospital

The Echocardiography Department in Cardiac Physiology has recently undergone
its 10-year British Society of Echocardiography (BSE) inspection for re-
accreditation. BSE departmental accreditation is a recognised benchmark of
quality and demonstrates that an Echo Department meets quality standards. The
accreditation covers processes which include ongoing participation in echo quality,
accreditation, training, qualifications, equipment and infrastructure.

The department has applied for the following standards: Echo quality,
Transthoracic echo (TTE), Transoesophageal echo (TOE), Stress echo and Training
to BSE Proficiency standard.

Following initial feedback, the department is confident that re-accreditation will be
confirmed in the New Year.

ALLIED HEALTH PROFESSIONS
Successes

Physiotherapy Community Rehab Redesign

Significant staffing pressures and previous challenges regarding the appropriate
use of the physiotherapy community rehabilitation service highlighted
opportunities for increased efficiency, to reduce waiting time for patients, and to
improve compliance with appropriate quality standards.
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A review of service provision led to a deep dive into the caseload and referrals
received by the physiotherapy community rehabilitation service. This highlighted
duplication across services, confusing referral pathways, and concerns regarding
staff experience and retention.

As a result of the review, a band 5 and band 4 from the physiotherapy community
service was repurposed into the RCT reablement service for 6 months. This has
resulted in an 86% reduction in RTT, 30% reduction in inappropriate referrals,
improved compliance with Community Rehabilitation Standards, and a positive
shift in PROMs and staff experience.

A Community Physiotherapy and Reablement Pilot poster is available on request
for awareness.

Specialist Dietetic Oncology Clinic

Malnutrition has a profound effect on people affected by cancer, therefore timely
optimisation of nutrition is essential in improving outcomes that matter to people,
treatment options, and quality of life. Traditionally, people with cancer were seen
by non-specialist dietitians in general community clinics. This resulted in
prolonged waiting times and advice and support from a dietitian who is not a
cancer specialist.

A specialist oncology clinic was job planned into an experienced oncology
dietitian’s working week, with access to the clinic across all regions of CTM.
Oncology patients referred into community dietetics were triaged into the
specialist oncology clinic. 81% of patients were at moderate to high risk of
malnutrition (of which 62% were at high risk), 26% were sarcopenic, and 71%
had a significant weight loss of 5% or more.

An improvement in timely access to the service has been seen, with patients now
waiting on average 9 days for assessment, compared to 4-6 weeks prior to the
specialist oncology clinic, and improved patient experience. In addition, 93% of
patients chose telephone consultation, 5% chose a virtual appointment, and 2%
chose face to face clinic appointment.

Further work is being undertaken to evaluate the outcomes and the design of the
service.

An Oncology Clinic poster detailing the setting up of a specialist dietetic oncology
clinic is available on request.

Nutritional Screening

Malnutrition screening is a core component of patient risk assessments on
admission to hospital. In line with the national guidelines, the WAASP tool is the
nutritional screening tool used to identify if inpatients are at risk of malnutrition.

A CTM-wide audit was undertaken to establish if malnutrition screening was
completed in line with nutritional screening standards. The audit found that 65%
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of patients had a WAASP tool completed within 24 hours of admission, 85% were
repeated weekly, 48% of those with a WAASP =7 were referred to dietetics
(WAASP=> 7 signifies high risk and referral to dietetics must be made), and 42%
of WAASP scores were accurate.

Further work is planned to improve malnutrition risk screening across acute and
community hospitals with the development of robust training opportunities. This
work will form part of the workplan of the Nutrition and Hydration Steering Group
and is being led by the newly appointed Malnutrition Strategic Lead Dietitian.

AHP Advancement

AHPs continue to celebrate the quality of care they provide, with a selection of
posters and abstracts being selected for a range of conferences: Macmillan
National conference; AHP National conference; and the CTM R&D conference
where 2 dietetic posters on “A qualitative service evaluation exploring user
experiences of Diabetes Prevention Programmes in Cwm Taf Morgannwg
University Health Board” and Establishing an Upper Gastrointestinal Cancer
Service won first and second place in the poster competition.

Challenges/Risks

The challenges within the stroke service are being felt across the AHP services,
with the relocation of staff initially from the POW site to RGH and more recently
from PCH to RGH (Risk ID: 4652). The number of DATIX incidents reported and
any themes are being closely monitored. AHPs are actively engaged in the stroke
redesign and associated workstreams. Accommodation for staff on the RGH site
remains an issue and AHP leads are working with site leads to establish a solution.

AHPs are awaiting a decision on a proposed Speech and Language Therapy and
Podiatry clinical administration teams’ relocation from Pontypridd Cottage
Hospital. AHPs have put forward several options to facilitate the move cognisant,
that any deviation from the planned joint move will impact on the ability to
maximise the shared use of this resource.

Section 5 Population Health Management (PHM)

Winter Respiratory Season update

Ahead of the 2024-25 winter season the following models for key respiratory
pathogens were developed by Welsh Government to demonstrate possible
respiratory scenarios that Wales may encounter. Data sources indicated that the
trajectory could be similar to 2023 / 2024 although a worse winter might include
waves of Covid, RSV and flu peaking at a similar time as well a difficult flu season.

Overall, we are seeing a higher incidence flu season than last year, RSV is similar
to previous years and current rates of Covid-19 are low.
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Winter respiratory framework 2024 to 2025 (WHC/2024/037) | GOV.WALES

Influenza:

The below graphics are actual influenza rates for CTM plus a short-term forecast
for the following fortnight and daily admissions scenarios. Influenza rates have
risen steeply since mid-November and remain in ‘medium intensity’. Cases appear
to be peaking above the most likely scenario (above) and are more similar to the
higher 22/23 season. There is potential for further increase and previous years
show that a medium/ high intensity trend tends to last a 6-8-week period. The
pressures being experienced by hospitals are likely to continue for the next few
weeks.
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Weekly Acute Respiratory Infection Summary 2024-12-31.pdf https://www.gov.wales/science-
evidence-advice-communicable-disease-surveillance-reports

There has been a lower flu vaccination uptake seen in CTM and Wales in all groups
than previous years and which is considerably below the 75% target for 31st March
2025.

The table below shows the recorded vaccination uptake to 31st December. It
should be noted that some GP practices are highlighting inaccuracies with data
reported on IVOR compared to data held on practice systems. It is likely that
vaccine uptake is being under reported. These data inaccuracies also risk affecting
any development of targeted work programs.

Children 2 to 3 Clinical risk 6m to 65y and

years % 64y % (o] [o [ST@E74)
Merthyr Tydfil 27.7 28.1 61.5
Bridgend 39.3 33.3 70.2
Rhondda Cynon
Taf 39.4 33.1 66.3
CTM Total 37.7 32.5 67.1
Wales 41.5 33.8 67.9

Regional influenza vaccine uptake measures for CTM (and for Wales) highlight
room for improvement, clinical risk groups across all ages remain below the Wales
average and targeted interventions are essential to address these disparities.
Uptake among children remains low and significant gaps exist for the clinical at
risk <65-year-old group and in Merthyr and RCT for older adults. Merthyr Tydfil
shows significantly low uptake across all groups, particularly among children
(27.7%), although this may be influenced by reporting anomalies.
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RSV:

RSV peaked in mid-November, as anticipated in the prediction model, with a peak
in cases and admissions in 0-5-year-olds in mid-November and now high numbers
in the over 65 age group. Cases in the older group are now declining but remain
significantly higher than other age groups, adding to hospital pressures and
contributing to CTM having the highest case numbers in Wales. The effect of the
vaccination programme for 75- to 80-year-olds introduced in Sept 2024 is not yet
demonstrable and as with the other programmes, there is an uptake target of
75% by 315t August 2025

Covid-19

Incidence of Covid-19 continues to decline in all age groups and health boards
currently. No significant genomic shift is reported currently and vaccination, for
those eligible, remains effective. Uptake in clinical risk groups is notably low
across both Covid-19 and flu Vaccination suggesting potential gaps in
communication, accessibility and vaccine fatigue amongst the community.

Group Uptake in CTM Uptake in Wales \
Residents in care 68.5% 72.3%

home for older adults

Adults 65+ 54.3% 56.2%

6m-64 years in Clinical 20.9% 20.5%

risk group

All eligible 40.9% 43.2%

Wales COVID-19 vaccination surveillance weekly report Autumn 2024.pdf

Norovirus:

Norovirus continues to add pressure across the system, 67% of confirmed cases
were tested in hospital, source of infection not noted. Most affected age group is
the +65-year olds. It is likely that norovirus will continue to contribute to
pressures for next few weeks. The last 12-week period is 22.5% higher compared
to the same 12-week period in the previous year for Wales.

Mitigations

There is immediate ongoing work to increase vaccine uptake in CTM, as well as
longer-term planning to address key inequalities. There have been Health Board
discussions with GP practices around their flu vaccination program plans,
especially in low uptake practices. As in previous years the Health Board will be
undertaking a ‘mop up’ of the school Fluenz program in January via the Community
Vaccination Centres, where all those without a Fluenz vaccine, will be offered an
appointment in the January campaign.
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First offer vaccinations for Covid-19 is now complete and now 2" invites are being
sent to those who did not take up the initial offer of a vaccine. Invites and
vaccinating of the 2nd offers started over the Christmas period and continue
through January 2025. There is also an open walk-in policy as well, that has been
advertised on our websites and social media channels.

Vaccine reporting and data quality issues have been recognhised are being
reviewed.

Section 6 WHC Ambulance Patient Handover Guidance

Situation /Background

6.1

6.3

6.4

6.5

On the 29% of October 2024 the Director of Operations, NHS Wales/Health
and Social Services Group, Welsh Government wrote to the Health Board to
draw attention to a newly published Welsh Health Circular relating to
Ambulance Patient Handover Guidance. It has been developed with clinical
and operational input and should be read as a second iteration of the
original document released in May 2016.

This guidance is intended to set a statement of intent for health boards to
deliver when managing the ambulance patient handover process, and to set
out key actions for consistent delivery to support optimal outcomes and
experience.

In response to the letter the Unscheduled Care Group have revisited their
internal processes and reviewed for any further action with an updated
action plan in place.

This guidance is intended for executive level staff of health boards, the NHS
Wales Joint Commissioning Committee and the Welsh Ambulance Services
University NHS Trust. It may also be useful to emergency department and
ambulance service clinical and managerial teams when designing local
protocols.

Matters for Consideration

The Quality, Safety and Experience Committee are presented with
assurance that an action plan has been prepared in response to the above
by the Unscheduled Care Group considered by the Chief Operating Officer,
as the Operational Management Board Chair Action, January 2025.
Assurance that the Care Group are taking appropriate action to ensure
internal and local processes are aligned to the guidance.

To ensure that appropriate steps are taken to ensure patient safety is
priority and maintained.

Ambulance patient handovers continue to represent a significant challenge
to patient experience and outcomes and the ambulance service’s ability to
respond quickly to people in the community.
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6.6

6.7

6.8

This is an issue requiring system wide solutions, both in the community and
in supporting timely patient flow through emergency departments, the
hospital system and back out into the community.

All members of the health board executive team have a responsibility for
timely and safe ambulance patient handover, and the communication of this
guidance and its content throughout their organisation.

As part of the Oversight and Escalation Framework, Welsh Government
continue to assess CTMUHB performance against agreed trajectories,
consider the overall quality and safety of services and to undertake deep
dives on specific topics. Health boards should proactively raise areas of
concern.

CTM participate in monthly meetings with Welsh Government sharing
updates and progress against the trajectories.

The letter from the Director of Operations, NHS Wales/Health and Social
Services Group, Welsh Government also highlights in conjunction with the
NHS Executive, audits will be undertaken of the Health Board compliance
with the guidance over the remainder of 2024/2025.

Key Risks / Matters for Escalation

¢ Health Board risk progress against the ambulance patient handover
trajectories

e Compliance with the national guidance
e Significant challenge to patient experience and outcomes

e Support for timely patient flow through emergency departments, the
hospital system and back into the community resulting in the
ambulance service’s ability to respond quickly to people in the
community

o Welsh Government continue to monitor CTMUHB through targeted
intervention.

The Unscheduled Care Group will continue progressing with the actions and
noting any changes to the planned actions at Operational Management
Board as part of their monthly highlight report.

Overarching Key Risks / Matters for Escalation

All challenges identified for this reporting period have been highlighted
under each section of the report from each of the four Clinical Executive
Directors including an update from the Chief Operating Officer in response
to the publication of the WHC Ambulance Patient Handover Guidance.
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Assurance is provided that all matters outlined within this report are being
addressed through each of the four reporting teams led by the respective
Clinical Executive Director and the Chief Operating Officer relating to the
WHC Ambulance Patient Handover Guidance.

8. Assessment

Improving Care

Creating Health, Inspiring People, Sustaining Our
Future

Living Well

Growing Well, Ageing Well, Dying Well

A Healthier Wales

If more than one applies please lit below:

Whole-systems Perspective

If more than one applies please list below:

Effective

Efficient, Equitable, Person Centred, Timely, Safe

No - Not Applicable

If more than one applies please list below:

Impact Assessment
Yes: O No:

Outcome: Quality of patient care is at
the forefront of
improvements and
decisions made and
individual quality impact
assessments are completed
at the right time by the
right team. This report is
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presented for information
and noting purposes.

Yes: O

No:

Outcome for Equality
(delete as appropriate):

POSITIVE/NEUTRAL

NEGATIVE

Outcome for Welsh
Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

Quality of patient care is at
the forefront of
improvements and
decisions made and
individual quality impact
assessments are completed
at the right time by the
right team. This report is
presented for information
and noting purposes.

If required this report can
be made available in Welsh
and other languages upon
request

There are no specific legal implications related to the
activity outlined in this report.

Yes (Include further detail below)

Providing high quality,

safe care is vital to the

reputation of the health board. This report covers
items as a broad update for assurance to the members
of the Quality & Safety Committee however, under the
directorship and leadership of the four Clinical
Executive Directors who hold joint responsibility for
this report, there is a collective strive and dedicated
commitment to protect the health board’s reputation.

There is no direct impact on resources as a result of

the activity outlined in this report.

9. Recommendation

9.1

10.

Quality, Safety and Experience Committee members are asked to NOTE the
contents of this paper with the updates provided for assurance by the four

Clinical Executive Directors.

Next Steps

Quality, Safety and Experience Committee members will continue to receive
regular updates to each meeting for assurance and for awareness of
successes and challenges together with any identified risks.

Clinical Executive Directors
update report including WHC
Ambulance Patient Handover

Page 17 of 17

Guidance

Quality Safety & Experience
Committee
21/01/2025
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CT™M Cwm Taf Morgannwg

ED Emergency Department

EDD Expected Date of Delivery

GP General Practitioner

ISH Integrated Sexual Health

MEWS Maternity Early Warning Score

MNSSP Maternity and Neonatal Safety Support Programme

ND Neuro Development

NEWTT 2 Newborn Early Warning Track and Trigger

PCH Prince Charles Hospital

PHW Public Health Wales

PoW Princess of Wales

PREM Patient Reported Experience Measures

QSE Quality, Safety and Experience

SEHS School Entry Hearing Service

SOGS Schedule of Growing Skills (Assessments)

TOMS Theatre Management System (Obstetrics)

WG Welsh Government

WHC Welsh Health Circular

‘2Wish’ Charitable organisation supporting those affected by
sudden and unexpected death of a child or young adult
aged 25 or under

1.1

1.2

2.2

Introduction

This report had been prepared to provide the Committee with details of the
key issues considered by the Children and Families Care Group at its
meeting on 12" December 2024.

Key highlights from the meeting are reported in section 3.

Purpose of this Meeting

The purpose of the Care Group highlight report is to provide assurance to
the Board on the provision of workplace health & safety and safe and high-
quality care to the population we serve, including prevention through public
health, primary and secondary care.

The Children & Families Care Group Quality, Safety and Experience Meeting
(QSE) will:

¢ Put the needs of patients, carers and the public at the centre of all its
business.

e Provide evidence based and timely advice based on local need, to assist
in discharging its functions and meeting its responsibilities.

Highlight Report from the
Children & Families Care

Group

Page 2 of 8 Quality, Safety &
Experience Committee

21/01/2025
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¢ Provide assurance to the Children and Families Care Group in relation to
the arrangements for safeguarding the public and continuously
improving the quality and safety of the services we provide.

e Ensure that care is delivered in accordance with the Health & Care
Standards for Health Services in Wales.

e Ensure that services are delivered in compliance with regulatory
legislation and accreditation bodies.

3. Highlight Report

Maternity / Neonatal Temporary closure continues. Air
Handling Unit and Electrical work now complete. Roof repair
work on schedule for completion early 2025. Communication
to staff shared December 2024. Women and birthing people
with expected date of delivery (EDD) for February contacted
January 2025. Reopening plans in place (including education,
training and roster management).

Health Visiting and Oversight Board fully implemented within
the Care Group. Recovery and Improvement plan in place
following Industrial Action (available to members on
request). Improving position noted against Schedule of
Growing Skills assessments (SOGS) at Oversight and
Improvement Board on 18t December 2024. Interim senior
nurse in place, out to advert in January for substantive
position.

Paediatric bed pressures at the Royal Glamorgan Hospital
(RGH) due to critical incident at Princess of Wales (PoW).
Work underway within Children’s Assessment Centre to
support Paediatric Assessment Unit.

Advise

School Entry Hearing Service (SEHS) — Cwm Taf Morgannwg
(CTM) remains in breach of their responsibility to implement
direction from Welsh Government (WG) to handover the
governance arrangements of the programme to audiology
services.

Unfunded continuing care packages within Community
Children’s Nursing. Care Group seeking permanent solution,
mitigation in place.

Infant Feeding Strategy (2025-2030) developed for approval
by Committee 21.1.25 (separate agenda item).

Challenges with delivery of vaccines to schools and other
settings. Escalation and discussion with Head of Facilities

taking place.

Highlight Report from the Page 3 of 8 Quality, Safety &
Children & Families Care Experience Committee

Group
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Teams redeployed to improve Fluenz uptake position for
nursery children in Rhondda Cynon Taff. Thanks extended to
corporate nursing colleagues for support.

New Clinical Director for Children and Young People
appointed, to commence February 2025.

Environmental issues within Royal Glamorgan Hospital (Risk
Register score 15) in relation to hysteroscopy procedure
provision. Business case submitted for procurement of air
handling unit.

Report received on air exchanges at Tirion Freestanding Birth
Centre at the Royal Glamorgan Hospital. Work commenced
with Health and Safety colleagues, Infection Prevention and
Control and Estates to ensure mitigation in place and
minimise risk.

Annual Patient Reported Experience Measures (PREM) report
received at Care Group QSE on 12™ December. Benchmarked
against Care Quality Commission (CQC) framework.
Improvement plans and thematic analysis underway. CTM
perform higher in 19 of those areas where comparable. There
is an improved position between our data for 2022 and 2023
in 52 of the areas.

Assure

School Nursing service improvement meetings in place in
partnership with trade union colleagues. Band 6 job
description reviewed.

Two day Neurodevelopment (ND) national workshop took
place November 2024 attended by Care Group colleagues.
Pilot planned for early 2025 to review process / models to
support growing demand. Weekly meetings with Welsh
Government taking place to ensure reporting. Joint CAMHS /
ND clinics working well with positive outcomes reported

Workshop with Therapies colleagues held to develop a model
for childhood obesity services with regular engagement
across the Care Group.

Increased number of pressure areas noted within maternity
during November. Learning sessions & monitoring in place.

Maternity and neonatal colleagues attended a national
community of practice event for the introduction of a
Maternity Early Warning Score (MEWS) and Neonatal Early
Warning Track and Trigger tool (NEWTT2). Call for Concern

Highlight Report from the Page 4 of 8 Quality, Safety &
Children & Families Care Experience Committee

Group
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also being introduced early 2025. Implementation plans in
place, plans also include Emergency Department,
Gynaecology and Paediatric colleagues. (Welsh Health
Circular (WHC/2024/ 035) 17t September 2024.

¢ Update received in Care Group QSE meeting from Lead Nurse
for Safeguarding, notably positive progress against training
rates. Thanks extended to the Corporate Safeguarding team
for their support.

e Annual Tirion Freestanding Birth Centre report received at
Care Group QSE 12t December 2024. Consultant midwife
currently benchmarking CTM position against national
Maternity Unit Network standards. Self-assessment being
submitted to Maternity and Neonatal Network by 31st January
2025.

¢ Quality improvement plan including Equality, Diversity and
Inclusion work underway. Presentation prepared and
available on request.

¢ Risk Update:

Rating

(current)
Unfunded continuing care packages / unfilled
packages
5922 Staffing and Capacity (PCH Maternity / Obs) 16
Lack of special school nurses / unfunded service
level agreement
¢ Risk ID 5755 Removed as works to replace air handling
unit and improve electrical infrastructure at Princess of
Wales Hospital Bridgend complete.

5905

5763 16

(Children & Families Senior Management Team reviewing the
risks above for escalation to the Organisational Risk Register)

Inform

e Weekend 111 triage rota being piloted by paediatric
consultant colleagues with the aim of reducing 111 referrals
to Emergency Department (ED) and GP Out of Hours service.
Initial feedback positive, monitoring in place within the Care
Group.

e Welsh Government guidance issued April 2024 for
implementation of Healthy Child Wales Programme Phase 2.
National work-streams in place with project extended for
further six months. Local implementation plan in place across
CTM.

Highlight Report from the Page 5 of 8 Quality, Safety &
Children & Families Care Experience Committee
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Data capture concerns ongoing with maternity transfers from
Aneurin Bevan University Health Board (ABUHB) due to
ABUHB having a paperless system. Care pathways in place
with appropriate mitigation while a digital maternity system
is sought (as part of Maternity and Neonatal Safety Support
Programme MNSSP).

Digital booking system introduced for induction of labour and
elective caesarean sections.

Digital inclusion project introduced across maternity services
for women and birthing people experiencing digital exclusion
or poverty.

Mobile clinics within Integrated Sexual Health (ISH) for
vulnerable client groups being progressed.

Theatre management system (TOMS) into Prince Charles
Hospital (PCH) obstetric theatres.

Agquanatal classes introduced within Bridgend with positive
uptake from women and pregnant people.

Funding received from Public Health Wales (PHW) for
introduction of electronic results system for Integrated
Sexual Health (ISH).

Good attendance at CTM and ‘2Wish’ Hope After Loss event
on 6™ December from the Care Group teams. Corporate
bereavement team facilitated a children’s grief cycle in
support of national children’s grief awareness week.

Several posters and oral presentations received at CTM
Research and Development Conference 26t November 2024
from Care Group colleagues. Health Visitor awarded a prize
for best oral presentation following her research with gypsy
and traveller communities exploring breastfeeding uptake
rates.

Well-being event for Maternity and Neonatal Colleagues
planned for 14" February 2025.

Ward visit from Patient Experience Teams have received
excellent feedback from children, young people and parents

Highlight Report from the Page 6 of 8 Quality, Safety &

Children & Families Care

Group
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e Funding agreed for a feasibility study exploring the
development of an integrated health and social care respite
facility for children with complex needs

Appendices | ¢ Appendix 1 — Maternity and Neonatal Metrics.

4. Assessment

Objectives / Strategy

Improving Care

If more than one applies please list below:
e Creating Health
e Inspiring People
e Sustaining our Future

Starting Well

If more than one applies please list below:
e Growing Well

A Healthier Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:

e Culture and Valuing People
e Leadership
e Learning, Improving and Research

Safe

If more than one applies please list below:

e Timely

e Effective

e Efficient

e Equitable
Highlight Report from the Page 7 of 8 Quality, Safety &
Children & Families Care Experience Committee
Group 21/01/2025
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Impact Assessment

5. Recommendation

e Person Centred

No - Not Applicable

If more than one applies please list below:

Yes: U No:
Outcome: If no, please include
rationale below:
Not a policy or guideline
Yes: [ No:

Outcome for Equality (delete
as appropriate):
POSITIVE/NEUTRAL/NEGATIVE

Outcome for Welsh Language
(delete as appropriate):
POSITIVE/NEUTRAL/NEGATIVE

If no, please include
rationale below:

Not a policy or guideline

There are no specific legal implications related to the

activity outlined in this report.

There is no direct impact on the reputation of the Health
Board as a result of the activity outlined in this report.

There is no direct impact on resources as a result of the

activity outlined in this report.

5.1 The Committee is asked to NOTE the highlights outlined in section 3 of this

report.

Highlight Report from the
Children & Families Care

Group
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Metrics by Exception

The data shown on the following slides are for December 2021 — November 2024 unless
otherwise stated.

These data from September 2024 should be viewed with the caveat that during the
temporary POW closure, a proportion of women in spontaneous labour birthed in

neighbouring health boards, whilst planned caesarean births and most women having
induction of labour birthed in PCH.

Metrics are reported by exception only in this presentation.

Maternity metrics are routinely reviewed through WESEE, which is being refreshed to
ensure data are routinely reviewed at service level and appropriate actions set.

2 Maternity & Neonatal Metrics December 2024
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Rate of Women Commencing Labour on the NLP

The median rate has decreased from
23% to 19% as of April 2023.

In November 2024, the rate was 20%.
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Rate of Spontaneous Vaginal Birth
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Rate of Induction of Labour
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The median rate has remained stable
at 37%.

W
o

]
¥}

o]
o

[y
LA
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Planned (Category 4) Caesarean Births

The median rate increased from 13%
to 14% in January 2023, with a further
Increase to 15.8% in February 2024.

In November 2024, the rate was 16%.

6 Maternity & Neonatal Metrics December 2024
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Postpartum Haemorrhage =1500ml (Major Obstetric Haemorrhage)

The median rate has remained stable
at 3%, in line with expectation.

In October 2024, the rate was 5.8%.
This was outside normal variation.

In November 2024, the rate was 3.8%.
This should be interpreted in

acknowledgment of the rising
Intervention rates.
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PCH NNU- Term Admissions- (Jan 2022-Dec 2024)
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* Rate has remained stable median 6.1%

* National target 5%

* Each term admission reviewed in Perinatal MDT setting. Maternity
governance team now collate quarterly themes and trends for wider
sharing and mitigation of future re-admission.

Pre term admissions consistently account for the majority of
admissions to the NNU at PCH.

Data includes babies born in PCH (excludes repatriations)

PeriPrem data continues to be collated and monitored.

Exception reportable births to be reviewed in the same structure as
ATAIN- was the birth in our unit avoidable/unavoidable- themes to be
collated and shared.
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Care Levels

Care Days
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There were a total of 755 care days between October — December 2024

IC care days - 9
HD care days - 210
SC care days - 536
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Respiratory distress consistently accounts
for the highest number of term admissions
to the NNU.

ATAIN will now sit on the forward audit
plan to monitor rates and action areas of
concern.

Themes from ATAIN reviews collated
guarterly for wider sharing.

Link tertiary centre Neonatal Consultant
working on ATAIN- plans to digitalise
ATAIN review proforma to allow data
extraction and thematic anaylysis.

There is no direct correlation between the
increased caesarean section rates and
out comes for term infants.

‘Other’ reason account for NAS scoring, a
place of safety, surgical etc.
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PREM data Oct — Dec 2024

Information about unit facilities Fully informed about babies care
100 100
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G0 B0
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8.33%
0 0% 0% o 0% 0% 0% 0%
i Usually Ne:.-'er I ) Lls-ulaII}' I Ne:.-'er I
Always Sometimes Mot sure Always Sometimes Mot sure

13 responses between Oct — Dec. Parents are being offered the use of ipads to complete the survey on discharge. SMS has
also been introduced to improve the response rate
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CTMUHB Cwm Taf Morgannwg University Health Board
ABUHB Aneurin Bevan Health Board

PCH Prince Charles Hospital

RGH Royal Glamorgan Hospital

POW Princess of Wales Hospital

Q&S Quality & Safety

HIW Health Inspectorate Wales

uscC Unscheduled Care Group

ED Emergency Department

AMaT Audit Management and Tracking System
IPC Infection prevention control

UHW University of Wales Hospital
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ANTT Aseptic non touch technique
AMU Acute Medical Unit

ANP Advanced Nursing Practitioner
COTE Care of the Elderly

ACE Acute care of the elderly unit
MRI Magnetic resonance imaging
OCP Operational Change Policy
1. Introduction

1.1  This report had been prepared to provide the Committee with details of the
key issues considered by the Quality, Safety, Risk and Experience meeting
on 17t December 2024.

1.2 Key highlights from the meeting are reported in section 3.

2. Purpose of this Meeting

2.1 The purpose of the Quality, Safety, Risk and Experience meeting is to
provide assurance to the Care Group and the Health Board’s Quality, Safety
& Experience (QSE) Committee on the provision of safe and high-quality
patient care and experience to the population we serve.

2.2 The Committee is requested to NOTE the report
3. Highlight Report

The ability to deliver Senior Stroke Clinical Leadership across 2 Sites
(PCH and RGH) has been very difficult for some months but has
diminished rapidly over the last few weeks. This has contributed to
unsustainable demand upon the remaining consultant workforce
(employed and locum) that must be addressed for safety reasons.

We have worked closely with stroke and other clinical teams to
explore opportunities for utilising the workforce in different ways to
improve capacity and also explored cross-health board support with
neighbouring health boards. Cardiff consultants have been very
helpful where they can, however this is limited, so to maintain a
safe service that can continue to save lives and reduce the effects
of stroke for as many patients as possible, we must make
immediate, local changes to the way in which services are provided.

To maintain a safe and effective acute Stroke Service for our
patients and communities, immediate urgent plans are being
developed to move onto a single site. A decision has been made to
temporarily centralise all Stroke services at the Royal Glamorgan
Hospital. This decision was enacted following an optional appraisal
where if the service was to move to PCH site this would displace 422
patients from CTM to other organisations whereas this move

Unscheduled Care Group Page 2 of 9 Quality, Safety &
Highlight Report Experience Committee
21/01/2025
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Advise

displaces 251 allowing us to continue to provide specialist stroke
services to a greater proportion of our patients.

Moving the PCH Acute Stroke Ward to RGH Ward 19 which will
provide 22 Stroke beds as well as the 27 Stroke beds on Ward 20.
(Total of 49 beds).
It will also allow for the creation of a dedicated Therapy space on
Ward 19 to enhance the Therapy Service provided for inpatients on
both stroke areas.

A project team with dedicated work streams are in place developing
plans and clinical pathways and undertaking the actions required at
pace to achieve the move to RGH on the 8% January 2025. This
includes the involvement of key stakeholders including workforce,
staff side, Llais, WAST and other health boards, in particular Powys,
to ensure clarity on patient flow implications for Powys i.e. which
patients will go to RGH and which to ABUHB.

We also have ongoing workforce and wellbeing support available to
our teams while we support them with this necessary yet difficult
transition to ensure we have the right staff with the right skills and
attributes caring for our stroke patients.

Following the critical incident in POW in October 2024 and the
movement of multiple clinical areas and clinical pathways the USC
Senior Leadership Team continue to work through any risks or
issues as they arise to ensure quality and patient safety remain
paramount during this ongoing episode of service disruption.

Complaints have been transferred to a central quality governance
team within the organisation since February 2023. This has ensured
that we maintain equity, consistency and strengthen resilience. USC
compliance with the 30 day target has remained in November 2024
at 88%.Currently there are 13 open complaints and 3 over the 30
day compliance. This is a decrease from 18 to 13 open complaints
since the last report. The USC leadership team have provided a
commitment to support, improve trajectories and have developed a
mechanism to escalate when clinicians and nurses are unable to
achieve 30 day compliance. This has been closely monitored by the
USC Senior Leadership Team which has resulted in a significant
improvement.

During December’'s QSRE meeting analysis of concerns and
incidents are being triangulated. Ensuring that there is targeted
intervention when any themes or trends have been identified. This
is enabling proactive learning and improvement where required.

Unscheduled Care Group Page 3 of 9 Quality, Safety &
Highlight Report Experience Committee
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AMaT

A high- level report has been produced to give an oversight of the
outstanding actions on AMaT allowing the Directors to drill down
specific areas. Available on request is the compliance for all areas
within the USC care group to highlight areas which require
improvement.

Following review of the AMaT actions for USC by the corporate team
and a re-fresh of the outstanding actions, these are now discussed
as part of each acute sites Safe to Start morning meeting. On review
common themes included Fluid Balance completion and Infection,
prevention and control issues. In response to this Senior Nurses
undertook further training with the relevant areas with support from
the IP&C teams on 28" November 2024. 93 members of staff were
in attendance. This has supported an improving trajectory in
subsequent audits.

There are no outstanding AMaT actions for the PCH Acute Site as of
the 30" November 2024 - there is a rigorous approach to daily
assurance checks by either the HoN or Lead Nurse.

For RGH and POWH as part of their ward assurance the Lead and
Senior Nurses are reviewing AMaT at a minimum of once a week to
ensure compliance with the audits and action plans. Support and
education has been put in place for ward managers to utilise existing
systems to raise estates work as large amount of actions pertaining
to estates issues. Fluid balance compliance has improved, weekly
audits continue and bespoke training by the outreach team is being
completed. A standardised 1:1 template for ward managers up to
Heads of Nursing, AMaT audits are a standing agenda item.

Assure

The Emergency Department (ED) national PREM survey continues
to have excellent service user engagement, with the patient
experience team providing a monthly report via CIVICA.

This patient feedback is reviewed by the department leads and
actions are undertaken accordingly with positive and constructive
feedback shared. We continue to have the best engagement with
this survey pan wales which allows us to develop themes and key
work streams and to share ‘you said, we did’ feedback with service
users. This is being developed into a patient digital information
board including details on how we have responded to patient
feedback and any positive improvements being made, seasonal
public health information and redirection information. This will be
shown across all 3 Emergency Departments with generic and site
specific information being included.
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Triangulation of the feedback on pain scoring above undertaken by
the senior nurse for ED with over 75% compliance on the patient
safety checklist for pain scoring and pain relief with further
improvement work ongoing.

Following the successful implementation of the Strategic
Transformation of Acute Medicine Programme (STAMP) at PCH,
similar methodology has been followed at RGH in order to provide a
consistent approach to Acute Medicine Units (AMU) across all of our
sites. This approach to protecting the Same Day Emergency Care
(SDEC) area and ensuring allocation of beds to the AMU first in order
to maintain <72hr length of stay has allowed us to close SDEC as
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an overnight surge area since 6™ December. Throughout this
transformation project the site based clinical and nursing teams
have been empowered and given the autonomy to drive this change
ensuring patients get to the right place, first time with the right
clinical team supporting their care. We have received positive
feedback from staff and patients during this programme of work.
Following the success of STAMP at PCH and RGH planning will now
start for roll out in POW in February.

PCH nursing and medical team have continued their focus on patient
wellbeing initiatives on Ward 3 Frailty with afternoon tea’s being
arranged for patients and their families. This experience was well
received by patients and also received multiple compliments from
relatives.

The Ward Accreditation programme is ongoing with a further two
USC wards Ward 2 RGH (previously Ward 18 POW) and Ward 5 RGH
have both achieved Bronze level of accreditation and will have their
recognition for this shared later this month.

Inform

e During September, 16.4% (11 out of 67) of stroke patients were
admitted directly to an acute stroke unit (ASU) within 4 hours.
There have been significant IPC constraints across all three sites
which has impacted on patients being able to be transferred to
an ASU within 4 hours. The overall number of confirmed strokes
for September was lower than previous months which will also
impact on % of patients being transferred within the timeframe.
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for

62.
seen by a specialist stroke physician within 24 hours of arrival at
the hospital. Some of the reasons for the 26 patients not having a
specialist stroke review within 24 hours are patients presented at
the weekend when there is no specialist service. Further restrictions

During August 64% of patients presented to hospital outside of
core hours, with a further 7 patients self-presenting to RGH.

Six eligible patients were thrombolysed, however none of these
patients’ received treatment within the 45 minutes window. Main
factor to not achieving this KPl was that patients presented
outside of stroke service hours. 51% of patients self-presented
to CTM sites which also impacts performance due to no pre-alert
going out.

51.4% of patients (36 out of 70) had a CT scan within an hour.
Our performance has been impacted by the significant amount
of patient’s self-presenting to hospital in September, as well as
64% of patients presenting outside of stroke service hours. This
will have an adverse impact on timely treatment as there is no
specialist stroke care during unsocial hours to advocate timely
treatment for confirmed and suspected stroke patients.

9% (44 out of 70) of stroke patients treated in September were

achieving this was due to patients self-presenting to RGH, as

well as patients presenting with atypical stroke symptoms

What actions are we taking to improve our service?

Due to the fragility of the consultant workforce an urgent service
change has been agreed to allow PCH stroke service to move to
RGH from Wednesday 8™ January

A further locum is due to start on Monday 6™ January at RGH,
this will bring the consultant workforce up to two substantive and
two locums to mitigate sickness, vacancies and maternity leave

Service re-design meetings set up with key stakeholders to
progress with expanding rehab capacity at YCR and to scope out
options regarding new RGH pathway model in line with the
current workforce available

ACP workforce and SSNAP co-ordinator proposal has been
submitted and awaiting Care Group feedback to support
expanding the workforce to enable 7-day stroke provision at RGH
site. Currently unable to identify investment funding due to
challenging in year position.

The impact of Brainomix Al software (reporting for CTs and CT
angiograms) continues to be monitored. Review of 6-month data
shows 119 CTAs completed, which is a significant increase
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compared to previously. Data is taken through the Stroke
Operational and Programme Board to review in high level detail.

CT perfusion can now be undertaken at PCH and RGH. POW has
had the software installed and training where possible is
underway. The full impact will not be seen for CT perfusion until
workforce is expanded to support the new pathways. Review of
data shows with the use of CTP, there could potentially be an
80% increase for thrombolysis which the current workforce could
not manage.

Appendix

4. Assessment

Objectives / Strategy

Creating Health

If more than one applies please list below:
Inspiring People
Improving Care

Living Well

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:

Leadership

If more than one applies please list below:
Culture

Person Centred

If more than one applies please list below:
Safe
Timely

Yes - Reuse

If more than one applies please list below:
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Impact Assessment

Yes: No: O

Outcome: If no, please include
rationale below:

Yes: No: I

Outcome for Equality If no, please include
(delete as appropriate): | rationale below:
POSITIVE

Outcome for Welsh
Language (delete as
appropriate): POSITIVE

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.
People

5. Recommendation

5.1 The Quality & Safety Committee is asked to NOTE the highlights outlined
in section 3 of this report.
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Agenda Item
5.3c

Quality, Safety & Experience Committee

Highlight Report from the Planned Care Quality, Safety, Risk &
Experience (QSR&E) Committee meeting

21/01/2025

Open/ Public
Not Applicable

Sharon O’Brien, Nurse Director, Planned
Care

Sharon O’Brien, Nurse Director, Planned
Care

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group / Date Outcome
Individuals
(Insert Details) Click or tap to enter a date.

Acronyms / Glossary of Terms

SWTN South Wales Trauma Network
GIRFT Getting It Right First Time
OPA Outpatient Appointment

MDT Multi-Disciplinary Team
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1. Introduction

1.1 This report had been prepared to provide the Quality, Safety & Experience
Committee with details of the key issues considered by the Planned Care
Group, Quality, Safety, Risk & Experience meeting on 16th December 2024.

1.2 Key highlights from the meeting are reported in section 3.

2.1 Purpose of this Meeting

The purpose of the Planned Care/Surgery Quality, Safety, Risk & Experience Group
(QSRE) is to provide assurance to the Care Group and the Health Board’s Quality,
Safety & Experience Committee on the provision of safe and high quality patient
care and experience to the population we serve

2.2 The Planned Care/Surgery QSRE Group will:

e Put the needs of patients, carers and the public at the centre of all its
business.

¢ Provide evidence based and timely advice to the Planned Care Group, based
on local need, to assist in discharging its functions and meeting its
responsibilities.

e Provide assurance to the Planned Care Group in relation to the
arrangements for safeguarding the public and continuously improving the
quality and safety of the services we provide.

o Ensure that care is delivered in accordance with the Health & Care
Standards for Health Services in Wales.

e Ensure that services are delivered in compliance with regulatory legislation
and accreditation bodies.

3.0 Highlight Report

Impact of Critical Incident in POW on planned surgery
Inability to recommence elective orthopaedic surgery &
glaucoma surgery in CTM

Mitigation

e Scoping of additional capacity within RGH

¢ Additional modular theatres within CTMUHB from April 25

¢ Focusing on recovery planning in relation to location of service
delivery, and clinical models.

e Instillation of SURGICUBE plans within the POW
Ophthalmology Unit being finalised

e Scoping of regional outsourcing and capacity commenced.
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Cancer Harm Review incident reviews

e Focused work is ongoing to close the historical 104 and 146
day plus harm reviews.

¢ Additional support required from operational teams to review
the complex cases.

Advise Complaints Management (Nov 2024)
% Compliance for Closed Formal Complaints
o 75% °
10 67% 3% 70% 67% oo
43% 60%
5 40%
s b i i oo
0 0%
¢ D 3 " 3 3 D ) ™ ™ ™ o3
b"f’n .@0:» ¥ gpﬁl < @‘” p (5‘:1/ @é\,w \é\,w ) \\)\'L ’bo%'» &Qﬁ, o‘_&,’v Qo“n
s Total number of complaints closed s Number Closed within 30 working days
@=@== Compliance % e Target Compliance %
Planned Care in PCH and PoW response rate 100% for the past
two months. PCH with only 1 formal complaint in December and
zero in POW.
Trends/themes ldentified
¢ Communication and attitude includes all members of the
MDT
e Clinical issues
Pain assessments
NEWS calculation and Fluid Balance Chart completion and
monitoring
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mmmm Incidents where Duty of Candour has triggered in Month
Early Warning Notification Incidents Submitted in Month

mmmmm Nationally Reportable Incidents Submitted in Month

e=@=== Total Number of Patient Safety Incidents Reported in Month

8 X NRI's reported to NHS Wales Exec during Oct & Nov
2024:

1 x death following unwitnessed fall (PCH/General
Surgery — 64243))

1 x death following delay in clinical assessment
(RGH/ACCTTO — 62561)

4 x avoidable pressure damage (2 x PCH/ACCTTO 2 x
POW/General Surgery)

2 x Ophthalmology — FUNBs (Glaucoma)

CURRENT TOTAL NRI’s Open for Planned Care = 25
(decrease of 11 since last QSRE)

8 X Avoidable PUs identified at Assurance Panel remain open
6 X General Surgery / 2 Xx ACCTTO : 4 X POW /3 XRGH/ 1
PCH
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Assure

. Surgical Co-ordinator pilot has been trialed across the
surgical floor, ED and ITU in PCH. Plan to introduce in RGH.

. Treatment Escalation Plans (TEPs) to be piloted on ward 6
in PCH on the back of concerns highlighted in Rapid
Reviews.

e “Sip til Send” initiative-commenced on Day Surgery in
PCH.

Ward Accreditation
e Wards 5, 6, 7, 8 in PCH received Bronze accreditation
e Ward 10 in RGH received Bronze accreditation

Breast Service
e USC One stop appointments within 3 weeks continues to
be maintained above 95% compliance.
e 52 week RTT Target for breast 1st OPA met at end of
November, & all stages of 104 weeks to on target to be
cleared by end December 2024.

Inform

e Endoscopy are piloting VR Googleminds — a Virtual Reality
Programme to provide training in the department. Ongoing
discussions with finance to discuss the funding of this
Programme permanently.

Surgical Pre-Assessment pan CTM

e All Wales endorsement of CTM Health Screening
Questionnaire (HSQ), go live date Dec 2024

e Excellent collaboration work by CTM Pre-Assessment Teams
to standardise pathways and processes to meet GIRFT
standards.

Llantrisant Health Park (LHP)

e Clinical review of the most recent and more detailed drawings
for the site. Space, Location and adjacencies’ scrutinised

e LHP joint school workstream in development looking at best
practice, improving efficiency and productivity with MDT
involvement.

¢ Building on early regional discussions, broad agreement to
develop a virtual solution. Example of best practice being
taken from across the UK.

e Nursing generic and orthopaedic clinical competencies
completed

Good news

Ward Manager on Ward 7 in PCH has received a SWTN GREATIx
for the ward delivering extremely high levels of care to a number
of complex repatriations.
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2. Assessment

Objectives / Strategy

Improving Care

If more than one applies please list below:

Not Applicable

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:

Safe

If more than one applies please list below:

Choose an item.

If more than one applies please list below:

Impact Assessment
Yes: O No:

Outcome: If no, please include
rationale below:

Not applicable

Yes: O No: X
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3. Recommendation

Outcome for Equality (delete
as appropriate):
POSITIVE/NEUTRAL/NEGATIVE

Outcome for Welsh Language
(delete as appropriate):
POSITIVE/NEUTRAL/NEGATIVE

If no, please include
rationale below:

Not applicable

There are no specific legal implications related to the

activity outlined in this report.

There is no direct impact on the reputation of the Health
Board as a result of the activity outlined in this report.

There is no direct impact on resources as a result of the

activity outlined in this report.

3.1 The Committee is asked to NOTE the highlights outlined in section 3 of this

report.
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Experience (QSR&E) Committee
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Acronyms / Glossary of Terms

AMAT
CMHT
C+V
HCSW
HIW
HMC
HMP
HoN
ICTM
IPC
LA
MHA
MH
MHLD
MHU
MQOJ
NRI
OPMHS
PICU
POW
QSRE
RAG
RC
RCRP
RGH
SBUHB
SRU
SWP

Audit Management and Tracking system
Community Mental Health Team

Cardiff and Value University Health Board
Healthcare Support Worker

Health Inspectorate Wales

His Majesty’s Coroner

His Majesty’s Prison

Head of Nursing

Cwm Taf Morgannwg Improvement Team
Infection Prevention and Control

Local Authority

Mental Health Act

Mental Health

Mental Health and Learning Disability
Mental Health Unit

Ministry of Justice

Nationally Reportable Incident

Older Peoples Mental Health Services
Psychiatric Intensive Care Unit

Princess of Wales Hospital

Quality Safety Risk and Experience Meeting
Red, Amber, Green

Responsible Clinician

Right Care Right Person

Royal Glamorgan Hospital

Swansea Bay University Health Board
Supported Recovery Unit

South Wales Police
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1. Situation /Background

1.1 This report had been prepared to provide the Committee with details of the
key issues considered by the MHLD Care Group at its QSRE meeting on
04/12/2024.

1.2 Key highlights from the meeting are reported in section 3.

2. Specific Matters for Consideration

2.1 The purpose of the Care Group is to provide assurance to the Board on the
provision of workplace health & safety and safe and high-quality care to the
population we serve, including prevention through public health, primary
and secondary care.

2.2 The MHLD Care Group QSRE Board will:

. Put the needs of patients, carers and the public at the centre of all
its business.
. Provide evidence based and timely advice to the MHLD Care Group,

based on local need, to assist in discharging its functions and meeting
its responsibilities.

- Provide assurance to the MHLD Care Group in relation to the
arrangements for safeguarding the public and continuously
improving the quality and safety of the services we provide.

. Ensure that care is delivered in accordance with the Health & Care
Standards for Health Services in Wales.
- Ensure that services are delivered in compliance with regulatory

legislation and accreditation bodies.

3. Key Risks / Matters for Escalation

¢ Medical staffing remains fragile across the whole of Adult MH
services. There is a significant shortfall in medical staffing
across the Care Group’s Rehabilitation wards, Outreach and
Recovery Teams and all 6 CMHT’s. This is having a significant
impact on MHA tribunals and the Health Board’s statutory
obligations for restricted patients in relation to RC cover. In
recent weeks the MOJ has twice asked for assurance.

The clinical teams are working with patients, families and
advocates to minimise the impact on patients.

The Adult Directorate is exploring all options to release
Consultant capacity to minimise the impact for the current
shortages.
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Advise

The implementation of Phase 3 + 4 of RCRP which relate to
the transportation of patients and patients who are detained
under S136 of the MHA has been delayed until March 2025.

At present there is no agreed alternative approach to the
transportation of patients who currently require police
support. The Care Group continues to engage with SWP
stakeholder events and is working with C+V UHB and SBUHB
to develop a regional response.

The HoN has been working with the Business Intelligence
Manager in the Patient Care and Safety team on the
development of a Quality Dashboard. This has been delayed
due to data migration issues in Datix Cymru which has been
escalated in previous reports to committee. There has now
been agreement and it is anticipated that the required
changes will be in place by the end of January 2025.

A new Consultant Psychiatrist has been appointed at HMP Parc
and will take up post in January. This will have a very positive
impact on both services. HMP Parc has also employed another
CPN which will help with the pressures they face regarding
high caseloads.

A Community Mental Health Improvement group is under
development to oversee, guide, and support initiatives aimed
at improving community mental health services. This is in
response to the outcome of the service review and
consultation with community staff and the LA’s to identify
improvement areas.

In November 2024, Ward 14 and PICU were subject to an
unannounced 3 day HIW inspection. It is pleasing to report
that the feedback was largely positive with the impact of the
Inpatient Improvement Board recognised. There was no
Immediate Assurance required although a number of estates
and environmental issues were highlighted. The reviewing
team were assured that these were already known to the Care
Group and plans are in place to address.

Assure

The number of complaints received by the Care group during
this reporting period was consistent with the mean (18 per
month over the last 2 years). The number of formal
complaints received in October was 8 (compared to a mean of
4), on investigation there was no apparent reason for the
increase with the 8 split evenly across the directorates and all
related to well-known themes. In November the number
returned to below the mean.
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Mental Health Overall New Complaints Received
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Complaint closure compliance in the Care Group was 0% in
October and 100% in November, however, the low volume of
formal complaints can artificially skew the reporting and
contributes to a perception of variation in closure compliance
performance in the Care Group.

Mental Health Overall Formal Complaints Closed
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At the end of November there were 6 open formal complaints
(up from 3 at the end of September, this is due to the 8
received in October but still with a 2-year mean of 7).

The Datix incidents reported this period, 163 in October and
173 in November are consistent with the 2-year mean of 195,
areas of high acuity during this period are Ty Llidiard and PICU
POW.
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Mental Health Overall Total Incidents Reported

) ) O D 3 O D 3 D D 3 D D
B R P R o SN S P N
S AR A O T S Ry

250
200

0

0

0
5 DD
S
& &

1

1%

1

o

[

0

X "
> < < N > < <

W Total Patient Safety M Total Non-Patient

There are 4 open NRIs (down from 5 since the last report, the
2-year mean is 5).

There was 1 new NRI reported during this period.

All the MHLD wards are now using AMAT. Compliance with
ward audits as of the end of October is shown below.

There are 21 overdue actions in the Patient Safety category,
up from 42 in the last reporting period. Of these 21, 15 are
RAG rated green with 5 RAG rated as amber, these relate to
IPC estates issues. 1 action is rated as Red which relates to
an out of use bedroom in SRU which has been highlighted in
previous papers, capital works are progressing. Performance
against these audits is monitored in the individual
directorate’s QSRE meetings.

The Care Group reviews the HIW inspection reports of other
MHLD services in Wales and where there is applicable learning
self-assessments are completed and monitored through the
Care Group QSRE. This enables the Care Group to identify
themes and trends from HIW in readiness for when HIW visit
CTM services.

The Care Group has implemented a programme of Quality
Assurance Reviews, initially focussing on inpatient areas they
will eventually include all MHLD services. The aim of the
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reviews is to prepare staff for future HIW inspections as well
as providing assurance to the Care Group.

Action plans are developed in response to these quality
assurance reviews which are monitored in directorate QSRE
meetings and referenced in highlight reports to the Care
Group QSRE.

The Care Group is working with corporate nursing colleagues
to ensure that these reviews are in line with the Ward
Accreditation programme.

The reviews have been well received by staff who have found
the process supportive and informative. Ward 14 had a Care
Group Quality Assurance Review shortly before the recent
HIW unannounced inspection and the ward manager felt the
internal review was good preparation for the HIW visit.

Inform

e At the recent RCN Nurse of the Year Awards a HCSW from the

OPMHS Memory Service in Merthyr won the HCSW Category
in recognition for her work setting up and running of Cognitive
Stimulation (CST) groups.

A Nursing Team Lead in Bridgend OPMHS Memory Service
was runner up in the MH Nurse of the Year Category for her
work introducing Clinical Nurse Specialists and CST Groups.

e The Lead Nurse for Adult Community MH delivered an

overview of lessons learnt from recent attendance at HMC
inquests to CTM wide “Listening and Learning” event. The
session focussed on the positive impact of high quality,
evidence based learning statements. The session was
positively received and ICTM colleagues are keen to
potentially develop the learning further.

e 60 HCSW'’s across two adult inpatients sites are scheduled to

undertake Trauma Informed Practice training based on the
Wales Trauma Framework for HCSW'’s, this practice increases
awareness for staff to provide additional understanding, and
confidence in supporting patients who have experienced
trauma.

Appendices

None
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4. Assessment

Impact Assessment

Improving Care

If more than one applies please list below:

Ageing Well

If more than one applies please list below:

Growing Well, Living Well, Dying Well

A Healthier Wales

If more than one applies please list below:

Learning, Improvement & Research

If more than one applies please list below:

Culture and valuing people
Learning, improvement and Research
Leadership

Effective

If more than one applies please list below:

Efficient
Person centred
Equitable
Timely

Safe

No - Not Applicable

If more than one applies please list below:

Yes: O No:

Outcome:

If no, please include
rationale below:

Not applicable

Yes: O

No:

Outcome for Equality
(delete as appropriate):

If no, please include
rationale below:

Not applicable
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5. Recommendation
5.1 The Committee is asked to NOTE the highlights outlined in section 3 of
this report.

POSITIVE/NEUTRAL
NEGATIVE

Outcome for Welsh

Language (delete
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

as

There are no specific legal implications related to the

activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this

report.

There is no direct impact on resources as a result of

the activity outlined in this report.
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Lucie Williams, Nurse Director, Primary Care
& Communities

Lucie Williams, Nurse Director, Primary Care
& Communities

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director
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Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee 7/ Group / Date Outcome
Individuals
Nil Click or tap to enter a date.

| Acronyms / Glossary of Terms

ACT Acute Clinical Team

CNS Clincal Nurse Specialist

CT™M Cwm Taf Morgannwg

CvC Community Vaccination Centre
DIC Death’s in Custody

DHCW Digital Health and Care Wales
DN District Nurses

ED Emergency Department

GMS General Medical Services
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HB Health Board
HCQ Hydroxchloroguine
HMPPS HM Prison and Probation services
IPC Infection Prevention Control
MDT Multidisciplinary Team
NRI Nationally Reportable Incident
oD Organisational Development
OOH Out of Hours
PCH Prince Charles Hospital
PDR Personal Development Record
POWH Princess of Wales Hospital
Ql Quality Improvement
RSV Respiratory syncytial virus
SLA Service Level Agreement
UCAF Unified Contract Assurance Framework
WG Welsh Government
WGOS Welsh General Ophthalmic Services
1. Introduction
1.1  This report had been prepared to provide the Committee with details of the
key issues considered by the Quality, Safety, Risk and Experience Primary
Care and Communities Care Group at its meeting on the 4t December 2024.
1.2 Key highlights from the meeting are reported in section 3.
2. Purpose of this Meeting
2.1 The purpose of the Care Group is to provide assurance to the Board on the
provision of workplace health & safety and safe and high-quality care to the
population we serve, including prevention through public health, primary
and secondary care.
2.2 The Primary Community Care Group QSRE Board will:

Put the needs of patients, carers and the public at the centre of all its
business.

Provide evidence based and timely advice to the Primary Community Care
Group, based on local need, to assist in discharging its functions and
meeting its responsibilities.

Provide assurance to the Primary Community Care Group in relation to the
arrangements for safeguarding the public and continuously improving the
quality and safety of the services we provide.

Ensure that care is delivered in accordance with the Health & Care
Standards for Health Services in Wales.

Ensure that services are delivered in compliance with regulatory legislation
and accreditation bodies.
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Highlight Report

Advise

Salaried Dental Services following the incident with the roof at
POWH, adhoc lists that were scheduled for the end of October
have been pulled. As a result of the paeds ward in RGH being
converted to an adult ward, the two weekly regular lists the
service had have also been pulled until further notice. Adhoc lists
in PCH are still going ahead with one taking place on 24th October
and one due to take place on 21st November. However, PCH is
now at 100% list utilisation so it is unlikely that the service will
access any more lists. This will have a significant impact on
waiting times. A paper has been drafted to look at alternative
options to manage this service/list.

Lymphoedema Service — Operational Lead continues to
address these referral breaches, the waiting list remains at a
high, however, positive progress is being made to address these
issues, including:
o Workforce & OD led programme being progressed with
team in a bid to reduce absence rates
e Plans in place to extend clinics into evenings and weekends
to increase capacity of service
e Additional clinic room now in use in Maesteg hospital,
doubling the clinical capacity of the Bridgend service
¢ Plans to increase administrative capacity
e Cleansing of waiting list to ensure patients’ priority is being
reviewed and appointment is still required
e Data dashboard being produced to inform future
improvements
An action plan is in place and a plan to scope and remodel the
service is in place.

Outpatients Maesteg Nursing staffing deficits continue
resulting in cancellation of clinics. Plan agreed for service to move
over to planned care to achieve streamlining of all outpatient
services and stability of staffing. Delay in confirmation date for
move is resulting in ongoing cancellations and negative impact on
the service delivery.

Optometry

e WGOS 4 —HCQ — it has been agreed this is the next WGOS
pathway to be developed across the Health Board under the
new contract. This will see patients screened in optometry
practices to monitor toxicity levels to avoid permanent loss of
sight when taking HCQ medication. Funding has been
awarded for 2 years to identify patients on lists that are
suitable to be managed in primary care. There is currently no
screening of these patients in CTM, 1000 identified. Task and
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Finish groups are being established to monitor progress across
secondary and primary care.

¢ An expression of interest exercise being undertaken to provide
optometry services in Prison SLA — there needs to be value for
money and a review of sessions required to ensure an
appropriate level of service is required.

District Nursing the service is undertaking a significant piece of
work in relation to safeguarding.

District Nursing activity All Wales Civica due to difficulties in
obtaining accurate data for all Health Boards in Wales, the team
have a group in place and links to CTM informatics team to build
a Business Intelligence dashboard.

District Nursing and Specialist Nursing services Community
Nursing specification work ongoing across the services to align to
WG model. Monthly reporting on the specification continues and
work is continuing to improve weekend working to reach 80% by
March 2025.

Wound Clinic wound care pilotimplemented for homeless
patients, which will be provided on a clinical bus in the
community.

Wound Clinic Senior Nurse to professionally lead wound clinic
model review and improvement work. Working group in place to
review pathways.

Primary Care the withdrawal of Audit+ was initially
implemented in NHS Wales on the 1st October 2007. It is General
Medical Services (GS) funded (DHCW managed) system procured
specifically to support General Medical Practices in the delivery of
clinical care, undertaking clinical audit and quality improvement
(QI) activities, improving data quality and supplying data for
solutions, and looking at the National Data Resource to replace
some Audit+ functionalities.

A supplier briefing session has resulted in further conversations
with a small number of suppliers where DHCW are awaiting
clarification on some elements.

Primary Care sustainability of General Practice and recruitment
of GPs into CTM. Sustainability Workshop undertaken on 20t
November 2024. Experience has demonstrated that early
conversations with practices can avoid contracts being resigned
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and disruption to services offered to patients. Scoring outcomes
may well look relatively healthy but the situation is fluid and can
change rapidly. The workshop identified that even where a
practice has looked relatively stable from a medium/long term
sustainability perspective, a crisis can have a significant
detrimental impact. The GMS team are now reviewing their
action plans regularly and continue to build upon the strong
working relationships already established with individual
practices.

Parc Prison

e Directorate Manager engaging in discussions with the Clinical
Director for ED, POWH regarding the possibility of developing
a bespoke training programme to enable prison healthcare
staff to treat more prisoners on site and reduce the need to
transfer to an emergency department.

e Staffing Model: as part of the HSCNA and in response to the
DIC action plans, a review of the current staffing model is
underway to review the nursing and pharmacy staffing model
provided at the prison.

e Integrated Services: plans to develop a coordinated care
model that integrates mental health, neurodiversity and
substance misuse programs to provide holistic treatment for
prisoners. A review of how secondary care services are
provided within the prison is underway to understand the use
of remote clinics and assess potential for further in-reach
services.

e Continuous Improvement Plans: Healthcare outcomes and
processes to identify opportunities are regularly evaluated for
further enhancements and ensure compliance with health care
standards. The pharmacy team recently underwent a process
of working with iCTM to review current practices and to
identify possible changes that will improve the staff
experience whilst reducing errors and incidents as part of the
medication hatch review.

Assure Incident Management

Parc Prison
Highlight Report from the Page 5 of 11 Quality, Safety &
Primary Care and Experience Committee
Communities Care Group 21/01/2025

5/11 81/296



30
25
20
15
10

N A <
& & &
& N
A Q‘Q X2

&

B New incident

B Under Investigation

Concerns

HMP Parc Prison open incidents by Incident
Service and Approval status

> 0010 III 01i0 201i 0010 1000 0100 0100
O - - . - - - - -

B Management review/Make it safe plus

1 Awaiting closure

Primary Care and Community Complaints (exc
HMP Parc Prison)

9 8

8 7

7 6

6 5

5 4 4 4

4 3 3

3 2 2 2 2 2

: TFEFRITEER.

1 0 0

o AN BN BN B | N
Feb Mar Apr May Jul Aug Sep Oct Nov Dec
2024 2024 2024 2024 2024 2024 2024 2024 2024 2024 2024

B Managed through PTR W Early Resolution
Highlight Report from the Page 6 of 11 Quality, Safety &

Primary Care and
Communities Care Group

6/11

Experience Committee
21/01/2025

82/296



HMP Parc Prison complaints

50 28 51
43
37 36 39
27
o o ‘B ‘B B ‘B W o 1I o o o1
—) —) —) —) | —) —

Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan
2024 2024 2024 2024 2024 2024 2024 2024 2024 2024 2024 2025

70
60
5
4

=N W
o O O o o

0

B Managed through PTR W Early Resolution

AMAT

District Nursing transcribing of medication is now embedded in
practice and following review the new process has been
approved.

Primary Care GMS Unified Contract Assurance Framework
(UCAF) has been established and Desk Top Reviews for all
Practices have been undertaken by 31.12.2024. The desktop
reviews will result in some practices being selected for either:

a) A “Full Governance Visit” which will be an in depth whole
day visit undertaken by a multi-disciplinary team to include
a Clinical Director (GP) and Medicines Management
covering all 12 Quality Standards or

b) A “Focused Visit” which will be undertaken by a team
pertinent to one of more Quality Standards.

Highlight Report from the Page 7 of 11 Quality, Safety &
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Parc Prison Infection Prevention & Control actions are required
regarding a recent visit from IPC colleagues - the infection control
report will necessitate a collaborative effort, as the environment
is not solely under the management of the healthcare.

Inform

ACT Patient feedback forms implemented. Currently there has
been some uptake for completion, with overall very positive
feedback.

CRT (Pharmacy) medication charts have now been rolled out
across Bridgend following a successful implementation in the
East cluster, enabling care staff to administer medication to
individuals in their own homes. A second project involving the
use of medication dispensers to support people to remain
independent is approaching the closing and evaluation stage
following successful recruitment of individuals. The project will
be evaluated by Swansea University.

Parc Prison have been successful in recruiting to numerous
vacancies and now have only 3wte RN vacancies. This increase in
our workforce will enable us to reduce our reliance on agency and
provide continuity of staff to the population.

Parc Prison A Health and Social Care Needs Assessment has
been undertaken, which better understands the health needs of
the resident population in Parc and to assess the extent to which
the current need and demand for health and social care in the
prison establishment were being met. An action plan for
improvement has been created and will be worked through
collaboratively with G4S.

Parc Prison improvement work continues:

e Offer and uptake of testing for Hepatitis C continues. The
healthcare Team undertook 285 tests on weekend of 16/17
November 2024.

¢ Palliative Care MDT initiated to support those patients with
palliative diagnosis. MDT will continue to run monthly and
educational sessions for the team provided by the CNS team.

¢ Admissions team for healthcare established to implement a
more efficient and comprehensive system. Work being
undertaken to streamline the admission and screening
services in alignment with the All-Wales approach, several key
initiatives are being explored. These initiatives aim to enhance
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efficiency, improve patient experience and ensure consistent
standards across healthcare services in Wales.

e The sexual health service has recruited a new Band 7 nurse
who will dedicate one day each week to providing sexual
health services to patients, in collaboration with a consultant
to enhance screening and treatment pathways.

CHC & FNC there have been breaches identified with
retrospective claims. These patient cases have been allocated
and are being worked through in line with policy.

Care Homes there are currently no CTM nursing homes in
escalating concern or increased enhanced monitoring.

Hazards Health Protection Service are in the final planning
stages of the Mpox vaccination for the OOH on-call rota.
Vaccination (in hours and OOH) will at present be on site at Dewi
Sant Health Park.

Hazards Health Protection Service The Maternal RSV
programme is now embedded and the CVC’s are successfully
seeing daily (small) numbers of pregnant ladies coming through
for vaccination.

District Nursing have implemented a compliance tracker for all
team leaders to monitor mandatory training and PDR’s. Areas of
improvement identified.

Optometry as part of the new contract, practices are obliged to
complete an Annual Return to demonstrate they are meeting
quality standards in practice. The deadline for completion
31/01/25 where HBs will need to review the submitted
information to deem practices compliant and make associated
payment.

Appendices | Nil to add.

3. Assessment

Objectives / Strategy
Improving Care

If more than one applies please list below:

Living Well

If more than one applies please list below:
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A Healthier Wales

If more than one applies please list below:
Ageing well

Dying Well

Growing Well

Learning, Improvement & Research

If more than one applies please list below:
Culture and valuing people
Leadership

Effective

If more than one applies please list below:
Efficient, Person centred, Equitable, Timely, Safe

No - Not Applicable

If more than one applies please list below:

Impact Assessment
Yes: U No: X

Outcome: If no, please include
rationale below:

Yes: O No: X

Outcome for Equality (delete If no, please include
as appropriate): rationale below:
POSITIVE/NEUTRAL/NEGATIVE

Outcome for Welsh Language
(delete as appropriate):
POSITIVE/NEUTRAL/NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the Health
Board as a result of the activity outlined in this report.

There is no direct impact on resources as a result of the
activity outlined in this report.

Highlight Report from the Page 10 of 11 Quality, Safety &
Primary Care and Experience Committee
Communities Care Group 21/01/2025

10/11

86/296


https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf

4. Recommendation

4.1 The Quality, Safety & Experience Committee is asked to NOTE the
highlights outlined in section 3 of this report.
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DI Designated Individual

DTPS Diagnostics, Therapies, Pharmacy & Sciences
FUNB Follow Up Not Booked

HTA Human Tissue Authority

ISO International Organisation for Standardisation
LIMS Laboratory Information Management System
NOUS Non-Obstetric Ultrasound Scan

MRI Magnetic Resonance Imaging

88/296



2/16

MH&LD Mental Health & Learning Disabilities
OOH Out Of Hours
PCH Prince Charles Hospital
POW Princess of Wales Hospital
QSRE Quality, Safety, Risk & Experience
RGH Royal Glamorgan Hospital
SDEC Same Day Emergency Care
SLT Speech and Language Therapist
SLA Service Level Agreement
UKAS United Kingdom Accreditation Service
USC Urgent Suspected Cancer
HO Home Office
1. Introduction
1.1  This report has been prepared to provide the Committee with details of the
key issues considered by the Diagnostics, Therapies, Pharmacy & Sciences

(DTPS) Quality, Safety, Risk and Experience (QSRE) Group at its meeting

on 16" December 2024.

1.2 Key highlights from the meeting are reported in section 3.

2. Purpose of this Meeting

2.1 The purpose of the Care Group QSRE meeting is to ensure delivery of
workplace health and safety standards and safe, high-quality care to the
population we serve, including prevention through public health, primary
and secondary care. The purpose of this report is to provide assurance
regarding these matters to the Quality, Safety and Experience Committee.

2.2 The Diagnostics, Therapies, Pharmacy and Sciences Care Group Quality,

Safety, Risk and Experience meeting (QSRE) will:

¢ Put the needs of patients, carers, colleagues and the public at the centre
of all its business.

e Provide evidence based and timely advice to the Care Group based on
local need, to assist in discharging its functions and meeting its
responsibilities.

¢ Provide assurance to the Diagnostics, Therapies, Pharmacy and Sciences
Care Group in relation to the arrangements for safeguarding patients,
colleagues and the public and continuously improving the quality and
safety of the services we provide.

e Ensure that care is delivered in accordance with the Health and Care
Standards for Health Services in Wales.

o Ensure that services are delivered in compliance with regulatory
legislation and accreditation bodies.
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1.

Highlight Report

Radiology

Corporate Risk 5590 — Notified in November 2024. Supply of
Technetium may be stopped for a period of 4 weeks,
potentially up to 10 weeks, due to supply issues. This will
affect the urgent suspected cancer (USC) patients being
scanned, having the most impact on breast surgery. This is a
national issue. Mag Trace can be used as an alternative but is
more costly and felt to be inferior by the operating
surgeons. This is further compounded by an urgent medical
device correction letter stating that the gamma camera at RGH
cannot be used due to a safety issue. All cases are now being
scanned at POW whilst options are worked through

Limited access to MRI pacemaker service. The service has
recently commenced but is only available to scan USC patients
due to capacity and funding constraints. The service is only
currently available on the PCH site which inhibits access for
patients.

Pathology

LIMS 2.0: The overarching risk in relation to meeting the
project timelines has already been escalated to the
organisational risk register. The project timeframe is tight and
there are significant concerns regarding the resource required
to deliver this project safely within expected timeframes. The
user acceptance testing (UAT) phase has been throughout
September and October, where Health Boards across Wales
have had to commit resource to complete UAT. Due to the
significant number of defects and failure to meet specified
functionality requirements, the UAT phase has now been
extended to January 2025. This is a significant burden on
Pathology staff, as additional staff time and effort has been
required to re-test functionality once the fixes have been put
in place — there are instances where defects are still detected
with a need for a third (and on occasion more) round of testing.
The extension of UAT phase and the resource required to
complete this will impact other projects that had been planned
around the anticipated completion of UAT by the end of
November. All Pathology departments have risks recorded in
relation to staff resource. The extension of UAT phase and
associated resource burden is exacerbating these risks in
terms of managing competing priorities, staff morale and
wellbeing. A presentation articulating the issues, risks and
current mitigations will be presented at Operational
Management Board in January 2025.

Clinical Haematology: A risk was escalated in September
regarding no new patient (NP) capacity due to sickness and
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annual leave, primarily at RGH. A locum consultant was
employed to pick up the NP capacity until the substantive
consultant returned from absence. This temporarily resolved
the issue. Unfortunately, the locum consultant contract has
ended and they are leaving to take up another position and the
substantive consultant will not be returning. The reduced
consultant capacity at RGH has meant that there is once again
no capacity to take on new patients. An advert for a
locum/fixed-term consultant is in progress.

The POW decant further impacted NP capacity in PCH as staff
have had to reduce their NP clinics to support the increased
day unit work. There has been agreement for a locum to
support the increased patient capacity at the PCH HaDU,
allowing the substantive team to pick back up full NP clinics.
The service is extremely fragile and any reduction in staff
capacity will have the potential to impact patient care.

Impact of MES Reform on Mortuary Services: New
regulations came into force on September 9%, whereby all non-
coronial deaths will now be independently scrutinised by the
Medical Examiner Service. This has resulted in some
administrative changes to the death certification process,
leading to increase length of stay for the deceased. This has
already impacted on capacity at the RGH site, where we have
had to transfer to other body stores to create sufficient
capacity. This introduces risks around HTA compliance.

Due to seasonal increases in death rate and significant delays
in death certification, we are currently tracking above our
Winter 2022 capacity where we breached capacity. As a result,
the Mortuary capacity risk has now been increased to high. To
manage capacity, the deceased are currently being transferred
between storage locations within the Health Board, and a
temporary ‘pop up’ mortuary storage facility is being utilised.
Delays in death certification has a significant impact on flow
through the mortuary, and more importantly a detrimental
effect on bereaved families who wish to make arrangements
for their loved ones. Several complaints have been received in
relation to this. Delay in death certification is significantly
impacting the Mortuary capacity risk, and support is required
to promote prompt death certification throughout the Health
Board. Executive Medical Director has supported the Care
Group with targeted messaging to individual teams.
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Advise

Healthcare Science
Backlog for Medical lllustration

WG funding for three posts ends March 2025. Alternative
funding is actively being sought.

Demand is consistently exceeding available capacity. This is
impacting on patient care due to increased waiting times for
referrers to receive images.

Currently, urgent work is being prioritised through a triage
process undertaken by the Head of Service.

Options to reduce waits include funded overtime, outsourcing,
and review of referral criteria compliance.

A review of referral compliance is being undertaken to inform
long-term solutions to sustain the service.

All disciplines — impact of movement of patients in relation
to POW roof issues

Emerging issue around patient pathway in YGT and
expectation of particularly pharmacy. Meeting request with
clinical leadership in USC to clarify pathway.

There has been a 115% rise in the number of patient safety
incidents reported in AHPs for November. The mean number
of patient safety incidents for AHPs is normally around 13 per
month, in November this rose to 28. Changes to patient acuity
across sites has led to demand exceeding capacity for some
smaller fragile professions, such as Speech and Language
Therapy. Risk management in place in original location has
needed review and redesign, mostly in relation to pathway
management and inadequate staffing. The trend is dropping
back down to normal with new processes and pathways in
place.

Allied Health Professions

Continued delay in the funding for AHP neonatal workforce
being allocated to AHP budget is resulting in continued
resource gap in meeting BAPM standards, as the service is not
staffed to meet the clinical needs of neonates. This is being
proposed as one of the investment priorities for the IMTP.

Clinical Engineering - Management of Beds

Regular meetings are being held to discuss issues around
increased demand and future risks of decreased supplies due
to stock age within the Bed Management Service.

Regular meetings are being held between CTM and the
external provider to ensure maintenance processes are being
followed and escalated as previously agreed. This will ensure
that any maintenance work undertaken is proportionate to the
age and condition of the bed stock.
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Options are being considered for the additionality needed to
replace bed systems that will become defunct in early 2025.
A three-year Bed Management Strategy is to be developed to
demonstrate long term options for providing this service along
with the impacts of proposed changes. Cognisant of staff
capacity, it is recognised that the development of the strategy
will need additional support. This support has been agreed in
principle and further work is being undertaken to develop the
scope and timeline for this work.

Radiology

CT mobile in situ from 02/10/24 for 12 weeks to reduce CT
waiting times and alleviate pressure on the DGHSs. Since
operationalising, the overall waiting list has reduced from 3469
patients awaiting a scan, with 1447 patients breaching over 8
weeks to 1547 patients awaiting a CT scan, with 71 patients
breaching over 8 weeks. The current changes in patient
pathways due to the site issues at POW require the movement
of activity from RGH. Some of this can be done in POW, but
due to increased staffing demands in RGH, we are needing to
transfer some scanning from RGH to LHP.

Capacity issues have been identified out of hours (OOH) for
CT/X-Ray, with the current staffing model not meeting demand
and changes to patient presentations, which require PAT
sliding in the main. Additional funding is required for staffing
resource in order to maintain a safe and resilient service
OOHs. A paper has been submitted outlining the
requirements. In the meantime, we are using overtime to
bolster the shifts which are most affected, particularly with
changes to patient movement due to the POW site issues. The
out of hours model will be reviewed following approval of this
paper.

Pathology

POW decant update: At the start of the decant, a number of
issues were highlighted in terms of Pathology service
provision. Concerns were raised around the potential
additional workload for Pathology, as Pathology services at
POW are currently provided by Swansea Bay under SLA.
Workload is currently being monitored, and there is now a
better understanding of the impact of the POW decant on
Pathology services and actions taken to minimise impact to
patient safety:

POCT Training: Provision of point of care testing (POCT)
equipment and training has been previously delivered by
SBUHB. However, the relocation of nursing staff from POW to
RGH created a training challenge for CTM, as the POCT
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equipment used at RGH deferred from that at POW. To address
this, the CTM POCT team developed a comprehensive training
plan totalling 78 training sessions ensuring 119 relocated
nurses were trained by mid—December. This was a well-
coordinated response by a small team of specialised staff,
made possible through the support of two fixed term posts
dedicated to training and service support. However, these
posts funded by transition funding are set to end in March
2025, raising concerns about future training strategy and
service continuity.

Mortuary: Additional pressure on Mortuary capacity due to the
POW decant, specifically at the RGH site, this is in addition to
service pressure already introduced by the new MES (Medical
Examiner Service) legislation. The mortuary capacity risk is
being escalated.

Clinical Haematology: The Haematology Day Unit (HaDU) at
RGH was collapsed to support the POW decant. Concerns have
been raised around patients that are refusing to travel for
treatment. Complaints have been received from patients
finding it difficult to travel. Incidents have been reported in
relation to there being no trained Clinical Haematology nurses
at the RGH site to administer chemotherapy. At present, the
Haematology nurses are travelling to RGH when chemotherapy
administration is required and options are being explored to
secure space at RGH to deliver some treatments.

Blood Transfusion: Concern around transfusion training
compliance in nurses that have been relocated from POW.
Additional training sessions have been arranged. The
transfusion team are looking to increase the capacity of
existing training sessions to accommodate this additional
training requirement. This model has been implemented as a
quick resolution and is not sustainable for the future training
strategy, which will include full repatriation of POW Pathology
services.

Biochemistry: Incident trend identified relating to incorrect
storage of samples (fridge vs freezer) leading to increased
number of sample rejections. This issue is compounded by
staff shortages, particularly within the band 7 leadership team,
which has been highlighted as a high-risk issue on the
pathology risk register. The reduced staffing capacity is
impacting the management of a significant workload and the
effective delivery of training.

To mitigate these challenges, the Biochemistry team is actively
recruiting for a new band 7 post and reviewing shift
arrangements through the health roster to improve
supervision within specimen reception. Additionally, the
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Quality team is preparing a presentation for specimen
reception staff to emphasise the importance of correct sample
handing and its impact on patient care. This presentation will
be delivered by the end of January, and incident trends will be
monitored to evaluate the effectiveness of these actions.

Virology freezer failure: The walk-in freezer storing
approximately 45,000 patient samples failed, resulting in the
samples thawing out. These are samples that have already
been processed by the laboratory; they are stored in the event
of any additional requesting being required. Alternative
storage was identified in the Public Health Wales IP5 facility in
Newport. However, by this point the samples had been thawed
for several days. Quotes for immediate freezer repair are
approximately £4000, with an additional cost of £6-7k to
include a backup system for redundancy to avoid a recurrence
of this incident in the future. There is internal learning around
prompt escalation in the event of a fridge/freezer failure. The
samples are now being stored at the correct temperature in
IP5. If any additional testing is required a comment will be
added to the report to treat results with caution as sample
storage was compromised. Out of the 45,000 samples it is
estimated that only around 0.3% will require further testing.

Healthcare Science
Datix Risks

Currently there is no DTPS access to Health Science risks
through Datix, as this has not been set up following the move
on April 1stand risks remain with former care group’s owners.
The consequence of this is there is no generation of monthly
risk reports to update DTPS QSRE and, where needed, onwards
escalation.

A meeting was held with Patient Care & Safety Team on 16%"
October 2024 to describe what Health Science Services needed
for their risks to be moved and aligned to DTPS structure, to
discuss the complexity of this work, and the options for moving
the Health Science risks to DTPS.

A follow up meeting took place on the 21st November to
progress the movement of Health Sciences into DTPS Datix
structure so that new risks are recorded into the correct
governance structure and that plans are developed to move
legacy risk into DTPS structure.

Heads of Service are identifying the sub-structures needed to
progress this work.

Medicines Management

The automated dispensing cabinet in the Emergency Cupboard
in PCH needs to be moved due to damage in its current
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location. Colleagues are working to resolve this issue and
identify a new suitable location DATIX completed. Interim
process in place. Escalated for repair and move.

Issue identified where electronic Discharge Advice Letters
(eDALs) are being suspended for patients transferred from
POW to stroke ward in RGH. RCA identified that issue arises
when medical records merge two different PAS numbers for
patients. Escalated to I.T. Teams to resolve. PAS merger
planned for May 2025; interim solution will be required before
then.

Incident reported from care home involving suspected
diversion of controlled drugs (no further detail appropriate as
under police investigation). Review of controlled drugs
management practices conducted by the Medicines
Management team, and all recommendations have been
actioned by care home management. This has highlighted a
risk and opportunity in lack of medicines management input
into Care Homes across CTM. Initial scoping exercise around
learning from the incident and potential for cost savings being
investigated; working with Primary Care to develop.

Assure Radiology

e The NOUS waiting list continues to show a reduction in patients
awaiting a scan with a current total waiting list of 2791.
Currently, 182 patients are breaching over 8 weeks.

e The MR waiting list has stabilised since the mobile MR solution
ceased, with 33 patients breaching over 8 weeks within the
current wait of 1899 patients awaiting a scan.

e The CT waiting list over 8 weeks is now down to 41 patients
and the mobile CT scanner has been decommissioned from LHP
site on 31st December 2024.

Medicines Management

CD audits: Target= 100% Current figures for completion of CD

audits are:

e PCH: 100% [Previous Quarter 100%o]

e POW: 67% [Previous Quarter 98%] N.B. this is 67% of
remaining wards in POW

e RGH: 100% [Previous Quarter 71%]

e YCR: 100%

e YCC: 80%

e Deterioration in POW from previous quarter. This is potentially
due to the situation with the roof in POW and movement of
pharmacy staff, with teams prioritising direct patient care over
regular auditing. An expectation has been conveyed that this
will be rectified in subsequent months.
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Following centralisation of dispensing services at YCR/YCC,
there were some issues with delays in receiving stock. A
weekly meeting has now been instituted to ensure issues are
identified and worked through by on-site (YCR/YCC) and
centralised (acute site) teams.

AHPs

Improving quality of care in Podiatry: MSK Podiatry have
updated their on-line self-referral form to ensure that the
service users are seen by the right person at the right time in
their clinical presentation. The system now signposts to self-
management approaches and advice on when a podiatry
referral is needed, avoiding unnecessary attendance to
Primary Care.

Pathology

Microbiology: A risk has been previously highlighted in
relation to Microbiology staff resource and impact on continued
service provision. To mitigate this risk, arrangements have
been made to outsource the Virology work to PHW,
commencing on 25th November. Staff previously covering the
Virology service have now been moved to support the rest of
the Microbiology service. Approval has also been granted for a
locum biomedical scientist and 2 fixed term biomedical
scientist to further stabilise the service.

Inform

NHS Wales Staff Survey

DTPS had the highest care group response rate to the 2024
NHS Wales Staff Survey, at 45.8%.

The responses were driven by work within Therapies AHP
services, who held engagement sessions with over 500 staff,
providing an opportunity to listen to their views following the
themes identified from the previous survey. This resulted in
AHPs having a 140% increase in response rate to the survey
this year.

Audiology led the way, with 93.9% of the staff completing the
staff survey.

HPs

A collaboration between CTMUHB and CAVUHB physiotherapy
delivered two workshops aimed to help MSK physiotherapists
tackle complexity and uncertainty. The rising complexity of
modern healthcare increases decisional uncertainty for
clinicians, fuelling stress and burnout. This in turn reduces
engagement and productivity. The post-course evaluation
showed a significant improvement in confidence to manage
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uncertainty, so this approach will be further embedded across
the service.

Pathology
New Policies:

Clinical Haematology — Patient Initiated Follow Up (PIFU) for
patients with low risk Monoclonal Gammopathy of
Undetermined Significance (MGUS): introduced to give
patients more control over their care, free up much needed
capacity to see patients when they most need to be seen, and
reduce the number of appointments that do not add clinical
benefit for patients.

Point of Care Testing Policy — applies to all users of POCT
devices across the Health Board, including in general practice,
care homes, screening venues and patients' homes. The policy
defines the governance framework and principles to ensure the
safe implementation and delivery of POCT services.

Improved Notification of POCT Incidents: Majority of
incidents relating to POCT devices are reported by users, with
the responsible service being the clinical area that holds the
POCT device. As a result, the POCT team were not being
notified of POCT incidents, and therefore no ability to analyse
trends or support departments with investigation. The POCT
team have worked with the CTM Datix Team to put a system
in place that now ensure the POCT team are notified of
incidents. These incidents are already starting to filter through
and the correct incident reporting mechanism is being included
in POCT training for users.

Paperless Reporting Workshop: The Pathology department
plans to introduce paperless reporting. This is being driven by
the LIMS 2.0 implementation and supports the CTM goal of
becoming a greener organisation, increases administrative
capacity, and eliminates the risk of paper reports being lost in
transit. All Pathology results are transmitted electronically, but
it has become apparent that there is still a reliance on paper
reports in some areas.

A workshop was held at the start of December with broad
representation, including those that solely use electronic
reporting and those that still rely on paper reports. The
workshop helped understand some of the concerns around
paperless reporting, and how we can ensure that a paperless
system is introduced safely by using a staggered approach.

There is concern around the fact that Swansea Bay Pathology
services will be switching off paper reporting in January 2025.
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Following director level discussion, assurance has been given
that POW will not be turned off and paper reports will continue
to be sent to clinical teams.

Radiology
o Patient story presented by radiology from the Snowdrop
Centre:
o0 30 year old female presenting with breast lump
o CTMUHB are the Best performing Health Board in Wales
for breast services by a considerable margin — 78.7%

Medicines Management
e Medicines Management Teams in POW and RGH took part in

the MedsSafetyWeek. Interactions with over 130 individuals
(staff and members of the public) to discuss Medicines Safety
and Yellow Card Reporting. A member of the ‘Men’s Shed’
community initiative requested a medicines safety talk for his
‘shed’. This presents a good example of CTM working with the
local community to reduce harm from medication

o Homecare: Haematology Service is very time critical and relies
heavily on technician support. Evaluation of previous invest to
save proposal underway with a view to further extension of
this in 2025-26.

e General Practice DPIA and Data Sharing Agreements with
General Practice: Medicines Management team are
standardising DPIAs and Data Sharing Agreements with
Practices. Draft CTM-wide DPIA and Data Sharing Agreements
have been developed and submitted for discussion and launch
with Head of GMS

e HMP Parc SOP review- 2-year review due December 2024 for
all SOPs due to Parc transfer date in December 2022. Plan in
place for review: CD SOPs will need to be prioritised due to HO
licence.

Pathology
e HTA Update: The HTA will now carry out unannounced

inspections as opposed to being organised every 2 years. A
guidance document has been developed for Mortuary staff, so
they are aware of what to do and who to contact upon the
arrival of a HTA inspector.
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Incident Management
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3. Assessment

Objectives / Strategy

Improving Care

Living Well

A Healthier Wales

Data to Knowledge

Effective

No - Not Applicable

Impact Assessment
Yes: O No:

Outcome: If no, please include
rationale below:

Not required at this point

Yes: O No:
Outcome for Equality: If no, please include
NEUTRAL rationale below:

Outcome for Welsh
Language: NEUTRAL/

There are no specific legal implications related to the
activity outlined in this report.
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There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

4, Recommendation

4.1 The committee is asked to NOTE the highlights outlined in section 3 of this

report.
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Quality, Safety & Experience Committee

Stroke Services Update
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emergency service change, there was limited to enter a

opportunity for significant engagement. However, date.
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partners as well as other Health Boards
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PCH Prince Charles Hospital
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WTE Whole Time Equivalent
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1.2

1.3

Situation

The ability to deliver Senior Stroke Clinical Leadership across 2 Sites (PCH
and RGH) has diminished rapidly over the last 2 weeks due to long-term
sickness within the stroke workforce. This has contributed to unsustainable
demand upon the remaining consultant workforce (substantive and locum)
that must be addressed to continue providing a safe service to patients
experiencing a stroke.

We have worked closely with stroke and other clinical teams to explore
opportunities for utilising the workforce in different ways to improve
capacity and also explored cross-Health Board support with neighbouring
Health Boards. However, to maintain a safe service that can continue to
save lives and reduce the effects of stroke for as many patients as possible,
we must make immediate temporary, local changes to the way in which
services are provided.

As such, to maintain a safe and effective acute Stroke Service for our
patients and communities, immediate urgent plans are being developed to
move onto a single site. Following an options appraisal (Appendix 1) a
decision was made to centralise all Stroke services at the Royal Glamorgan
Hospital.

A project team and workstreams are in place developing plans and
pathways and undertaking the actions required at pace to achieve the move
of the Stroke Service from PCH to RGH on the 8 January 2025.

2. Background

2.1

2.2

PCH

Due to the roofing issues at the Princess of Wales hospital in Bridgend and
the resulting necessity to decant some wards and services to alternative
locations, emergency stroke services were moved from POWH into the RGH
in Llantrisant in the Autumn 2024.

This move took place against a backdrop of existing, severe specialist
medical workforce challenges within the stroke services across POW and
PCH that have made it extremely problematic to provide a resilient, safe
and sustainable service to the population of CTM. The main underlying issue
has been the difficulty in recruiting to vacant Stroke Consultant positions
on a substantive and also locum basis.

There are currently 4.0 WTE substantive stroke consultant positions and 4.8
WTE CNS positions across CTM, broken down as follow:

2 WTE substantive consultants in post (X1 on maternity leave)
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1 WTE consultant Vacancy
2 WTE Clinical Nurse Specialists

Mitigations/escalations:

1 WTE fixed term locum consultant who was due to start in November has
not yet been cleared for pre-employment checks

GH

2 WTE substantive consultants in post (X1 on long-term sick leave)
2.8 WTE Clinical Nurse Specialists

Mitigation/escalations:

2.4

2.5

2.6

2.7

2.8

2.9

1 WTE agency locum consultant to cover long-term sickness (contract
extended until April 2025)
A second WTE agency locum is due to start on Monday 6 January 2025

Currently the Stroke consultants within CTM cover Stroke services on two
acute sites (RGH and PCH) including the provision of Stroke outpatient and
TIA Clinics. The RGH consultants and CNS team have also providing TIA and
stroke outpatient clinics on the POW site.

The consultants provide a 1:6, seven-day stroke on-call advice service.
However, due to vacancies/sickness within the consultant workforce the
ratio for the on-call rota is currently 1:3 due to constraints within the
workforce.

The Stroke consultants at RGH also have a GIM on call commitment on a
1:21 rota on the POW site, comprising of weekday evening and full weekend
day cover resident cover with non-resident overnight cover.

The Acute Stroke service across CTM has become increasingly fragile over
recent weeks and this was brought to a head during December when one
of the 3 remaining substantive consultants was required to go on long-term
sick with immediate effect. This left just one substantive and one locum
consultant working at RGH.

PCH is also at significant risk with just one substantive consultant.

A decision was made prior to Christmas to suspend some of the TIA and
outpatient Stroke clinics until a safe service could be provided.

3. Proposal

3.1 Following an options appraisal (Appendix 1) a decision was made to
urgently centralise all Stroke services at the Royal Glamorgan Hospital. One
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3.2

To

of the main findings was that locating the Service at PCH would displace
422 patients out of CTM to SB and UHW. Choosing RGH displaces 251.

This proposal will entail:

Moving the PCH Acute Stroke Ward to RGH Ward 19 which will provide up
to 22 Stroke beds as well as the 27 Stroke beds on Ward 20. (Up to 49
beds).

Creating a dedicated Therapy space on Ward 19 to enhance the inpatient
Therapy Service provided for patients.

Reprovision of TIA clinics.

Continuing to progress plans to enhance Community Rehabilitation beds at
YCR increasing from 8 to 27.

Self-presenting patients with suspected Stroke symptoms (FAST+ve) to
continue to be directed to their nearest Hospital as per national pathways.
All EDs (PCH, POW and RGH) administrating time critical treatment for
patients that present with suspected stroke symptoms. All patients with a
confirmed diagnosis of Stroke requiring an Acute intervention will then be
conveyed to the RGH for admission onto a Stroke inpatient ward.

Patients identified as suspected Stroke by WAST will continue to be
conveyed to the nearest Acute Stroke Unit as per the pathway.

There will be no change to the access to community rehabilitation beds due
to the centralisation onto the RGH site.

achieve this immediate and urgent temporary change:

Workstreams established focusing on i. Communication and Pathway
development ii. Workforce iii. Estates and Physical environment.

Data provided to inform the demand and potential impact on flows. This will
however need to be monitored over the coming months.

Communications’ colleagues are working to ensure that accurate and timely
information is provided to our communities, workforce, patients and
partners.

Internal moves at RGH have been undertaken to enable the relocation of
Stroke onto the Site.

Identification of administrative space and storage.

Workforce planning, engagement and arrangements to facilitate the urgent
change of delivery.

Community provision is being maximised/prioritised for patients that are
clinically optimised for discharge at RGH.

Plans are being developed for the Therapy component of the Community
Plans.

Discussions are on-going with WAST colleagues re pathways of suspected
Stroke patients.

Discussions are underway to agree plan to mitigate the high demand/lost
capacity for beds across the RGH site.
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3.3

Arrangements to transfer remaining Stroke patients from PCH to RGH on 8
January 2025 are being progressed.

High level Senior discussions have taken place with neighbouring Health
Boards and with the Regional Partnership re changes to flow.

Engagement has taken place with Llais under their emergency changes
protocol.

WAST pathway to convey query strokes to nearest Acute Stroke Unit is in
place to ensure the best outcomes possible for Stroke patients.

Data will be monitored to analyse impact and regular discussions will be on-
going with neighbouring Health Boards.

Following the move to RGH as the single site, work will continue beyond the
8 January 2025 to enhance and develop the pathways further. This will also
include monitoring the data on demand and flows as well as performance.
This analysis and the forecast for successful Consultant recruitment will be
key in informing the future delivery model for Stroke patients across CTM.

4. Risks

4.1

4.2

4.3

4.4

An increase in sickness of either nursing and/or medical staffing or locums

leaving would have a significant impact on the viability of a safe and

effective Acute Stroke service. Mitigations:

e Discussions have taken place to explore options with Cardiff and Vale
UHB,

o Stroke Locums continue to be sought alongside continued advertising
for substantive appointments.

o Well-being services are engaged with teams.

The demand levels to transfer self-presenting patients with a confirmed

Stroke diagnosis from PCH and POW to the Stroke Unit at RGH in a timely

manner could significantly increase demand on WAST and availability of a

Stroke bed at RGH. Mitigations:

e additional WAST vehicles will be procured by the Health Board to ensure
a dedicated service to RGH and also from RGH to a Community bed.

e There will be a requirement for a minimum of 2 Stroke beds to be ring-
fenced on the Stroke Unit at all times.

¢ Increased Community beds at YCR.

The increased flow of patients across a number of specialties and recent

changes in flow across CTM could overwhelm the RGH. Mitigations:

o Exploration of urgent options to mitigate the loss of bed capacity
underway.

Delays in confirmation of the Therapy workforce and funding/recruitment
to provide the rehabilitation element for the expansion of beds at D4 YCR
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4.5

4.6

could impact flow of patients across the system in relation to the opening
of the additional beds. Mitigations:

Immediate proposal in development by the Therapies Service
Funding/Recruitment

Stroke governance arrangements to monitor and support the development
of deliverable plans and progress a longer-term Community model for
Stroke.

Neighbouring Health Boards and Trusts in England may experience a higher

demand in WAST conveyed query Stroke patients where there is a change

to the nearest Acute Stroke Unit Site. Mitigations:

e High level discussions have taken place with neighbouring Health
Boards.

e Change of flows will be contained as will only impact WAST query Stroke
patients and not self-presenters.

Due to limited consultant workforce there was a decision to cancel TIA and

stroke clinics, this remains a significant risk for patients waiting an

appointment. Mitigations:

¢ Plans in place to move all outpatients’ clinics to RGH for both PCH and
POW local patients to support consultant efficiencies

e Further locum due to start on Monday 6% January

e Review if acute medical teams will support with additional clinics (WLIs)
to reduce long waits / TIA backlog

Assessment

Sustaining Our Future

If more than one applies please list below:
Improving Care

Living Well

If more than one applies please list below:

A Resilient Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:
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Impact Assessment

6. Recommendation

Safe

If more than one applies please list below:

No - Not Applicable

If more than one applies please list below:

Yes: O No: X

Outcome: If no, please include
rationale below:

Yes: O No:

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:
POSITIVE/NEUTRAL
NEGATIVE

Outcome for Welsh
Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

Yes (Include further detail below)

There could be reputational damage for CTM should
the service have to collapse due to the fragile
consultant workforce

Yes (Include further detail below)

Due to gaps within the medical workforce, there will
be an impact on financial budgets due to the reliance
on locum support

6.1 To NOTE the urgent change of service model for Stroke across CTM and
the progress being made to plan and ensure the provision of safe, resilient
and effective Stroke services.

Stroke Services Update

Page 7 of 10 Quality, Safety &
Experience Committee
21/01/2025
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7. Next Steps

7.1 To continue to progress the planning and implementation of the urgent
change to centralise the CTM Stroke Service on the RGH Site through the
Stroke Operational Governance arrangements.

7.2 To continue to monitor the levels of demand for Acute Stroke and
Rehabilitation beds and provision for future plans.

7.3 To continue to seek opportunities to stabilise the Stroke Consultant
Workforce.

7.4 To progress the Therapy plan/recruitment to enable the opening of the
additional Stroke beds on D4 YCR.

7.5 To consider the optimum Stroke Service for CTM informed by the data,
performance and workforce position and forecast that develops over the
coming months.

Stroke Services Update Page 8 of 10 Quality, Safety &

Experience Committee
21/01/2025
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Appendix 1

Option 1

Collapse and centralise service onto RGH site

Risks
e Staff engagement to move from PCH to RGH site, particularly the ward
nursing team
e Increased levels of sickness
¢ Risk to managing to demand through one site with only 3 WTE consultants
¢ Increased travel times for patients presenting with stroke symptoms
e Risk of managing self-presenters at PCH emergency department
e Capacity for TIA / stroke outpatient clinics to prevent physicians from
working across site
e Unclear on impact to Powys patients
Enablers
e Move ward 10 PCH to ward 19 RGH
e De-escalate ward 1 RGH to allow ward 19 to move into, currently planned
care capacity
o Sufficient TIA / stroke outpatient capacity to stop cross site working
e Potential stroke support from Neurology consultant at RGH
¢ WAST input to pathway changes
Benefits
¢ Enables consultant to cross cover during leave periods
o Likely to support future recruitment to consultant workforce due to site
location
o Reduced risk of stroke service fully collapsing
e More ANP/CNS resource on one footprint to support front door stroke
patients
¢ Will enable the required therapy space to be created if ward 19 is allocated
to stroke services (potentially reducing LOS for patients)
Option 2

Collapse and centralise service onto PCH site

Risks

Emergency department at PCH would not be able to support demand of all
stroke patients for CTM

Smaller bed base on ward 10 compared to RGH ward 20/ward 19 proposal
PCH has an overall smaller bed based in comparison to RGH site

Unlikely to support future recruitment to consultant workforce

Stroke Services Update Page 9 of 10 Quality, Safety &

Experience Committee
21/01/2025
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Staff engagement to move from RGH to PCH — taking into account staff at
RGH have only just moved from POW site

Capacity for TIA / stroke outpatient clinics to prevent physicians from
working across site

Increased travel times for patients presenting with stroke symptoms

No ward identified to create a ‘step down’ area for acute stroke patients /
stroke mimics

Option 3

Do nothing and provide a reduced service at PCH with 1 WTE consultant

Severe risk of service collapse

Cannot maintain a service with only 1.0 WTE consultant and no
prospective cover on one site (PCH)

High risk to patient safety and outcomes

Severe risk of staff burnout creating further significant staffing issues

Recommendation

Option 1 — to centralise stroke services onto RGH site on Wednesday 8t
January 2025, if all enablers are able to be met prior to move.

Stroke Services Update Page 10 of 10 Quality, Safety &

Experience Committee
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If closed please
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Presented By:

Approving Executive
Sponsor:

Report Purpose

Engagement
undertaken to date:

Not applicable

Sian Bingham/Jade Rees

Sarah Follows, Service Director
Unscheduled Care

Gethin Hughes, Chief Operating Officer

For Noting

Workforce/Neighbouring Health
Boards/WAST/Llais/Patients and
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Indicate the Quality / Safety /
Patient Experience
Implications:

Related Health and Care
Standard

Equality and Welsh Language
Have you undertaken an Equality
and Welsh Language Impact
Assessment Screening?

Are there any Legal
Implications /Impact.

Are there any resource
(capital/Revenue/Workforce
Implications / Impact?

Link to Strategic Goals

The emergency change of service has
been necessary to achieve safe levels of
care.

No (Explain why) — Emergency
Measures.

No

Yes — expenditure on Locums and other
workforce gaps to ensure safety and
effective care.

Please Select:
Improving Care
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sl Situation/Background

 The ability to deliver Senior Stroke Clinical Leadership across 2 Sites (PCH and RGH)
diminished rapidly during the end of December 2024 due to long-term sickness
within the stroke workforce.

« Background: existing severe specialist medical workforce challenges and emergency
re-location of the Stroke Service from POW to RGH due to the critical incident.

* Result: an unsustainable demand upon the remaining consultant workforce
(substantive and locum) to maintain a safe and effective acute Stroke Service for
our patients and communities.

« Options appraisal undertaken for an immediate solution to maintain services with
decision to centralise all Stroke services at the Royal Glamorgan Hospital.

« Data modelling undertaken to support the planning and decision making. Data
suggested that locating the Service at PCH would displace 422 patients out of CTM
to Swansea Bay and University Hospital Wales. Choosing RGH displaces 251.

A project team and workstreams are in place developing plans and pathways and
undertaking the actions required at pace to achieve the move of the Stroke Service
from PCH to RGH on the 8 January 2025.

2 cwmtafmorgannwg.wales
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b NHS University Health Board
Urgent centralisation of all Stroke services at the Royal Glamorgan Hospital.
This proposal will entail:

« Moving the PCH Acute Stroke Ward to RGH Ward 19 which will provide up to 22 Stroke beds as well as the 27
Stroke beds on Ward 20. (Up to 49 beds).

Creating a dedicated Therapy space on Ward 19 to enhance the inpatient Therapy Service provided for patients.

Reprovision of TIA clinic service.

Continuing to progress plans to enhance Community Rehabilitation beds at YCR increasing from 8 to 27.

Self-presenting patients with suspected Stroke symptoms (FAST+ve) to continue to be directed to their nearest
Hospital as per national pathways.

All EDs (PCH, POW and RGH) administrating time critical treatment for patients that present with suspected
stroke symptoms. All patients with a confirmed diagnosis of Stroke requiring an Acute intervention will then be
conveyed to the RGH for admission onto a Stroke inpatient ward.

Patients identified as suspected Stroke by WAST will continue to be conveyed to the nearest Acute Stroke Unit
as per the pathway.

No change to the access to community rehabilitation beds due to the centralisation onto the RGH site.
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,_.,%,_,Glo e PlANNING @and Implementation

«  Workstreams established to focus on i. Communication Discussions are on-going with WAST colleagues re pathways
and Clinical Pathway development ii. Workforce iii. Estates of suspected Stroke patients.

and Physical environment. ) _ o _
« Discussions are underway to agree plan to mitigate the high

 Data provided to inform the demand and potential impact demand/lost capacity for beds across the RGH site.

on flows. This will be monitored over the coming months. o )
« Arrangements to transfer remaining Stroke patients from

« Communications’ colleagues working to ensure accurate PCH to RGH on 8t January are in train.
and timely information is provided to our communities, _ _ _ ) _
workforce, patients and partners. * High level Senior discussions have taken place with
neighbouring Health Boards and with the Regional
* Internal moves at RGH undertaken to enable the Partnership re changes to flow.

relocation of Stroke onto the Site. _ _ )
« Engagement has taken place with Llais under their

* ldentification of administrative space and storage. emergency changes protocol.

«  Workforce planning, engagement and arrangements to WAST pathway to convey query strokes to nearest Acute
facilitate the urgent change of delivery. Stroke Unit is in place to ensure the best outcomes possible

_ . _ o . for Stroke patients.
« Community provision being maximised/prioritised for

patients that are clinically optimised for discharge at RGH.

Data will be monitored to analyse impact and regular

_ discussions will be on-going with neighbouring Health
* Plans are being developed for the Therapy component of Boards.

the Community Plans.
*work will continue beyond the 8" January to enhance and develop the pathways further and to monitor the data on demand, flows, performance and
patient experience. This analysis and the forecast for successful Consultant recruitment will be key in informing the future delivery model for Stroke
patients across CTM.*
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1. An increase in sickness of either nursing and/or medical
staffing or locums leaving would have a significant impact
on the viability of a safe and effective Acute Stroke service.
Mltlgatlons
Discussions have taken place to explore options with Cardiff and
Vale UHB,
. Stroke Locums continue to be sought alongside continued
advertising for substantive appointments.
* Well-being services are engaged with teams.

2. The demand levels to transfer self-presenting patients
with a confirmed Stroke diagnosis from PCH and POW to the
Stroke Unit at RGH in a timely manner could significantly
increase demand on WAST and availability of a Stroke bed at
RGH Mitigations:
additional WAST vehicles will be procured by the Health Board to
ensure a dedicated service to RGH and also from RGH to a
Community bed.
* There will be a requirement for a minimum of 2 Stroke beds to
be ring-fenced on the Stroke Unit at all times.
* Increased Community beds at YCR.

3. The increased flow of patients across a number of

specialties and recent changes in flow across CTM could

overwhelm the RGH. Mitigations:

* Exploration of urgent options to mitigate the loss of bed
capacity underway.

Presentation title - edit in Header and Footer

Risks

4. Delays in confirmation of the Therapy workforce and

funding/recruitment to provide the rehabilitation element for the

expansion of beds at D4 YCR could impact flow of patients across the

system in relation to the opening of the additional beds. Mitigations:

* Immediate proposal in development by the Therapies Service

* Funding/Recruitment

» Stroke governance arrangements to monitor and support the development
of deliverable plans and progress a longer-term Community model for
Stroke.

5.Neighbouring Health Boards and Trusts in England may experience

a higher demand in WAST conveyed query Stroke patients where

there is a change to the nearest Acute Stroke Unit Site. Mitigations:

* High level discussions have taken place with neighbouring Health Boards.

* Change of flows will be contained as will only impact WAST query Stroke
patients and not self-presenters.

6. Due to limited consultant workforce there was a decision to cancel
TIA and stroke clinics, this remains a significant risk for patients
waiting an appointment. Mitigations:

* Plans in place to move all outpatients’ clinics to RGH for both PCH and
POW local patients to support consultant efficiencies

*  Further locum due to start on Monday 6% January

* Review if acute medical teams will support with additional clinics (WLIs) to
reduce long waits / TIA backlog

cwmtafmorgannwg.wales
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Next Steps

 To continue to progress the planning and implementation of the urgent change to single
site the CTM Stroke Service on the RGH Site through the Stroke Operational Governance
arrangements.

e To continue to monitor the levels of demand for Acute Stroke and Rehabilitation beds and
provision for future plans.

 To continue to seek opportunities to stabilise the Stroke Consultant Workforce.

 To progress the Therapy plan/recruitment to enable the opening of the additional Stroke
beds on D4 YCR.

 To consider the optimum Stroke Service for CTM informed by the data, performance and
workforce position and forecast that develops over the coming months.
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Recommendation: The Committee are asked to:

To note the urgent change of service model for Stroke across CTM and the progress being made to
plan and ensure the provision of safe, resilient and effective Stroke services.
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1. Situation /Background

This presentation of the Patient Safety & Quality Dashboard to Committee provides
data from 01.11.24 to 31.12.24 taken from systems on 07.01.25, unless
otherwise specified.

Key areas to note in this reporting period are:
e Number of Complaints managed via PTR (formal) has fallen
e Compliance with the 30 working day target for responding to complaints
over the period is 79% (Welsh Government target above 75%)
e The Nationally Reportable Incidents submitted remains relatively consistent

2. Specific Matters for Consideration
2.1 Patient / Service User Feedback

Complaints

New Complaints Received

Between the 01.11.24 and 31.12.24 the Health Board received a total of 297 complaints.
Of these, 43 were categorised as formal and managed under the Putting Things Right
Regulations (PTR). The number of formal complaints has dropped over the past two
months. The number of early resolution complaints increased in November 2024 but
dropped back down in December 2024, continuing to decrease since August 2024. The
number of enquiries continued to rise through to November 2024 but dropped down in
December 2024.

New Feedback Received
463

500 423
0 72 355 328 328
400 316
266 257 290 287
300 200 213 199 136 209 . e e
200 93 119 104 108
100 38 50 40 47 42 38 44 37 33 45 25 18
0
™ g ™ g ™ ™ ™ ™ g ™ ™ ™
v v v v oV v v v v v v v
& & 6@‘ & & & N K & & (\o“ &
Complaints Managed via PTR Early Resolution Complaints Enquiries

For all feedback (Complaints and Enquiries) received in November and December 2024,
the top 3 types of complaints received remain consistent with previous months. These
relate to Clinical Treatment / Assessment (183), Communication Issues (130) and
Appointments (75).
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Top 5 Categories of Complaints Received
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Closed Complaints

Within the period of 01.11.24 to 31.12.24, the Health Board closed a total of 62 formal
complaints (managed through PTR). Compliance has remained over the national target
of 75% during the two month period. As at 06.01.25, the Health Board had 47 open
formal complaints. Of these, 23 complaints were open over 30 working days. Daily
complaints huddles are fully embedded to ensure open cases are reviewed and robust
escalation is undertaken.

Closed Complaints

93% 7
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==@==Percentage compliance with 30 working day target

2.2 Patient Safety Incidents

Total Patient Safety Incidents
A total of 3641 incidents were reported between 01.11.24 to 31.12.24, this represents an
increase of 125 when compared with the previous 2 months (3,516).

Patient Safety & Quality Page 3 of 13 Quality, Safety &
Dashboard Experience Committee
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Incident Reporting
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The proportion of incidents reported where the patient is identified as the person affected
has remained relatively consistent over the last 6 months period. Of the 12,705 incidents
reported, 86% (10,932) were reported as the patient affected.

Top 5 Classification of Incidents Reported
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M Pressure Damage, Moisture Damage B Accident, Injury
 Access, Admission Behaviour (including violence and aggression)
W Medication, IV Fluids

The top 3 types of incidents reported for November and December 2024, linked to a patient
affected incident are: Pressure Damage /Moisture Lesion (1469), Accident, Injury (624) and
Behaviour (including violence and aggression) (267). This represents a change in the top 3
classifications of incidents as Medication, 1V Fluids has been replaced by Behaviour (including
violence and aggression) during this time period.

Patient Safety & Quality Page 4 of 13 Quality, Safety &
Dashboard Experience Committee
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Nationally Reportable Incidents

Between 01.11.24 to 31.12.24, 27 Nationally Reportable Incidents were submitted to the
NHS delivery unit. The ratio of Nationally Reportable Incidents to the overall number of
patient safety incidents is demonstrated in the chart below.

Patient Safety / Nationally Reportable Incidents
18

2200 15 15 20
13 14 13 14 13

15
2000 9 9

10

5 6

1800

5
1600 0
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Number of Patient Safety Incidents Reported Number of Nationally Reportable Incidents Submitted

As highlighted in previous reports to Committee, it should be noted that Nationally Reportable
Incident data is presented based on the date the notification was submitted to the NHS
Executive. The significant decrease in the number of incidents reported during July 2024 can
be linked to the transition to the NRI Reporting Portal which resulted in some delays in the
submission process. These incidents were subsequently reported in August 2024. The trend
for the classification of Nationally Reportable Incidents submitted is reflected in the table
below:

As at the 07.01.25, the Health Board currently has 59 open Nationally Reportable Incidents,
of which 30 are overdue the timescale for completion. A trajectory plan is in place to ensure
investigations are concluded and an outcome provided to patients and their families. An
overview of the open Nationally Reportable Incidents by Care Group is provided in the chart

below:
Patient Safety & Quality Page 5 of 13 Quality, Safety &
Dashboard Experience Committee

21/01/2025
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Total Open Nationally Reportable Incidents by Care Group
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Closed Patient Safety Incidents

Between the 01.11.24 to 31.12.24 a total of 3559 patient safety incidents were closed. Of
the 3559 patient safety incidents closed, 5 were closed with severity post investigation of
severe harm (4) or catastrophic/ death (1). The 12 month trend is reflected in the table
below. The 1 incident closed with a severity post investigation of catastrophic / death was
classified as Assessment, Investigation, Diagnosis.

Total Closed Incidents by Severity Post Investigation (inc Patient Safety Incidents)

4000
3500
3000
2500

2000

1500

1000
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0
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2024 2024 2024 2024 2024 2024 2024 2024 2024 2024 2024 2024
M Catastrophic / Death 3 3 8 3 2 3 4 4 3 2 0 1
Severe 4 4 1 1 5 12 5 0 4 2 1 4
Moderate 177 31 56 30 23 18 25 22 17 16 25 24
M Low 1941 1849 1342 1051 1074 847 965 784 978 794 834 826
® None 1235 1241 1233 1613 1390 1158 1327 1105 1338 1233 1322 1215

Work continues to be undertaken to ensure that a severity of moderate, severe or
catastrophic / death recorded on conclusion of an investigation accurately reflects where it
can be determined that an incident has been directly caused or attributable to an intervention
(action/inaction) by the Health Board. In addition, mechanisms to support a comparison of
reporter’'s view of level of harm and the severity recorded post investigation have been
established. The level of harm attributed to an incident is reviewed and recorded at 3 stages
within the incident management process, reporter view on Level of harm, level of harm
following management review and severity determined post investigation. Trend information

Patient Safety & Quality Page 6 of 13 Quality, Safety &
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providing a comparison between the reporters view on level of harm and severity of incident
post investigation is provided below:
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The Duty of Candour regulations were implemented from the 01.04.23. To enable monitoring
of requirements, a number of metrics have been devised, which are summarised in the table
below. To support the implementation of the Duty of Candour processes, dashboards have
developed to provide ‘live’ data at a glance along with the introduction of weekly data

validation audits.
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2.3 Specific Quality & Safety Metrics

2.3.1 Medication Safety

A total of 262 medication incidents were reported as occurring between 01.11.24 to
31.12.24. This is a decrease of 27 when compared with the previous 2 month period. Of the
total number of medication incidents reported, the top 3 types of medication incidents relate
to administration errors (112), supply errors (65), and medication prescribing errors (45).

Patient Safety & Quality

Dashboard

Page 7 of 13
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87% of the medication incidents were reported as resulting in no (106) or low (123) harm,
with the remaining reported as resulting in moderate harm (30) and severe (3) harm. No
incidents were reported as resulting in catastrophic harm/death. It should be noted that this
is the reporter’s view of the level of harm and is subject to change following investigation.

2.3.2 Patient Falls Incidents

A total number of 519 falls, where the person affected was a patient, were reported during
November and December 2024. This represents a slight increase of 33 compared with the
previous two months.

Of the falls incidents within the time period, 94% were reported as no (167) or low (323)
harm. The remaining incidents were reported as moderate (26) and severe (3) harm. No
incidents relating to patient falls were reported as resulting in death. Once again, it should
be noted that this is the reporter’s view of the level of harm and is subject to change following
investigation.

Patient Safety & Quality Page 8 of 13 Quality, Safety &
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The falls improvement programme continues to implement agreed initiatives to reduce the
number of patient falls.

2.3.3 Pressure Damage

Between the 01.11.24 and 31.12.24, a total of 1064 pressure damage incidents were
reported, of which 508 were reported as developing or worsening during the current case
load. The remaining pressure damage incidents (556) were reported as being present before
admission to this clinical care area/caseload.

Total Pressure Damage Incidents Reported =~ = Pressure from medical device
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300 536 530 540 540 539 259
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Jan 2024 Feb 2024 Mar 2024 Apr 2024 May 2024 Jun 2024 Jul 2024 Aug 2024 Sep 2024 Oct 2024 Nov 2024 Dec 2024
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Of the 508, identified as developing or worsening during current caseload, 257 were identified
as occurring within the community, which is a slight increase compared to the previous two
month period.

The pressure damage improvement programme continues to progress with a particular focus
on grading of pressure damage and completion of required documentation.

2.3.4 Mental Health Metrics

Restrictive Practices

Between 01.11.24 and 31.12.24, a total of 129 incidents relating to using Restrictive
Practices were reported within Mental Health. This is an increase of 70 incidents when
compared to the previous two months.

ReSt”Ctlve Pra Ctlce InC|de nts W Physical restraint event - Care planned

90 Physical restraint event - Not care planned

80 . . .
Seclusion or enforced isolation - Not care

planned
70 ) .
mmmmm Chemical restraint event - Care planned
60
mmmmm Chemical restraint event - Not care planned
50
N Environmental restraint event - Not care

40 planned

mmmm Vechanical restraint event - Care planned
30

20 13 N Environmental restraint event - Care planned

) I | ‘ I
o - - — = 1a ] Il. - S——

0
Jan 2024 Feb 2024 Mar 2024 Apr 2024 May 2024 Jun 2024 Jul 2024 Aug 2024 Sep 2024 Oct 2024 Nov 2024 Dec 2024

mm Seclusion or enforced isolation - Care planned

=@ Total

Of the 129 incidents, 31 were reported as not care planned (not included in the care and
treatment plan for the patient) and 98 were reported as care planned (included in the care
and treatment plan for the patient). The 3 highest number of incidents were reported as
occurring on the Enfys Ward, Princess of Wales Hospital (83), Seren Unit, Royal Glamorgan
Hospital (12) and Coity Clinic, Princess of Wales Hospital (7). It should be noted that the 83
Incidents on Enfys ward relate to 3 patients.

Absconding incidents

During November and December 2024, a total of 10 Absconding incidents were reported, a
decrease of 6 when compared with the previous 2-month period. 4 were recorded as Actual
absconding, with the remaining recorded as Attempted absconding (3), Failure to return from
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authorised leave (2), and Missing patient/service user (1). The highest number of incidents

were reported as occurring in Ward 22 at Royal Glamorgan Hospital (4).
4 N
Absconding Incidents

14 12

11

12

10

hawoh o

Jan 2024 Feb 2024 Mar 2024 Apr 2024 May 2024 Jun 2024 Jul 2024 Aug 2024 Sep 2024 Oct 2024 Nov 2024 Dec 2024
s Actual s Attempted s Failure to return from authorised leave Missing patient/service user ~mmEEE Other e==@== Total
- J
3. Key Risks / Matters for Escalation

The following issues/risks have been identified in relation to quality reporting within the Health
Board.

e The transition to the new operating model poses a challenge in relation to the extraction
and presentation of data. Work continues to align the Datix Cymru System to the Care
Group Structure and ensure up-to-date information is accessible across the Health
Board on a range of metrics.

¢ Maintaining compliance with the 30 working days’ complaints response rate.

¢ Continuing the reduction of open Nationally Reportable Incidents

4. Assessment

Improving Care
If more than one applies please list below:

Not Applicable

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:
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Learning, Improvement & Research

If more than one applies please list below:

Safe

If more than one applies please list below:

No - Not Applicable
If more than one applies please list below:

Impact Assessment
Yes: X No: [

Outcome: If no, please include
This report outlines | rationale below:
key areas of quality
across the Health
Board.

Yes: O No:

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:

This is an overarching position
POSITIVE/NEUTRAL report. If service change arises
NEGATIVE the specific areas and activity
impacted will be subject to the
appropriate impact
assessment.

Outcome for Welsh
Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

Yes (Include further detail below)

Activity where performance falls short of the Health Board'’s
quality & safety performance measures may result in impact
to the trust and confidence in the Health Boards processes.
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There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation

Members of the Quality, Safety & Experience Committee are asked to:

o NOTE the content of the report

e DISCUSS the content of the report and flag areas (if not already
identified) where further assurance is required
NOTE the risks identified

e SUPPORT the direction of travel in developing a wider reach of quality
reporting and locality based assurance reports

6. Next Steps

Improvement actions identified within the report to continue to be monitored via
the Quality, Safety & Experience Committee and Weekly Quality & Safety
Executive Meeting.
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Agenda Item
6.1 Appendix A

Quality, Safety & Experience Committee

People’s Experience Activity Report October- November 2024

21/01/2025

Open/ Public

Not Applicable

Jenny Oliver, Head of People’s Experience

Nigel Downes, Assistant Director of Quality &

Safety

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /Forum
Individuals

Date

Outcome

(Insert Details)

Click or tap to enter a date.

Acronyms / Glossary of Terms

CTMUHB Cwm Taf Morgannwg University Health Board
PROMS Patient reported outcome measures

PREMS Patient reported experience measures.

RGH Royal Glamorgan Hospital

PCH Prince Charles Hospital

PALS Patient Advice & Liaison Service

ED Emergency Department

CNS Clinical Nurse Specialist

QSRE Quality Safety Risk & Experience
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1. Situation /Background
1.1 The purpose of this report is to provide an overarching update on the work
that has been undertaken by the People’s Experience Team and areas that
fall within this remit.
2. Specific Matters for Consideration
2.1 Population Engagement Events
Date Event Staff Member
15% October | Llais Event — | Member of PALS & Unpaid Carer’s Lead.
Aberfan & Merthyr
Vale Community
Centre
18t October | CTM 2030 Leaders |Jenny Oliver, Head of People’s
Group Meeting — | Experience.
Merthyr Tydfil
22nd October | Ysbyty Cwm Cynon | People’s Experience Team and third
People’s Experience | sector stakeholders.
Roadshow
NHS Wales People’s Experience Framework and Toolkit
Conversations are ongoing at senior meetings to highlight the ask behind
the Framework and the need to ensure there is a process in place to support
implementation across the whole of Cwm Taf Morgannwg UHB (CTMUHB)
at care group and corporate levels.
Release date for the above Framework and Guidance has yet to be
confirmed by Welsh Assembly/NHS Executive.
Ongoing projects
Lost Property Pilot
The type of container to be used has been agreed and there is work ongoing
to look at the costs now associated with this to facilitate a pilot project in
Theatres and ED areas across CTMUHB.
Strategic Engagement with Third Sector
Xmas campaign — Gift of Kindness has been signed off and was launched in
November 2024.
CTMUHB Strategic Engagement Forum has made progress and now has a
draft engagement calendar in place for discussion in the next meeting in
January 2025. Representation from groups with sensory loss are also
People’s Experience Activity Report Page 2 of 9 Quality, Safety &

October- November 2024
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attending to highlight when engaging with services for the Forum to look to
build into any future engagement/planning events across CTMUHB.

Patient Satisfaction Feedback

Following approval by Welsh Government and NHS Executive the Health
Board has recreated the new All Wales Patient Experience Survey within the
Patient feedback system they are currently utilising. This survey will also
be the baseline utilised for all feedback across the services with the ability
to add further questions pertinent to specialities as needed.

¢ Value Base Health Care Team are progressing the implementation of
PROMS across the Health Board. A number of discussions have been
undertaken by the team to manage the implementation in a phased
approach and to ensure the alignment of patient feedback (PREMS)
in line with this as well.

e The team are launching the “Digital Health Assessment App” in
January 2025 which will provide further feedback around symptom
specific specialties, physical health and quality of life between
appointments from service users.

Feedback aligned to Service Improvement

The People’s Experience team are continuously exploring ways to engage
with the community to ensure that the services we provide are meeting the
needs of our community and to also highlight the services provided by third
sector stakeholders that compliment services in different areas.

The Patient Experience team together with third sector colleagues undertook
a showcase event to exhibit the services on offer in Ysbyty Cwm Cynon on
22nd October.

People’s Experience Activity Report Page 3 of 9 Quality, Safety &
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Overview of feedback responses for CTMU HB

CTMUHB Overall Satisfaction %
(Rolling 12 month programme)
82% R2% ggpe gow 82% 8% 82% RJ%

Patient Experience/ PREM Responses
(Cct 2024- Nov 2024)
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Chaplaincy

Spiritual/holistic care remains a priority, particularly ways to evaluate how we
support our patients/families/unpaid carers and staff on their health journeys
within CTMUHB.

Number of People supported Significant Spiritual and Pastoral
Care
Patients 1002
Relatives/carer’s 295
Staff 488

The team have provided 22 hours training to staff across CTMUHB on the
ethos of spiritual care.

The team supported Baby Loss Awareness week across CTMUHB and on
Prince Charles Hospital acute site approximately 60 families joined us in the
Butterfly Garden, and staff from all the disciplines working with baby loss
were represented. A total of 100 tea-lights were distributed that night and
lit in the garden.

Twenty-three services were held during this period with a total of 510
people attending. This also includes the three remembrance services that
were held on every site.

Bereavement
The Bereavement Lead continues to work to ensure the HB is measuring

itself against all the indicators within the All-Wales Bereavement Strategy
and our communities are supported when they lose a loved one.
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Supported two new interim Bereavement Midwives in their posts to develop
the service provided.

Delivered Pregnancy Loss Register (PLR) training to 30 staff members in
Bridgend Clinic following the moving of the gynaecology services and new
staff needing training.

Attended the Impact and Engagement awards in University of South Wales
where the team were shortlisted for the work undertaken through Hydra
and the healthcare support worker training programmes

Created a working group for bereavement and the Race Equality Network
to establish what is important and if the Health Board is doing all it can to
engage with our communities.

Volunteers

Volunteer Manager continues to explore avenues to increase volunteers
across CTMUHB and how they can support our staff to improve patient
experience.

Volunteer information session held in November 2024, with 31 people
attending, the numbers of people attending are increasing year on year.
Local orientations arranged which took place at maternity ward and ward 3
PCH. Ward 3 is a newly identified ward requesting the support of
volunteers. Local orientation was extremely positive and staff, including
CNS in older persons, who were very excited to have volunteers to support
with one to one and group activity sessions.

The People’s Experience Team is reviewing different methods to leverage
the expertise and extensive knowledge our volunteers contribute to
CTMUHB beyond their volunteering roles.

Armed Forces/Veterans

Work with armed forces family is progressing across CTMUHB. Connections
internal/external to the Health Board are being forged to look at the
different areas that need to be strengthened to raise awareness of the
Armed Forces Covenant and CTMUHB as an employer.

Work completed and points of contact agreed to support CTMUHB Armed
Forces Referral process now in place and being progressed within Primary
Care.

Discussions are being held with Local Authorities to look at holding
wellbeing events across CTMUHB following feedback from armed
forces/veterans through the working forums surrounding the availability
and understanding of services available to support them.

Plans to present at Primary Care Practise Manager Group in March 25 to
highlight Armed Forces Covenant and NHS Veterans Wales Services.
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3.
3.1

PALS (Patient Advice Liaison Service)

The team  work proactively across the sites to support
patients/families/unpaid carers to resolve issues before reaching a
complaint level.

Number of | Merthyr Bridgend Rhondda
PALS 110 139 85
contacts

Top three themes
Communication
Clinical treatment
Patient care

As the teams have embedded, work to explore further representation in
different forums is underway and staff members have been aligned to Care
Groups and QSRE forums to forge stronger links and look to develop the
‘you said, we did’ formats.

PALS teams have supported the gathering of feedback to support ward
moves across the HB.

Work is underway to look at engagement opportunities with the public for
2025.

Supported information session — PCH Skills Day to highlight the service and
how it works with Carers Lead.

Unpaid Carers

The aim of the carers lead is to raise awareness of unpaid carers, the role they
undertake and how this can be supported when the person they care for
accesses secondary health services to ensure both are supported within this.

e Attended the Falls Prevention Steering Group to raise awareness of
carers in this setting.

¢ Attended Carers Sharing Event in Bettws to listen to the carers voice.
Attended a meeting to discuss new RCT Citizens Advice carers service.

e Supported a carer to create a patient story around the difficulties they
face accessing secondary care services.

o Discussions held with Head of Employee Engagement and Involvement
to look at identifying and supporting staff carers.

Key Risks / Matters for Escalation

A member of the PALS team (RGH) is continuing to support the central
concerns team due to staffing issues at present.
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4. Assessment

Impact Assessment

Improving Care

If more than one applies please list below:

Living Well

If more than one applies please list below:

A More Equal Wales

If more than one applies please list below:

Culture and Valuing People

If more than one applies please list below:

Person Centred

If more than one applies please list below:

No - Not Applicable

If more than one applies please list below:

Yes: O No:

Outcome:

If no, please include
rationale below:

Yes: O

No:

Outcome for Equality
(delete as appropriate):

POSITIVE/NEUTRAL
NEGATIVE

If no, please include
rationale below:
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5. Recommendation

Outcome for Welsh
Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

Yes (Include further detail below)

Person centred care and the involvement of
stakeholders within this process is imperative to
ensure the services we provide are reflective of our
communities and the resources within CTMUHB to
support this. If not in place these can pose a
reputational risk.

There is no direct impact on resources as a result of
the activity outlined in this report.

Members of the Quality, Safety and Experience Committee are asked to

NOTE this report.

6. Next Steps

The People’s Experience Team will continue to work with internal and
external stakeholders to ensure that the voice of our communities is heard
within service development and improvement.

People’s Experience Activity Report
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Agenda Item
7.1

Quality, Safety & Experience Committee

Organisational Risk Register

22 January 2025

Open/ Public

Not Applicable

Cally Hamblyn, Assistant Director of

Governance & Risk

Gareth Watts, Director of Corporate

Governance & Risk

Gareth Watts, Director of Corporate
Governance / Board Secretary

For Review

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee /7 Group /
Individuals

Date

Outcome

Service, Function and
Executive Formal Review

November /
December 2024

RISKS REVIEWED

Operational Management
Board

November /
December 2024

ENDORSED RISKS
WHERE APPLICABLE
FOR ELG

Executive Leadership Group

Via email 10 January
2025

MANAGEMENT SIGN
OFF RECEIVED

Acronyms / Glossary of Terms
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1.1

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8

Situation /Background

The purpose of this report is for the Committee to review and discuss the
organisational risk register and consider whether the assigned risks have
been appropriately assessed.

Specific Matters for Consideration

Risk Review

Care Groups and Central leads are continuing to review and update their
assigned risks considering feedback received from Members in relation to
scoring, actions with associated timeframes and ensuring timely reviews.
This will be a continuous improvement area that Members will hopefully
note will evolve and improve over the next 12 months.

The Operational Management Board / Chief Operating Officer approves
escalation of Care Group risks to the Organisational Risk Register.

The Executive Lead approves escalation of central/core function risks to the
Organisational Risk Register.

Risks on the organisational risk register have been updated as indicated in
red in Appendix 1.

Please note that the risk updates are captured at the time the
Organisational Risk Register being finalised for submission, which on this
occasion was the 3 January 2025. Where review dates have passed, and
updates were not available these have been followed up and a request to
update sent. Reviews received after this date will be reflected in the next
iteration.

The unprecedented demand and operational challenges seen during
December 2024 and January 2025 has impacted the Operational Teams
capacity to undertake a full review of risks and therefore as noted in
Appendix 1 there are three risks that have not been reviewed this period,
however, the Care Group Senior Management Team have confirmed that
they will endeavour to ensure a review is captured in the next iteration.

The risks on the Organisational Risk Register have been reassigned to align
with the new Committee Structure implemented in January 2025.

Training

Risk training, although not a core training requirement under the statutory
and mandatory framework, has been added to the Electronic Staff Record
(ESR) to support staff in registering for training and to support ease of
reporting. This is managed by the Quality Assurance and Compliance Team.
Interest in the course continues with positive uptake.

Organisational Risk Page 2 of 7 Quality, Safety &
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2.10

2.11

2.12

2.13

2.14

2.15

3.
3.1

The sessions are run by the Assistant Director of Governance & Risk and
Heads of Quality and Safety. The session is held virtually via Teams on a
monthly basis for a duration of 1 hour and covers the following areas:

o0 Risk Management Approach

o0 Practical Approach to Managing Risk

0 Risk Assessment and Scoring

o Datix Risk Management Module

To date 765 members of staff trained to date since training commenced in
2021. Based on the Risk Management Awareness Training Needs Analysis
all attendees completed Training Profile 2. In addition to this number
training has also been provided to the Joint Commissioning Committee
Senior Leadership Team during this period and their feedback is captured
in the evaluations at 2.1.4.

Focussed sessions to discuss risk have also been undertaken with Care
Group Leads and other departments/directorates as required.

101 attendees have provided formal feedback (using the URL Code for the
Evaluation Form, which was introduced in November 2023). The average
rating for the course is 4.78 out of a maximum score of 5.

100% of the 101 attendees providing formal feedback found that:

e The session provided the right amount of information.

e They gained more confidence and knowledge in risk management having
attended.

e They would recommend this training to a colleague.

99% of the 101 attendees providing formal feedback said they felt more
confident to escalate a risk through the organisation.

Some of the recent comments from the session in June, received through

evaluation, have been included below:

e Easy to follow and enough information to have a clear understanding of
the risk escalation process and how to appropriately document risks.

e | am new to Risk. I found the session very interesting and informative.
The presenter was a great speaker and gave good explanations and
examples to follow.

¢ “I'm new to NHS so this session was invaluable

Key Risks / Matters for Escalation

NEW RISKS

Nil as reported to the Organisational Risk Register in January 2025.

3.2

CHANGES TO RISKS

Risk Score Increased
Nil as reported to the Organisational Risk Register in January 2025.

Organisational Risk Page 3 of 7 Quality, Safety &
Register — January 2025 Experience Committee
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Risk Score Decreased

Medical Directorate

e Datix Risk 4080 - Failure to recruit sufficient medical and dental staff. Risk
score reduced from a 15 to a 12 in December 2024. The rationale for de-
scalation from the Organisational Risk Register is that the risk is being
managed through the Care Group Structure and scrutinised through the
Medical Workforce Productivity Programme (MWPP) via relevant workforce and
medical leaders. Core spend has increased. Agency usage has reduced but
this has been offset against bank spend. The overall position remains above
the previous 12 months and the risk will continue to be monitored through
MWPP.

3.3 CLOSED RISKS REMOVED FROM THE ORGANISATIONAL RISK
REGISTER

There were no risks escalated to the Organisational Risk Register that were closed
this period.

3.4 ORGANISATIONAL RISK REGISTER — VISUAL HEAT MAP BY DATIX
RISK ID (RISK RATED 15 AND ABOVE

Consequence

CxL 3 4 5

Likelihood

3.5 EMERGING RISKS

Pathology Risk - Diagnostics, Therapies, Pharmacy and Specialties
(DTPS) & Digital & Data

Risk assessments are underway in terms of the sustainability of pathology services
and the delivery of a digital cellular pathology solution for the Health Board. Once
the assessments are complete, they will be considered for escalation to the
Organisational Risk Register as appropriate. Update as at January 2025 from the
Service Director of the DTPS Care Group is that risk is being considered ahead of
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the next meeting of the Operational Management Board with the Chief Operating
Officer. If once considered it is approved for escalation it will feature on a future
Organisational Risk Register report.

3.6 Board Assurance Framework — Principal/Strategic risks assigned
to this Committee

Strategic / Strategi Lead(s) for Assurance Current Scoring
Principal Risk c Goal this risk committee score Trajectory
(since the

last report
received by
the Board)

Sufficient Improvi | Chief Quality, Safety & No change
capacity to meet ng Care | Operating Experience Committee this period.
elective demand Officer ——
Operational Delivery

Click Here for Committee
Riskla

1b Sufficient Improvi | Chief Quality, Safety & No change
capacity to meet | ng Care | Operating Experience Committee this period.
emergency Officer ——
demand Operational Delivery

Committee

Click Here for
Risklb

2. Ability to deliver | Improvi | Executive Quality, Safety & No change
improvements ng Care | Dir. Of Experience Committee this period.
which transform Nursing, ——
care and enhance Midwifery / Strategic Development
outcomes Executive Committee
Click Here for Medical
Risk 2 Director

4. Assessment

Improving Care

If more than one applies please list below:

Not Applicable

If more than one applies please list below:

A Resilient Wales

If more than one applies please list below:
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Learning, Improvement & Research

If more than one applies please list below:

Safe

If more than one applies please list below:

No - Not Applicable

If more than one applies please list below:

Impact Assessment
Yes: O No:

Outcome: If no, please include
rationale below:

Not required for the
Organisational Risk
Register. Individual risks
may have been subject to

QIA.

Yes: O No: X

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:
POSITIVE/NEUTRAL
NEGATIVE Not required for the
Outcome for Welsh | organisational Risk
Language (delete as | Register. Individual risks

appropriate): may have been subject to
POSITIVE/NEUTRAL an Impact Assessment.
NEGATIVE

Yes (Include further detail below)

See detail captured for each risk

Yes (Include further detail below)

See detail captured for each risk

Yes (Include further detail below)

See detail captured for each risk

Organisational Risk Page 6 of 7 Quality, Safety &
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5. Recommendation

5.1 The Committee are asked to:
e Review the risks escalated to the Organisational Risk Register at
Appendix 1.
e Consider whether the Committee can seek assurance from the
report that all that can be done is being done to mitigate the risks

6. Next Steps

6.1 The Organisational Risk Register will be submitted to the relevant Board
and Committees.
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Organisational Risk Register (Risks Graded 15 and Above - Review as at January 2025

Strategic Risk

p
Service Function

Identified Risk
Owner/Manager

Risk Title

Controls in place

uring Committees

.
Rating (current)

Heat Map Link
(Consequence X
Likelihood)

Executive tra Restant Decor o Paming | Sustaring Our | Evionmental/ sate | Roof covering 1 e el o ol oo o Commn Sy cealanes o manae e el NS alowing GeriTeon | i i 2 Gperainai Devery

Director of Corporate - |- Capttal and Extateey, . |Future Tnfastns ecommanatone o the inimgs af e seport rom | of roo Scure i vl of Rou Coverings a the Princess of Woles Hospital sie n accordance wit the recommendation i the sructural engineering | Carmit

Finance s StetccondOpeatil the appointed Structural Engingers in relation o the rsvurt o th October 2054, Contractor has been appomed. Welsh Government funding £26.524m was approved Friday Sth Novembers

Pian oot area at the POWH. Immediate mitgations being considered under 4 key Cels: tried e rof relacement ragremme on Honday 110~ Noverber, Phase 1 s proitsd Hatenity ond Spec Quatty, safety & Experince

Executive Lead ‘consequent risk of 1) Discharge Cell - jectives: The safe but rapid ms:harge of patients and services Bﬂhv Unit, on target to hand over to the clinical service on Monday 13th January. Contractors and any staff that need to be in any of the | Committ

for Estates ties fallng inernally | Then: there is arisk of collapse of the roof rom top flor phase 1 POW site and to maintan aualty ofcare and patient safety. | st flor areas st wear har hats and irvs vest.
and exermaly ram' | coverng wnch cou e the oo coverings Full programme ncluding Theatre FEN works and fire compartmentation above vacated wards and depts due to be completed mid Health, Safety & Fire Sub

eakened roor &t alling through the roof void nto 2) Decant el - Objectives are the safe but rapid decant of patents and services from | AugLst 2 Commitee
POWH Phase 1 inicalnon diical areas and externaly frum tne. |t foarphaze 1 POW s, o mantan austy f care an paint ety nc
This isk ncreases i adve maintain Stff safety and the deploymen ofthe ight staft to the ight pice.
westher with additiona loading on the roor
3) Redirect Take - Objective - Reduce demand for inpatient beds on the POW site
Resulting in: 5\th:anl impact/harm to patient,
staff and publ 4) Estates - focusing on ensuring decant areas are fit for purpose as well as
Heattncors ives e ar ot 1t o purpose o | averseing th i for e work o (e rof.
sustainable fo
Servc selor impacing the ptient experience and Erasing Supprs ol Esaicnes
erformance of the Health Boart patent rar
Potential legiiative challenge and reputational ort
damage
Loss of Confidence in the Health Board estate Patiies
infrastructure across CTM. Patient Safety
Communication
Instion brers are npac aound th et o keeppedesirans oy from
the edge of Phase 1 1
oot Chiel Gperating | Deputy Chier | Deputy Chief Gperating Tmproving Care | Patient/ Staff /Pubic Safety Fallure to meet the | TF+ The Health Board s urable 1o meet the demand | Camtrols are n place and mcluder Eiective/ Pianned Care - s Criical ncdent declared at Princess of Wales on Oth Gctaber 2024 due Lo The roof Iteqrity ssues with | Qually, Sarety &
fcer perating | Offcer - Acute Services cemand for Upon s services at all stages of the patient + Technical list management processes as follow: \mmed\a(e [mpact on clnical pathiays, bed capacty, all theatre elecive capacity (in cardiac) and trauma capacity Experience Comittee
Officer - Acute Impact on the safety - Physical andfor | care at all poits of the | journey. - Spesaltyspeciic panssre 1 ploce 0 ersre atients requirng clincal review are | + There has been continuous pianning on cimcal ot ad diversionof emergency Iaies, uhich oga s mpaced on the
Services Svchologica harm patient ourney v pam!v o resiencescoss el CTHUS Operational Delvery
the Heslth Board's abilty to provide high | A pavts idetified sl ciriclyreviewed wich il e onssesment of |+ Thare s e & reairament o s 73 lose 190 inpatient beds on the POW sit. With re-provision ofthe capacity across. | Cormmi
Qualiy cars wil be reduced. avcidable harm which wi Upon accordingly. T scure and commant
N procest was bean Implamanted t ensure no hew sub Spedal coes can b adde |+ Thre s o been gt relcation of ntema capayat PO o RGH 1 respond to e el ncident
Resulting n: Ftental avosbie hrm t ptets | 153 Unveportd 5, 1wl b reined over e coring mon fanning continues on recovery phase following critca incdent with the mpact not et quanti
Vgt s sppar o e eporing v e sdded tothe RIT |+ The Trancal and scomomic chalionges faced by ine i sctr and sl auorty sartnes s o impact o the Health Boards abiy
reported o mitigae thi risk, as capacity cannot be protecte
R? operted ststhat o t remln unveported (s they do ot form partof the |« T lroescle capta programe ot Pritce Chaies Hositl il temporary recuce the rumber o cperting testes by 2. An
RIT cer)are beng e ond il be v ans montos o o, | going verk pogromme coninucs o reew i o mitgat
< Patients prioritsed on clnical need using nationaly defined categor <The current Fre enforcement notice at Princess af Wales hosptal wll be completed as part o the Critcal ncident response and reduce
nd Capacity Planning being refined in the UM to acsist with longer term | the number of operating theatres until early summer 2025. Plans are ongoing for the temporary lacation of the theat
pening < Workforce rectutment continues across the care group 5 enable a sustaingble capacity model. There continues t be a reduction of
¥ Gutsotircing is 2 fundamental part of the Health Board's plan going forw ADH and WLI actviy stiributed to standardisation of pay-
2 T Heathcard il continue t o avards Improved cpacy for By urgery |« Reglonal working continues and the postive and netative mpact of this wil be continuously review
and 33:59cae nscheduieq Cre "l e decred ot Frncss of Wil n Ot Ocar 2024, ot eanty ssues with immeote impact
i R process is being pilted within Ophhalmaloay - it will e rlled out | o ciical pathieys, bed capacy, al theatre lective capacty (Inc ardiac) and rauma capacty
o other areas, < here has been ontinuous. p\annmg on cinical phiay= 3 dveron of mergeny takes 3t again s mpactedon thecapacy
e Heslt B hos ke s rom utide sgencies especl the DU whn | sndresience acres th
the potentia for mprovement 1 f here has been a requ\remenkm  decscaore and cose 180 npatien beds on the POV site. Wih re-provison of the capacty across
< Appropriate monitorng at 1LG and Health Board levels via scheduled and formal | CTMUHE acute
e eings Wi 36t S erean When srens of ncarm are. |« Thers has ae mean ggnifcant reallocaton of iternal capacty at POW and RGH to respond to the el incidnt
identifiec * Planning continues on recovery phase following critical incident with the impact not yet quantif
Planned Care board estabished. e s been come Improvementagint vacorie o emergency deman. Specicaly i Mot recucion of ot moulance hours
e Heslth Board s exploring working with neighbouring HBs n order to Ut their | = There remains a high number of cnically optimised patiets i core capacity that 1 Impacting on patint 1
estate fo operating T Tnancil and Cconomic chalnges foced by e taresocto and 1ol aukhonty pariners o ah mpact on the Health Boards abilty
o mitigate his rik, a5 capaciy cannot be protected
< Workdorce recrutient continues across the care group to enable a sustainable capacity model, There continues to be a reduction of
'ADH and WLI activity sttributed o standardisation of pay The conversion from locum to substantive and establishing COVID un-
e remains a pririy.

5 Frecutve T Rosstant Director Tmproving Care | Service / Business nterruption Provision of secondary | 17 CTH 1s unable to Secure a new contrack with an| Working group In piace to seek and secure service (meets monthly), although more | Update November 2024 - Work ongoing to work Ehrough short term contract offer With aim to finaise and gain approval. This sevice | Qually, Safely &
Director of Coporte | Transommation, Setegic and care immunology | alterative commissioned provider Tequia comMuTIcation and updates s sent i between meetings. Exploration of | Would deliver assessment and first Ine treatment or urgent cases. Meeting with  provider 6th Novernber. Also t be discussed at next | Experiénce. Committee
Stratea Directorate - | Operations! Pianning Services by external Sutable providers within the NHS and 2150 private providers undertaken. Shart term | primary care commissioning meering so updated comms can o out to GP
Transformation | Commissioning provider (ihisisa | Then: CTM residents will have no access to Contract heing Sought for urgent referrls and expected by end July 2024 Operaina ey

s that s not | sscondary care immunclogy provison. Update January 2025 - December 24 Update - Work continues to source altemative service offer, Key updates include - the provider is | Commi
provided by CTM UHE) CTM UHB Referral Management Centre currently maintaining database of both urgent | kel to Start tfaging the frst batch of 40 fef's Jan/Feb Draft agreement been produced. Referral process established with referral
Resulting in: unacceptable level of linical isk for | and routine referals received. CTM GP's have been informe of the challenges Mmanagement team. Still need to confirm how Urgent referrals seen by provider that convert to follow Up
both routine and urgent referrals that re curenty | currently experienced with immunology provision and delays can be expected
Without any avaiable referral opton: patient
experience willbe Impacted by delays in onward
Tefertal for investigation, diagnosis and definive
reatment/management plan. s could lead to
both nformal and formal concers being submitted
t the heatth boards,

% Erecutve Unscheduied | Fead of Strategic Planning | Improving Care | Patient/ Staf /Pubii Safey Provision of an TF:charesare o made o prove 30 S|+ Execuve T SrokeStatgy Group 1 e wih Grgeed ok andFie nder | Upgte Noveroer 2023 Qi Sefety &
Director of Care Group d Commisioning chective ang o prevenion s, cay nenerton | develament. et updte o reectseior O3 changes Rk evind by SHT, stroe seice optons spprist s been aubmitedtoCxecutue LeadersipGroup, The Stroke corsutants | gernce commie
Therapies and Impact on the safety - Physical andfor| comprenensive strake | campelans, and acute and renabitation stroke care |  ToR and membership o Suategy Grovo within CTM Cover Stroke services on two acute stes (POWH and PCH). They also provide en-cay stroke on-call advice service.

Health Sciences. Paychological harm Service across pathways across CTH  Close working Smonast excutie team o escaiate and adress operational and | However, due 16 vacancies and maternity leave wthin the consultant worklorce the atl fo the on-call eta s curently 113 to mitigate. | Operational Delvery
{encompassing s esiesn etation to stroke pathway gaps Committee
prevention, early | THEN: avoidable strokes may not be prevented, |« Board briefing to ensure all sghted to challenges

ention, acute care | patients who sulfer a Sroke May miss the time. |+ Quartely briefings to Quality and Safety Committee Tore s cyreny .0 MTE sk consuonts 4.8 WTE NS 1 ost s CTH, roken doun 3 ol
and rehabiltation) | window for specialist treatments (thrombolysis, | Performance cata regularly presented t Performance, Planning and Finance 25 OWTE consuitants with
thrombectomy), and pacents may not receive mitee L PG -3 WTE Ciniat Norse Speciist
imely, o, evidence ot sk care |+ Stang CTH npu 9 reionl and o Stoke programme osrds £ POWH - 2.0 WTE consultants with an additional 0.6 WTE agency locum Consultant
* Unifed evidence-based pativay developed for Hrombolyes £ POWH - 2.8 WTE Cinical Nurse Specialist

RESUI LTIMG 1In: higher than necessary demand for | « Preparations progressing to prepare for 24/7 hmmbennmy service at Bristol and

stroke services, poorer Danent autmmes/mtreaseﬂ upﬂsled RCP guidance on thrombolysis and thrombector The Stroke consultants at POWH also have a GIM on call commitment on a 1:21 rota, comprising of weekday evening and full weekend

sabilty, Increased length of stay, and csignated senor operationallsa for performance and Improvement eadershi for | day cover resident cover with non-resident overnight cover

patintjcarer experience. Impact wil extend to the | stoke pattway

P o Incrased packages f cre, crosed The service becomes increasingly more fragie from September 2024 when ane consultan at PCH will be commencing materniy leave

demand for communty health services, an for a 12-month period, from July they will als0 be Coming off the on-cal rota. T will leave Just 3 substanfve consuants undertaking

increased carer burden when discharged 1o the 2116 rota with a 50% less workforce, as well s leaving Just one consltant at PCH from September which wil significantly Impact being

oy o deliver a safe and sustainable stroke service at PCH.
In order o try and mitigate this, a locur Consultant sarted at PCH on Tuesday 27th August to cover materniy leave, with a second
fixed term locum due to star at the end of Gctober, this willallow adequate time for the care group to work through more sustainable
options.
Update Jsnuary 2025 - The unprecedented demand and operational challenges seen during December 2024 and January 2025 has
impacted the Qperational Teamks capaciy to undercake s ull eview of s 1ok, however, shey will éndeavour to ensure a review 1s
captured in the next teration
Intermsof e rgent, temporary change o Siroke Serices strokepatents fom prince Craies Hosptal e successuly arsfemes
to the Royal Glamorgan Hospital (RGH) on the 8 January 2025, along with all the stroke >ue<\ah>l clinicians. This ward is now loc:
the ke ward it was et o RGH o Pricess o Wales Hosptal ad bt s ave acces 103 shored Tehabiltation s 5pare
Work 5 ongoing with Inernal and external stakeholders to monitor the impact o the move and explore any furt

550 e Operating | Dlagnosics, | Radlogy Serve Warager [ Tmravi Core | Faient it bl Sotey e | T CIRUTS odilogyCepariet 7 o o | ey Buetess Conry mectnge i 1 et e Update November 2024 - 07/11/24 Qi Sefety ®

Sfcer herapies, Business Intemuption | procure radiopharmaceuicals s per Service Level | WG inective 1 o share capacty regional Firther shortage of Technescan HOP until 11/11/24 impacting Isotope provision, partculary bone scans. The Reactor n Poland Sxpernce Commitee
Pharma(v and Impact on the safety - Physical and/or ‘Agreement with CAV. Clinical stratification of patient priority - USC i.e. imaging at Princess Of Wales. restarted 31/10/24. Confirmation received that the usual levels of supply will reinstated by 11/11/24. No change to risk score.
Sclences Care Paychological harm Use o Mag Trace of alternative for SNLB - Breast Senices Operational Delivery
THEN patients will o recelve the necessary Update January 2025 - 16.12.24 update - ongoing nationally . No change to risk score. Commitee
imaging
RESULTING IN delayed
isgnosistreatment/intervention and poor
Outiomes for patients and potentia igation
276 Director of Dgial | Central Support | Panology Bireciorate Sustaiing Our | Business Objecives - Operational | Falore o deliver e mew Laboratory Trformation Management | Currently LING Programime reports progress agaimst Gmeine to LINC Programme | Update Noverber 2024 AT as been extended and resuling i a 2 morth delay 10 go Tve, however the end date of December 2025 s | Qualiy, Safety &
Fancaon - Futre Paent seny Dighal Heatcare Wales | replacement Lavoratory| Systam (LIMS) sarvice s mot uly depleyed pefore | Boerd and Chef Excetive Grouh non-negotable. AcKvty to understand the conseduences of he deay suth s dependancies on Other ojects Such as ePITA are being | Experience. Commitiee
Digital and Data interdependencies Information the contract for the current LIMS expires n Jun investigated.
Management System, | 2025, Business continulty options are being explored Including extending the contract for the Operational Delivery
URCFrogame by Gurrent LIMS o cover any short terh gap In provisions. - An expert tock take review_ | Update January 2025 Progressing with User Acceptance Testing 2 in January, everything curently stil on target for December 2025. | Commitee
summer 2 THEN: operational delvery of pathology services | of the LINC programme has been completed with indings presented to Colaborative
may be severely mpacted Exccutive Group (CEG) to nform next steps
RESULTING 1N potern iy i restents,
afiecting the quelty and safety o e
o lnlea services and the potentialfo Tnaieland
Workforce impack,
4071 Chief Operating Planned Care Interim Planned Care Service |Improving Care | Patient / Staff /Public Safety Failure to sustain IF: The Health Board fails to sustain services as. Tight management processes to manage individual cases on the cancer Pathway. Update July 2024 - risk ongoing, mitigation continues to be : ongoing increased scrutiny of pathways, focused work with urology, Gynae Quahlv Safety &
Gificer Group Group Director series s cuenty | centy conigred to et cancer targets Regular eviws f pants ho 3 D305 on the pafay 2. eI ofSagncstics | and caorectl ennanced monkarng Wi Velare Concer Cote, Experience Committee
Impact on the safety - Physical and/or | configured to or reatment not being avalable. To ensure patients receive care a5 s0on 35 1
Pianned Care - Peychological harm Cancer targets. Thens e Heat sorcs ity t prvid sf igh| becomes avaiave Update Noverber 2024 - Performance is improving, however, CTM are still ot meeting the set Trajectory 5o the isk remains. Operationsi Deivery
Care Group aualty care wil be recuc Reguar Quaiity Impact assessments with the MDTs, to understand areas of challenge ommitiee
and ok Update January 2025 - Whilst ot achieving SCP target there is a sustained improvement in cancer performance and backiog position
Res ompromse sty of patents, | Harm e proces o denty atets withwats fover 104 day and ptenta
peventialovadshe harm et s walon e delays | pasay ptovem
or treatment. itiatves t protect swmw capacty t th Vale osptl for ASA 1+2 el patents
untialtematives become availane.
< Shes are workmg o maximising acces to ASA level 3+4 surgery on the
Zcute ses.
148 working to ensure haematological SACT delivery capacity s maintained.
Ongoing comprenensive demand snd capacity analysis with irectorates to maximise
eendics
Considerable work around recommencing endoscopy and other diagnostic services
whis also finding sultable atermatives for Impacted diagnostics.
Alternative aftangements for MDT and cinics, ullsing virtual optons
mance is monitored through the more rigours monthly performance
review process. Each Care Group now reports actions against an agreed improvement
trajector.

103 Gt perating | Planned Care | Interim Planned Care Service | Tmproving Care | Patient / Staf /Pubic Safety oty o s e | TP The et Bowd e T sty a e and | estre and ODTC DU v maral VR R S5ES e G o e e o G 3 e Gabee gy i o 3 b o | Qully, Safety ©

Sfcer Growp Group birecor o cffecive efective opnthalmalogy servic Civtta) chafig sirochure Siapied and absence recuced (new consultant, nurse | Sankankdeays mowy alminate. They remain e ' angeng oy and make her more ronst and susaina Sxpernce Commitee
Impoct on the safety - Physical and/or| amotiemiay service e s R G e S ko ot i'mm 2055 T oo o o o 15 0 e 01 bt n e s of
Paychological harm Then: The Heath Boards abity o provide sfe High | On g mariting nplece Wi rgards RT impact o Ophtnemolooy ing v ar gang to come ooy, mary casesofavldabe vilon lss. Aside fom th human cost of avdabe bines, there s lrge i | peational Delivery

quality care will be reduced. o In ine with other services, to meet the RTT requirement services are beln patients) (5) x almost certain to occur (5). This needs to be the highest pririty area in ophthalmology for the H Committee
rced - maintaning this fevel of performance will be challenging Going orward. | Extaracs and e cosuaty e onaeins probe aeas oot o€ 1000 racht el s 20 146 outines beion.
Resulting In: Sustainablty of  safe and effective. | Addltonal undin for 1w > appointménts provided anc Soneant ouisourcing | scke ooy o
Opnthaimology service Undertaken (6,500 c25¢5) with hart review pIGHng to assess all porential narms. | 1) Gaucoma — Gaucoma chvses Hreversle vision o5 cue to damage o the optic nerve
Adational sereices to bo provided in Community cettings thioug ODTC (anuary | 2. ah votames of long waling paent: Many ot een fo seveal year. Increasing S withsevere harm s ong-waltes inaly being seen
Somgmonal ey < umiers of e 4 coma patents swtingSurgery. ome o -1 year: s i e hghes gk sloucama popiaton. Patens are generaly
e o room x2 estabiished with nurse njectors trined. e for Surgery wheh hedial Treatment does ot Work - (hece paents are ¢ igh sk of vian 056 with ich ong Geavs
inzavirealnjecton room 2 established with nurse jectors it g e L oo o o rhan, i Sas s s WE034 il o s o 1k
enactioned. Immediate actions: meeting next week to formulate plan for stage 4 patients.
Reulr upiates e ol upappornments vt bookes beng matored by Neca docison on fundng for 18003 b o Increaee capacy 1 gloucoms service
lanagement Board / Q&SR (patient safety issues) and Finance, Performance and 2) Medical retina
Tiforce Committée (performance sues). 3 Lo dely fornew appt. Few dedicate medical rina appoikcts
Reviewing UHB Action Plan in light of more VECEV\( WAO follow up review of progress. | 3) "‘;QDUDOWDW:EQE‘ ‘;C B"qug DdY O:ZSDW!EWQ ED'“DB:VY V\[AWH 2019. pany n April ng
B o o more & s Gscareed st s v by s oy n A
rimary and Secondary Care wordng Groups thsm aversecing » number B e i B et rave Some ptients with orular cancerreclved a
ervice developments: WL clinics, outsourcing of Cataract patients, deve\nvment of | & Somple o 350 records reviewed n 2021- ~50% were approprae dscharge. 22% not appropise. 23% uncrtin
2n ODTC in Maeste Hospital, mplementatin nfe\aumms hared care pat G Tl plan was o eview all hotes of ll dScharged podents i sscerain 1 ischarge was afe - this ok stl oustanding
implemertaton o Diabeti Retncpaty shred car ptiey, regana erk Sreams,
il of new Glaucoma procedure (MS), streamhn\ng oot Update August 2024 - risk angoin, o new update i adiion t those reporied i April 2024, be reviewed n Sptember 2024,
Gualky an brionmance improvement Manager post created t provide dedicated
e ol e o ey il ke Update January 2025 - December 2024 - 95% of macular paiens are meeting thlr trget date currenly,
Al patients graded according to the WG risk stratification R1, R, R3. Additionally,
Severalspeciic waltng s re urther ik aued t eneure that th mgheet ok
patens b priorise
0

Rating (Target

10
(CsxL2)

t)

23.09.2024

06.01.2025

28.02.2025

fP) 13.7.2023 29.08.2024 31.12.2024
caxi3

) 08.07.2024 24.12.2024 31.01.2025
(CaxL1)

2 11.05.2021 05.11.2024 31122024
(Cax13)

7 23102023 16.12.2024 20.01.2025
CaxL1

5 26.10.2022 20.12.2024 28.02.2025
(csxL1)

P} 01.04.2014 24.12.2024 31.01.2025
(Cax13)

2 01042014 24.12.2024 31012025
caxi3
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5462 Executive Diagnostics, | Care Group Service Director | Improving Care | Patient / Staff /Public Safety Aduit weight 1f there is insufficient capacity within the adult People are offered the lowest intervention required in line with the Health Weight Update August 2024 - Current mitigations remain in place: Pathway redesign and Demand and Capacity (D&C) oversight- Quality, Safety &
Director of Public | Therapies, management service - | weight management service to meet the demand | Healthy Wales pathways. Those that are waiting are being supported with 'waiting | Pathway redesign: 74% of level 3 patients identified as suitable for group education, this group delivery model is in progress, which has | Experience Committee
armacy and Impact on the safety - Physical and/or | Insufficient capacity to wll signpostig. Digal opportuniies ae being explored to maximise efficlncies | rsulte i an S0% ncrease in annual capacity compared to the orginal service model of 1 1 MT treatment. Despie this effcency
Sciences Care psychological harm meet deman Then patients il nt b cfered tmely nterventon | i petfays o wll a mantaining communication with ptients to manag demand exceeds capaci perationsl Delivery
Executive in line with the All Wales Weight Man: rpecigons an walling 1o 8. Exaing Seica: both it ne e Bosrd and | DAC. Real s v41aion of waling st ensures approprite sgnposting accoding to sevice specicaton, alongsde. Implementation | Comt
Director of Patway. The current waitng s s ove 6 Years. | With Communty partners are being maiised and merated within pathways. of partial booking. Referral rates continue at approx. 100/mth with service capacity of 40/mth.
Therapies & Strategic Development
Health Science Resulting in missed opportunity to support A business case to propose an expansion of the staffing model is in progress, and is due for completion by the end of Q3. Committ
activated patients who want support with the
weight. Patients willlive with over weight or obesity Update January 2025 - update from 28.10.24: Risk reviewed, no change to score. Given there is unlikely to be additional funding
forlonger and wilbe 2t high risk of a range of available to support the business case for expansion of current service, discussions are underway with planning, DTPS and public health
obesity related long term conditions t way to proceed. The non-finance dep: ating actions remain in place: patients are offered the lowest
Govelopmg o Worsenmg ype 2 Gabetes, ong term intervention required in line with the Healthy Weight Healthy Wales pathways; signposting to 'waiting well' support; maximising digital
MSK, CVD and some cancers. opportunities for efficiencies within pathways and maintaining communication with patients to manage expectations; implementation of
group interventions to maximise service capacity.
UHB is one of a number of Health Boards across Wales facing these challenges and national collaboration via the Executive
ictors o Aled Heakh Professions and Heaith Science per group has bean strengthened to enable collectiv action and sharing of
best p
n
3826 Chief Operating | Unscheduled Group Service Director - | Improving Care | Patient / Staff /Public Safety Emergency Department | I As & FeSUlt o et Elock due o Hosptal capacty | Increased number o nursing staf beng rostered over and above establisnmert. Update Noverber 2023 Quality, Safety & Experience
Officer ca Unscheduled Care. (ED) Overcrowding d process issues patients spen USC ST reviewed current ambulatory patiways and the sie based cinical teams are n th process of developing an SOP relating | Comtee
Linked to Impact on the safety - Physical and/or O e wiin the Emergency Depariment. This s | Additonal repose matiresses have been purchased with associaed equipment. Lo 29 We continis to Expors the porente t xpord ambslatory ootprne t e Princess of Weles
4839 and Psychological harm manifested by, but not limited, to significant 12 Gty Stovement pocein sssessment hes been completed, ort ot vk wil result e develepment o an ovrcrowding score | OperationalDeliery
4841 in our breaches currently in excess of 400 per month. | Additional catering and supplies. which should help reduce the risk of harm with overcrowding in the emergency department. Committee
Bridgend There are also large numbers of patients spending 1. Currently developing a standardised approach to our huddle capture and reporting.
longer than 24hrs and 48hrs within the ED (please | Incidents generated and attached to this risk. 2 prof of concept has been completed thengagermen rom operstioal and cinica stketlcers
Linked to see attached information). 3. Move to development of
4462 Weekly report highlighting level of above risk being generated. 4 ms wil support a cnnslstenkappma(h B recarding s seponing escalation evels oceoss ol cur scutsshes.
patients are therefore placed in non-clinical | All patients are triaged, assessed and treatment started while waiting to offload 5. USC Dashboard which provides daily and ongoing tr
e of deiys 16 she manoger and rectorof Operations 1o sippertsckns t | . Deveeping o mzemgen:e Emergency department acuity Tevers, including rio adicaten an e dinica riy seor fo il
allow ambulance crews to be released. attendances in each of our Emergen
Resulting In: Failure to deliver Emergency - Rapidtes capacty inthe POW hot ab has recenly increased with  reduction in | 7 CTW IMTP describes development o redicive data model to enhance currnt systems (we aready have predicted atendance)
Department Metrics, Poor patient experience, swab turnaroun s remains an ongoing risk for all 3 sites and s reviewed regularly as implementation of targeted improvement takes
compromsing dignify, confidentalty and qulty of |- Expanson o the bed capacty n Y5 to mitigate agana the oss of bed capaciy | etabirments ore g reviewcdto ehoure sate Safing. Wi susanta migh ovel o cacaotion, T raing ko remain o 30, C, ke
care. The ability for timely ambulan he care home sector and Maesteg community h hood 5.
with extensive delays for patients requiring Gy St wide afety masting o coewre flow and o6 safety is maintained.
assessment and treatrment, Filing assessment now a daily WAST led call (including weekends) with a senior identified Update January 2025 - The unprecedented demand and operational challenges seen during December 2024 and January 2025 has
spaces compromised the ablty o provide timely | eader fom the Health Board representing CTM and talking dally through the plans to | impacted the Operational Teams capacty (0 undertake 2 fll review of this ik, however, they will endeavour o ensure a review s
Tapd assessment of majors cases; ambulan reduce offioad delays across the 3 DGH sites. captured in the next iteration.
arrivals and self presenters. “Twice weekly meetings with BCBC colleagues to ensure that any delays in discharge
are escalated at a senior level to maximise the use of limited care. packages/ care
Filling the last resus space compromises the ability | home capaci
{0 manage on immeciate e trestring ~Appointment of Clinical Lead and Lead Nurse for Flow appointed Feb 21
rgen - Operational Performance is now monitored through the monthly performance review.
Cinicans taking Increasing persona rsk in rmance review process has been restructured to bring more rigour with a focus
management of clinical cases. on specific operational improvements.
Environmental ssues e.9. lmited toet faciltles, |- Programme improvement is maniored through the menty Unscheduled Care
limited paediatric space and lack o ted space | Improvement Board, which reports into Management Board.
Se55 mental heltn patents. Some of the
resulting impact such as limited space has been
13 exacerd he impact of the Covid-
5417 Chief Operating | Primary Care | Care Group Service Director | Improving Care | Patient / Staff /Public Safety Paediaric Dentistry - | .. Reguar adtonal GA theatre Ists (necessary | Current theate st are run on Monday mormings and Fiday afterioons and are kely | pdate Jonuary 2025 Quality, Safety &
ficer and Community General Anaesthetic | to meet current and future demand) are not made | to be cancelled due to bank holidays. This impacts the running of the service, 30/12/2024 Update - A monthly list has now been secured for Paeds in Prince Charies Hospital (released by Max Fax) and approximately | Experience. Committee
Care Gror Impact on the safety - Physical and/or | (GA) theatre list avalieie b the Cammuriy Dertl Sevicetesm for | ol it are ualabe when s are s Thars re cumary 2004 patients | & patients can be seen on each sk, This wil be use to priortise any Cat 1/urgent treatment that Comes i during the montn as well a5
Psychological harm pacdiatric GA. waiting for appointments, with some already waiting for 17 months. Patients are rebooking patients who had a cancelled GA as a result of the issues in Princess Of Wales Hospital. On average over a 12-month period, | Operational Delivery
advised & rerar o thelr General Dental Practoner (GDP) f they experlence pain, | there are 20 children accepted per month for treatment under Gh, as a result of oy have ane s per o, the waltng s s gaing o | Commitiee
‘Then... the number of children waiting st for some children are being prescribed multiple courses of antibiotics to ease dental increase significantly. Currently, there are 707 children waiting for GA assessment/treatment under GA with a longest wait of
assessment and treatment will continue to increase | infections that can only be alleviated by tooth extraction. There is a risk these patients | approximately 183 weeks. Due to the service having significantly reduced access to theatre lsts, private treatment via alternative
beyond 1000 by March 2024. will require the removal of more teeth/more require GA when assessed;children will | providers is being explored. A QIA wil need to be completed where appropriate when considering alternative providers.
present as an urgent case in Accident and Emergency i left untreate
Resulting in...
1. children waiting increased times for
assessment/treatment who have high ley
denta caries and painulteth requiring extracion,
ase in the number of childre
equiring GA, dus ta ong wals for assessmen
more children need GA when assessed, conversion
rate has jumped form 48% to 80%. Children can
only wait 8 wks form assessment to treatment
therefore there is a large backlog of assessments
due to limited GA lists to provide treatment.
1
5961 Executive Central Estates Directorate Sustaining Our | Environmental / Estate / Remedial roof warsto 1 the Health Board falls o at upon Command structure established to manage the critical incident following identification | Update January 2 Quallty, Safety & Experience
Director of Corporate - Future Infrastructure resolve the ecommendatone o he indngs af i seport from | cf voo srscira flngs Removal of Rou Coverings a the Princess of Wales Hospital sie n accordance with the recommendation i the structural engineering | Commitee
Finance Estates naress ot PO, the appointed Siructural Enginers n relation t the | Immediate itigatons t0 vacate 1t floor wards & depts. of Phase 1 being managed | report of 9th October 2024. Contractor has been appointed. Welsh Government funding £26.524m was approved Friday th November,
roof areas at the POWH under 4 key Cell ontractor sarted the roo replacemen programme on Honday 1th November, Phase 1 has prioritsed Maternity and Special Care | Operationa Delivery
Executive Lead 4 Biecharge Col - Objctives: The sfe but rapid dischrge of atients and services. | 5apy U, o torge 1 o over 1o he clnicalserice on Monday 13th January. Coniractors and any staff that ned (o be in any of the | Commite
for Estates Then: wate ingress il continueto be @ problem. | fom t floor phase 1 POW sie and to maintain quality of care and patientsafety it floorareas must wear hard s and hi-v
) Docant Coll - Objectives ar the safe but apid decant of patients ond sereices from | Full programme meiuding Theatre FEN works ond fre compartmentation above vacated wards and depts due to be completed mid Health, Safety & Fire Sub
Resulting in: significant impact/harm to patient, | top floor phase 1 POW site, to maintain quality of care and patient safety and to Rugst 3025 Committ
staff a ty. intain staff safety and the deployment of the right staff to the right place. Decant
Healthcare faciliies which are not fit for purpose or | plan agreed 1
sustainable for the future. 3) Redirect Take - Objective - Reduce demand for inpatient beds on the POW site
Service delays impacting he patient experence and |4) Estaes - focusing an ensuring decant areas are it for purpose 25 el a3
rvice performance of the overseeing the plans for the works on
potentialegsiative alenge and repusatonal Enabling Support Cells Established: Patient Transport, Workforce, Digital, Facilties,
mag Patient Safety, Communication
CoEE S onfdence in the Health Bosrd estate
infrastructure across CTM In sddiion barer are i lace round the ootpats to keep pedesirans away from
the edge of Phase 1
15
2885 Director of Corporate Corporate Governance Tmproving Care | Quality / Complaints / Assurance / | Failure to deliver and | If: the Health Board fails to maintain an effective | The Policy for the Development, Review and Approval of Organisational Wide Policies | Update as at January 2025 Quality, Safety & Experience
orporate Governance Patient Outcomes sustain effective Policy | policy management process/system to monitor, | is extant and sets out the process to follow. Committ
Governance / Sustaining our Management System | store and manage the review of policy and Profect Iniation Document dafted to capture the actuty needed to support th reviw of the Non Clicl Writen Control Docurments
Board Secretary Future and Process procedural documentation Policy and procedure advice and quidance is avalable from the Clnca Plicy lead and | process. This wil ncude but s not exhaustive f the folowing areas Operational Delivery
the Assistant Director of Governance & Risk for non clinical policies. Explre avalabi optons o autamate the process Tnelucing a g portal and automatic prompting Committee
Then: there is a risk that staff may act in a manner Explore If the process for the policy on policies for Non Clinical written control documents could be Simplified
that s not consstent with srategic and functional | SharsPoit Intranet page acts a5 document orary. Reviow the potcy irary linke to the Shareaint ste
expectations. Policies and procedures m: Produce a baseline position as to the status of all non clinical written control documents
readly accessible o support decision aking and.
T, and the Health Board may not be Timeframe - December 2025.
eovciat rom igaton  pollios and prcadures
are not regularly reviewed to reflect changes in Risk escalated s likelihood of increased due to the capacity constraints impacting the teams ability to undertake the mitigating actions
standards and/or legistation. required
Resulting in: Policies not being readily available for
reference in decision making / emergency situations
o support courses of action. Non complance wid
and legislative changes leading to
Dessile logalchallenge. imtsd vergon contol
which could impact decision making if there are
inconsistent or varying versions of a policy
available.
17
5691 Chief Operating | Facilities ‘Assistant Director Faciities | Sustaining Our | Patient / Staff /Public Safety CCTV System Failure in v CCTV security management platform Tncident meefing held by Faciities with Digital ICT, Estates, the system contractor | Update October 2024 added in red to August update - The Estate CCTV system contractor attended site and identified the roof cause of | Quality, Safety & Experience
ficer Directorate Future Prince Charles Hospital (SMP) Teadend and camera dutage at PCH. Unable | and Capital Major Projects team who are managing the PCH st Major praject scheme | the system falure and restored the PCH Security management System headend and power to the majorty of existing Sie camerss. mittee
Impact on the safety - Physical and/or o live view live data images at the security control | to review the faults and aim to resolve the issue.
Psychological harm re. NVR recording function is not available to ‘The outcome and recommendation from the system contractor, Capital Major Projects team and TD s s that there is further CCTV Operational Delivery
record data images. The outage is also linked with system replacement and upgrade of hardware and software work to be undertaken. The existing Security Management Platform (SMP) | Committee
the PCH site refurbishment scheme. The Capital ich s the headnd controlsystem s ol and not T for purpase and requres replacement and upgracing. Unti the (SMP) headend s
Major Projects team advise that the new (SMP) replaced, the GF/FF contractor wil a0 be unabl tofully ntal the (124) new ste GF/FF schame CCTV cameras and 3 maderate sk | Healt, Sfety  Fire Sub
headend server is not part of the PCH scheme as of future system failure remains until this work is cor A specification and estimate of ot of a new (SHF) headend nas been | Commiccee
there is no funding for i completed and funding has been approved. Waiting for a contractor to be allocated the work and an installation date to install the SMP
Syetem. Following a recent tender process  SUPPIer has been awarded the contract and the work to mstallthe securfty management
THE onsequence this presents a site platform( headend) is due to commence in November 2024.
security with very imited site survelance avaiable
to identify site incidents and provide evidence of Security Systems Risk Assessments
criminal activity and crime.
Arolling programme of security vulnerabiliy risk assessments is being undertaken out at a number of sites that include the suitabilty,
RESULTING IN: The ground floor, first floor and compliance and provision of current CCTV and control of access systems and where systems may require replacing and upgrading or
external site areas require the roll aut of (124) new where site system provision s inadequate,
ameras as part of the PCH refurbishment
scheme and the existing old (SMP) headend server Where there s a requirement for replacement/upgrade or additional systems further work is then required with support from Estates
does not have the functionality and capacity t and Digital Services to complete the system technical specifications before a statement of need is provided to the Operational Capital
accept these additional cameras therefore the Group for replacement or new works and security hardware/software scheme funding.
contractor TD are unable to roll out the new
cameras on site until a new SMP is installed. Risks Update January 2025 - It is anticipated that the work to install the new Headend will not take place until January 2025. The review date
to the PCH site, patients and staff safety risk. Site for this risk has been amended to 31/01.25 50 that the action to mitigate the risk can be updated as soon as Work commences.
K of theft, property damage and personal
injury/assault.
18
5761 Executive Medical | Medical Medical Directorate Manager | Improving Care | Patient / Staff /Public Safety Cross Health Board | If: Digital services across Wales are unable to For CT, s s 3 particulr issue in Prince Charies Hospita a5 thes s ot of patint | DigalHeath Cars Wales ave Been working on the abilty I shae data in both directions so data lows inthe Health Board systerms - | Qualty, Saety & Experience
Director Directorate Data Sharing resolve an ongoing ssue ith the abilty to fare | crss over at the boundary of Aneurin Bevan Healt Board. As a health boa s has been an Issue for some tim fave llocated some project resource to cope, map and plan the wok needed, however, | Commiee
Impact on the safety - Physical and/or patient data in both directions across health o6 o Totse T 26 5 st patons <oty 6u and i contmL v press fo o | resources wil paad 1 be Hcated by CA ard AD 1 Gottne work o o commitmant o Pan-South Evst Wajes
Psychological harm boards/trusts Soluton with Digital Health Care Wates. CTMUNB have asked for altermate options for | Regional Digital 1o work closer together and ik inio 3 wider regianl programme board, the was repeated at the regional planning - | Operational Delivery
er solution and timescales to be aligned with these. This has been added as an | meeting. Committee
‘Then: Clinical staff across CTM will be unable to | agenda item for discussion at the next All Wales Medical Director meeting. As of March 2024, the update from DHCW is that they working on delivering the open architecture to support sharing documents and
provide the safe and effective care to patients using diagnostic results
transparent, available data
Update November 2024 have confirmed they are anticipate the work will be undertaken in March next year to resolve this
Resulingin: Potential harm to the patents of CTM e T v retaraed the speci saves hat heed resoming. sk emans i same untl SHCW complee (s work
due to the lack of clinical information availal
clinicians when making clinical assessments Update January 2025 - No change to progress or risk score. Next review scheduled for 31.3,2025. CTM leads continue to follow up and
raise at relevant stekeholder meetings.
19
5656 Chief Operating | Diagnostics, | Care Group Service Director | Creating Health | Patient / Staff /Public Safety ock of Dieteticservice | T here s 1o dietetc service & POW critcal care.. | AX present here s o ditec provision to POW crical care it dus folack of Update Octaber 2024 - The Planned Care - Care Group is currently undertaking a full gap analysis of the ITU service in line with the | Quality, Safety & Experience
icer erapies, provision to Princess of Specialist crtical care dietitian on the POW site and lack of funding. Therefor national ITU standards (GPIC) and will update the risk. No significant incidents of harm have been identified within the service due to | Committ
harmacy and Improving Care | Impact on the safety - Physical and/or wal les (POW) Critical | Then this will impact on the safe and R one ness of citical cae patents on the POW S aré marsged by the cical | he corrant civetc postion, bt that Hhe il e Kept e eviom
Sciences Care Psychological harm Drowsion of Ruron and hycration o crmcaly | are Vot Decinary Tearn Operational Delivery
atients. Update January 2025 - Update from 21.11.24 - Ris reviewed following Princess of Wales Hosptal crticlinciden, and remains Committee
unchanged at 16. Awaiting planned care group workforce gap analys
Resulting in poorer nutrition provision and
Increased ated of malnutiion, which it lead
fo_increased risk of infection, dependency
ceharea: vantiaton, poore perent uncomes,
increased length of Stay and longer rehabiltation
and recovery times following critical cz
Saiion o mercased healt uelisaton coste
inequity of service provision across CTM critical care
units, and non compliance with national standards
0 and guidance as highlighted in critical care peer
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5646 Chief Operating | Mental Health | Care Group Service Director | Improving Care | Patient / Staff /Public Safety The mpact of "Right | 1z South Wales Police (SWP) implement Right Care | Muli-agency planning meetings have been armanged to review palices Update January 2025 - Risk reviewed no change ‘Quality, Safety & Experience CaxLa 12 08.12.2023 07.01.2025 31.03.2025
Officer Care Group Care Right Pe Right Per: ommittee (CaxLa)
Impact on the safety - Physical and/or| (RCRP) approach. “This is an emerging picture and one which the Health Board are developing a fuller | RCRP Health Board Regional Position meetings with SBUHS and CAVUHE implemente
Psychological harm ‘Then: In some circumstances the Health Board will | mitigation against, it is also a picture which has a gradual phased roll out over the Mental Health Act
not be able to routinely call upon SWP to assist with Phases 3+4 implementation delayed until 10/03/25 - correspondence available from South Wales Police. Monitoring Committee
people in mental health crisis or with social care
issues, for example, missing patients, welfare Nurse Director or the Care Group wil e drafting 2 reportfor Operatinal RCRP is MHLD Care Group top investment priority in 2025/26 IMTP.
checks and supervising people who are detained on | Management Board later in the. but timelines have not allowed for this at
5136 Mental Health Act. SUbmission to the Organisational Rick Register
Resulting in: Increased risks to our staff and the
people who use our services.
2
5579 Executive Diagnostics, | Head of Nutrition and Creating Health | Patient / Staff /Public Safety Rising childhood T there Is no children and young person’s weight | Some Level 1 weight management service exist across the Health Board, namely Update October 202: Weeting betveen DTPe, publc esity, plrving, chiren and oilee care roups o7d row el siotegy feacs | QUaTy, ety & Evpererce Caxa 8 13.10.2023 03.1.2025 28.02.2025
Director of Public | Therapies, Dietetics, Therapies, PCH obesiy ates resting | management service PIPYN (3-7yrs Merthyr only) and Henry (0-5 CTHM wide), these programmes are 17710/24. pgresd mods!ofcare for CYP WitS and prior areasare evel 1 and eve 3 for businesscase, Agr Committ caxt2
Pharmacy and Impact on the safety - Physical and/or | in an increase in currently fixed term funded until end March 24. boroach vt 3 yebre, Next stape are wider engagement i care groups and oing tne corrent bsinece case o efect
Sciences Care Psychological harm cbesiy related Then the Health Board will be unable to support | There is no level 2 - multicomponent service or level 3 - specialist MDT service. Feerone i e mechng. Bumess cace o be aevaioped for cary Strategic Development
Executive Group conditions and poorer | children and young people to manage their An option appraisal for the introduction of a children and families weight management Commi
Director of health outcomes. overweight and obesity service has been undertaken. pdate anuary 2025 - The risk has had a change n sk handierand a detalld review I scheduled or the 8 January 2025. Further
Therapies & update will be provided in the next iteration once the new handler has had time to review
Health Sclence Resulting in non-compliance with national
ctandards and pathways, significant risk to patients
it ncrease in chidhood obesty rates, obesty
related conditions, healthcare costs and n
improvement in Ghe health of the most
2
%07 Bieciive Nurse | Contral Support | Asslatant Director of Concerns (Tmproving Care | SSEUtory DUy Reguiaton, Mandstoy | FAure 1 rarage Tf: The Health Board Is unable to meet the demand | Controls are In place and Include: Update Detober 20247 G the summer, ol Reiress cases have beer reviewed bt serior stalf mermber allcated overtime; With | QUalEy. Safty & Experience Caxta s 02112021 09.01.2025 28022025
Director / Deputy | Function - and Clar Reguirements Redress cases forthe predicted infl of Covid19 rlated, FUNE | * Reulr reports run on all Redress cases, with monitoring by the Head of Legal prortesidetified fo each c Committee (CaxL2)
Chief Executive | Quality efficiently and Ophthalmology Redress/Claim cases Services & Legal Sarices Manage gal Services team Is curently deplted of saff, by 4 Clams Investigation Offices and 2 Legal Adminitrative Staff, which s due
Governance effectively o Sickncks tveis and membar of Xart eaving (o organieaion, Thie s hwing an efect on ne wrdond o i Legal sorvices team. QperatonalDelivery
(Concerns & Then: the Health Baard wi not be able to manage | The team are having to appy an abiectiv triage approach acrossthe partfolo of Staff members as being managed and supported appropriately irough the Managing Atendance at Work Polcy. The recrltment Committ
Claims) cases in a timely manner and will not meet redress, LFERS and Inquests to support the mitigation of this risk. process o staf i also underway and the team are/have temporarly recrufted agency saff to address the ssues idertiid above,
Featied targecd i respact of Putting Things Right Feiting to management of loga] cases. The agency Staff recralted/to be recruited
7 lagal ngency atmin staff wha have bear in PIace since August 2024, and wil continue in post until end of February 2025;
Risk o quality and safety of patient 2 legal agency (solicitors) are being recruited, to cover the immediate gap in case management of Redress and Inquest cases. It is
care, resuting from poor management of cases. anticipated they will commence n November 2024 - for an ntal period of 2 morihs.
Financial impact to the Health Board from Redress cases continue to be monitored and escalated through t! ly Q&S Assurznce Meeting, led by the Executive Nurse Director,
cases which have been poorly managed and Dty Execiine Drector of Norang and Accstant Drectar of Quaiey & Sareh
consequently proceed to claim. 1 proposed that both Datix ID 4907 & 4908 are amalgamated s one fo the next ARC meeting as bath the risks rlate to Legal
Services/Concerns and are of the same nature of risk
Update January 2025 - A full and robust review of both risks 4907 & 4908 will be undertaken in readiness for the next iteration of the
risk register. No change to current risk score of 16.
2
%08 Executive Nurse | Central unction | Asestan Director Qualy & | Improving Care | Stakutory Duty, Regulation, Mandatory [ Faiurs £ 1. The Helth Board was Unable to sUstain ongoing | The Health Board s developing an acion plan n rssponee e Walsh sk Fool | Update October 2024; The Legal Services ear s urrently deplted of stff, by 4 Claims Investigaton Offces and 2 Legel Qualtty, Safety & Experience Caxla 8 (Caxl2) 02.11.2021 05.01.2025 28.02.2025
Director / Deputy |- Patient, Care | Safety Requirements Ligal cases eficentty | funding for the tw temporary Legal Servicss review, which includes the reviewing structures and workioads ACminisirativ Staff, which is Gue tb sickness levels and marmbers of it leaving the organisation: This s having an effect on the Committee
Chief Bxécutive " | and Safety and effectively Officers workioad of the Legal Services team. Stalf members are being managed and Supported Approprately through the Managing Attendance
New aperating madel n respect o qualty, safety and governance smost ully 2t Work Polcy. The recrutment process of taf i aso underway and the team are/have temporarly recruted agency saff o address | Operational Delvery
Then: the Health Board will not be able to manage | implement The Issues Identified above, relating to management of egal cases. The agency staf recrutedto be recruted a Committee
cases in a timely manner and will not meet the
requirad targets n respect of Putting Things Right. | New systams and processes,including escalaion, implemanted to asist to ffectively | + 2 egal agency adrmin staff, who have been in place snce August 2024, and will contioue in post unti end o Fabruary 2
manage L3 el 2aency (olchore) re heing recrates, 1 cover 1 ramacite dap i the manasemens o 1gal casea. Tt 5 amkicpared they
Resulti ik to qualy and safety of patient will commence in November 2024 - for an initial period of 2 months.
Cores Tematin from inc of capacity to managament | The Assstant Dirctor of Concerns & Claims, Head of Legal Services and Leal
cases in a efficient and effective manner, which Services Manager are all carrying case Ioads to help mitigate this risk. Legal cases continue to be monitored and escalated through the weekly Q&S Assurance Meeting, led by the Executive Nurse Director,
could result in failure to comply with the WRP. Deputy Executive Director of Nursing and Assistant Director of Quality & Safety.
procedures resulting in financial penalties ‘The team are having to apply an objective triage approach across the portfolio of
redress, LFERS and Inquests to support the mitigation of this risk. Itis proposed that both Datix ID 4907 & 4908 are amalgamated as one for the next ARC meeting as both the risks relate to Legal
Services/Concerns and are of the same nature of risk.
Update Janusty 2025 - A fulland robust rview of both risks 4907 8 4908 will be undertaken i readiness or the next eratin of the
risk register. No change to current risk score of 1
2
3953 Executive Central Function | Head of Capital, Strategic and | Improving Care | Patient / Staff /Public Safety Fire Enforcement & FS Board il fo et s standords | SKGro0c foor OBaned On Ward 16 0 Shore Eheatrs equipment 1 ensure ovacisHon | Updste January J025: Falowing the GERETcaton o Tk W 1 Rospleal oot It Princess OF Wales Hospial, the st Acor of the Quality, Safety & Experience ) g 31012020 06.01.2025 31032025
irector of Planni Operational Planning Notice PO Theatres. | required n this aren coridor s kept fre fo evacuatio Hospltal has had to b vacated o alow the remedlal rooing works to ake place. As  result,this has emplied the Thstre template and | Comitee
Strateg: Project Risk Impact on the safety - Physical and/or Staff raining on It evacuation Wil Sherefore make the current FEN invald, Discussions with South Wales Fie & Rescue Service have 160 o them withdrawing the Fire
Transformation Psychological harm Then: the safety of patients, staf, Closed storage cupboards purchased for sfe storage of equipment Enforcement Works in this area due to the area now beng unoccupled and the ongolng programme of work to satisy the Issues in the | Health, Safety & Fire
contracors/viiors etc. and the protection of the | safe’ reas Sdontified with Senior ire offcer for storage of quipment i caridors Fire Service wil continue to monitor the Health Board’s progress with these works to ensure the Main Theatres are fully fire | Committee
buildings could be compromi /eekly meetings to discuss and plan building work necessary to meet requirements of | safety compliant prior to the Health Board taking back occupancy of this area
the enforcement notce. Enforcement notice fas beeh extenaed o Decamber 2023, A
Resulti potentia harm, ik o . Possble | mecting has been amanged with FRS in November with plans it a view t0 aining a
further enforcement I the farm of prosecution further exten:
Need to plan for drop In theatres to mitigate work commencing
30
3337 Chief Operating | Central Support | Lead Infrastructure Architect | Creating Health | Patient / Staff /Public Safety Lack of a Single Tf: Mental Health Services do not have a single. ‘Control measures updated September 2023, Update October 202¢ - ik reviewed o chan Quality, Safety & Experience T3 g 07.11.2018 07.01.2025 31.03.2025
ficer Function: Digital lectonic atient integrated clinical information system that captures. siness case has bean put togethér with anether Health Board o bring a single patient record system into the Care Graup, The Committ
Linked to RTE ata Interim Partnerships and Impact on the safety - Physical and/or | Record in Mental Health  all patients details. 1. A PID has been developed wich outlnes the processes, resources and timelines | Busés cace has bon aPpToved and IWeoh Government have agrecd Funding. A programme bourd wil ovarsce i implementation.
Rk 4813 and| Director of Strategic Planning Lead for Psychological harm Services sought - this to be discussed in September Programme Board. Operational Delivery
M&C 4817, rimary Care and | Mental Health | Mental Health and Learning ‘Then: Clinical staff may make a decision based on Update January 2025 - Risk reviewed, no change, see uploaded Decembers newsletter for progress which is available upon request from | Committee
e ined to | mentaHeat | Care Groun Disability Services imited 2. The Business Case to be refreshed on the back of the PID once approved. It will | Datix.
4804, Services patient information available that could cause harm. | need to identify additional staff resource required to progress the disaggregation
process to bring all CTMUHB staff who currently use WCCIS via local authority over to
Resulting In: Compromised safety of patients, | CTMUHB WCCIS platform. Requires Programme Board approval.
potential avoidable harm and compromised safety
o staf i the workpiace. 3. Business case to be progressed following Board approval.
: A new MHLD Care Group isk wil be developed relatingto the aperatonal
mitigations required in the interim to communication and this wil be held
by the High Qualty Cinical Record aroup, part of the Tnpatient Improvement
Programme
3
2691 Chief Operating | Mental Health | Interim Partnerships and Sustaning Our | Operationals New Mental Health Unit | IF: Mental health inpatient environments fall short | A Quality Improvement programme in relation to inpatient care has started and a Update March 2024 - Stil Awaiting a feasibility review on Mental Health inpatient space that will support the mitigation for this risk. Quality, Safety & Experience 15 6 15.06.2021 07.01.2025 31.03.2025
Officer Care Group Strategic Planning Lead for | Future Core Business of the expected design and standards. work stream in relation to Safe and Therapeutic Environments has been established | Care Group Director engaging with the Capital Team on progressing this at present. No change to risk score at this stage. Committee (C3xL5) (€3x2)
Linked to RTE Mental Health and Learning « Business Object with the aim of optimising the patient experience. Inaugural workshop took place on
Risks 4803, Disability Services + Environmenta " Eetates mpact Then: Care delivered may be constrained by the | the 26th Apr Update October 2024 - Risk Reviewed no change. Risk will be transferred to new MHLD Service Director when the post holder Operational Delivery
4799, 3273 « Proj environment, which is critical to reducing commences in late Novernber. Committee
and 3019, huciation and Imcdents 5 we o5 precering more | Assstant Director of Strategc Transformation - Mental Health has commenced n
Including systems and processes, direct risk s a result of compromised observations. | post. This new role will lead a range of strategic programmes including recommencing | Update January 2025 - Risk Reviewed no change at this stage.
Service /business. interruption B Capitl businss case for  new Mental Health Uni.
Resulting in: Compromised safety of patients,
potential avoidable harm and compromised safety | Annual revisiting of all patient ligature risks and completion of Statement of Needs via
for staff in the workplace and extended lengths of | capital process for any ligature risks assessed as needing resolution.
stay.
All anti ligature works planned for 2022 - 2023 have now been completed.
A scoping document case is to be prepared and submitted to WG.
Inpatient Improvement Programme established April 2023
3
5820 Executive Publc Realth - | Realt Protection Team Tmproving Care | Patient / Staff /Public Safety Potential Inability to | IF as a result of the reduced allocation of Health | Governance structure agreed in Health Protection A workforce structure has been approved by ELG and work to identify gaps is ongoing which will be reviewed once recruitment is| Quality, Safety & Experience 12 a3 B 01.07.2024 03.01.2025 28.02.2025
Director of Public | Heal & Creating eliver all elements of | Protection resource the Health Protection Team has | Health Protection Board established. ompl Committee (Cax12)
ealth Protecion Impact on the safety - Physical and/or | the Health Protection | insufficient resources to deliver a safe and ecruitment underway to Health Protection structure. Work with partners is ongoing to reduce inefficiencies and develop A collaborative Health Protection (HP) plan based on all resources Please see note in
Psychological harm Strategi priortis 35 a | sustanabl service A series of planning workshops with d t0 review resources available, | available to ensure priorities can be clearly defined and delivered. Strategic Development lumn J
result of reduced develop Health Protection strategy and highlight ongoing gaps. Work with CTM finance is needed to ensure the HB allocation is maximised to support HP priorities. mmittee
alocation of funding. | THEN there may not be suffcent resources to Welsh Government discussions are ongoing with regards to the reduced allocation
deliver all elements of vaccination and immunisation
which is the first line of defence against infectious N/B - Whilst this risk is not scored at a level of 15 and above - the Executive Lead considers this risk to be of a contentious nature that
disease) in accordance with the NIF. The health should be escalated to the Board via the Organisational Risk Register.
board response to infectious disease or
environmentl hazards wil sso be sgnificantly Update January 2025 - This risk is due for review on 31st Jan 2025, Following the Health Board allocation letters, there has been an
hindered and work to address gaps in equity of increase to the Health Protection (HP) funding allocation from Welsh Government, however, the impact of this will need to be
Sctos il be e, evaluated against the current gap and the HP strategic pl
RESULTING in avoidable harm to patients in
vulnerable groups and harm to the public as a result
of Insucient health protecton inerventions
deivred. This aiso poses 2 reputationa ik 25 2
consequer
35
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Strategic Risk
owner

Executive Medical
Director

Executive Director
of People

Strategic
Objective

Improving Care

Risk Domain

Patient / Staff
/Public Safety

Impact on the
safety - Physical
and/or
Psychological
harm

Risk Title

Failure to
recruit
sufficient
medical and
dental staff

Risk Description

If: the CTMUHB fails to recruit sufficient medical and dental staff.
Then: the CTMUHB'’s ability to provide high quality care may be reduced.

Resulting in: a reliance on agency staff, disrupting the continuity of care
for patients and potentially effecting team communication. This may effect
patient safety and patient experience. It also can impact on staff wellbeing
and staff experience.

De-escalated Risks from the Organisational Risk Register - Review as at January 2025

Controls in place

* Associate Medical Director for workforce appointed July
2020

e Recruitment strategy for CTMUHB being drafted

* Establishment of medical workforce productivity
programme

* Work to understand workforce establishment vs need

* Development of ‘medical bank’

* Developing and supporting other roles including
physicians’ associates, ANPs

-Improving induction and development of new doctors

Action Plan

Update January 2025 - Risk de-escalated. The risk is being
managed through the Care Group Structure and scrutinised
through the Medical Workforce Productivity Programme
(MWPP) via relevant workforce and medical leaders. Core
spend has increased. Agency usage has reduced but this
has been offset against bank spend. The overall position
remains above the previous 12 months and the risk will
continue to be monitored through MWPP.Consequence risk
lowered as contigencies are in place through agency
agreements if low staffing situation does become
unmanageable.

Assuring
Committees

Quality, Safety
& Experience
Committee

Operational
Delivery
Committee

Rating
(current)

12

Risk
descreased
from a 15 to

al2

Rating
(Target)

De-escalation Rationale

Update January 2025 - Risk de-escalated. The risk is being managed through the Care
Group Structure and scrutinised through the Medical Workforce Productivity
Programme (MWPP) via relevant workforce and medical leaders. Core spend has
increased. Agency usage has reduced but this has been offset against bank spend.
The overall position remains above the previous 12 months and the risk will continue
to be monitored through MWPP.
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Closed Risks from the Organisational Risk Register - Review as at January 2025

Datix ID  Strategic Risk Strategic Risk Domain Risk Title Risk Description Controls in place Action Plan Assuring Month Closed Closure Rationale

owner Objective Committees on Org RR

No risks proposed for closure from the Organisational Risk Register this period.
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Agenda Item
7.2

Quality, Safety & Experience Committee

MORTALITY INDICATORS AND MORTALITY REVIEWS

21/01/2025

Open/ Public

Not Applicable

Esther Flavell — Clinical Lead for Mortality

Review

Mark Townsend —Head of Clinical Audit and

Quality Informatics

Matthew Smith —Mortality Review & Learning

Manager

Dom Hurford, Executive Medical Director

Dom Hurford, Executive Medical Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /
Individuals

Date

Outcome

(Insert Details)

Click or tap to enter a date.

Acronyms / Glossary of Terms

CTMUHB

Cwm Taf Morgannwg University Health Board

HMR

Hospital Mortality Review
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1.2

Situation /Background

The purpose of this report is to update the Quality, Safety & Experience
Committee on compliance with the Cwm Taf Morgannwg University Health
Board (CTMUHB) mortality review process in line with the All Wales Learning
From Mortality Review Model Framework and to highlight the learning from
mortality reviews to ensure lessons learnt are shared to improve the quality
of patient care.

The table below outlines the number of ME referrals received (as of 23
December 2024), since the introduction of the Datix Mortality Review
Module on 1st April 2022 the number currently in progress and the number
closed.

. Under
Awaiting L
Total . Investigation/

Screening > Closed

Referrals Action

Panel .
Required

94 57 3269
CTMUHB 3420 (3%) (2%) (95%)

Learning from Mortality Reviews

1.3

1.4

1.5

Medical Examiner Service is now reviewing all of CTMUHB, in-hospital
deaths and deaths in the community setting since September 2024.

Hospital Mortality Review (HMR) panels, previously known as Stage 2
Mortality Review, have continued across CTMUHB. An in-house target has
been set of completion within 28 days of the decision made by CTMUHB
Screening Panel that a HMR is required.

The tables below show the number of cases identified for HMR since 2022-
23 (as of 23 December 2024), the number where the review has been
completed and the percentage completed within 28 days of screening panel.

Number of Number Completed <28
HMR Complete | days of Screening
2022-23 616 615 (99%) 11%
2023-24 373 371 (99%) 84%
2024-25 234 207 (88%) 82%

Stage 3 Mortality Review panel continues to be held on a monthly basis via
Teams. There are currently 18 cases either waiting to be reviewed or in
progress.
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1.6 Each review with the medical examiner or at level 2 or 3 provides an
opportunity to gather and share learning. A Themes database separate to
the Datix Mortality Review Module has been created to capture this and feed
into the Mortality Review (MR) Dashboard that is currently in development
stage. This has given us the opportunity to differentiate between themes
from issues noted by the Medical Examiner themselves or the family/next
of kin during discussions with the Medical Examiners Service.

The following charts have been taken from the MR Dashboard. It is
important to note the dashboard is still at an early development stage and
the data is yet to be fully tested. Due to IT issues we are currently unable
to add data for deaths in A&E and Primary care. This is being investigated.

Themes noted by Medical Examiner

Themes noted by Next of Kin (NOK) RS

Community
End of Life Care

Prior to Admission

c
T

Good Practice

Other

1

n

Management of Care

Dignity & Respect

=

(2]

Treatment

Diagnosis

1
w

Medication 7
Consent / Capacity l 3
onacer [ 2
Documentation I 2

Additional Processes

1.7 Current CTMUHB Mortality data shows that there is room for improvement
in care in around 14% of deaths. Data also shows that 1.7% of all hospital
deaths have a degree of suspected avoidability due to problems in

healthcare
Mortality Reviews and Page 3 of 8 Quality, Safety & Experience
Mortality Indicators Committee

21/01/2025
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1.8 CIVICA form has been developed to capture next of kin feedback noted in
Medical Examiner referrals. Care Groups/Departments can view specific
feedback related to their areas, facilitating targeted improvements as well
as capturing compliments and the things that we do well to learn from and
build upon. This gives us an understanding of a family/patient and their
journey, and an opportunity to have the details of their experience within
our health care system. Data has been captured in this system since August
2024.

By Feedback / Compliments

@®Feedback ®Compliments

Mortality Board

1.9 The Health Board needs an oversight Mortality Board that oversees and
receives assurance that processes are in place to learn from all deaths.

Mortality Reviews and Page 4 of 8 Quality, Safety & Experience
Mortality Indicators Committee
21/01/2025
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The first meeting took place on 16™ December 2024 and was chaired by the
Medical Director. Future membership will include Medical Director, Deputy
Medical Directors, Primary Care Medical Director, Clinical Lead for Mortality,
Assistant Director of Nursing and Peoples Experience, Mortality Review
Manager, Senior MR/Quality Informatics Facilitator, Bereavement Clinical
Lead, Mortuary/Bereavement Manager, Head of Peoples Experience,
Operations Lead, AHP Representative and Medical Examiners Service
Representative.

The Board will meet quarterly, and will oversee;
1) Data & Dashboard

2) Medical Review Process

3) Learning from Mortality

4) Patient / Family Experience

5) Medical Examiner link

Initial actions required with timescales:

e SOP and TOR for Care Group Screening Process — End of January 2025.
This has highlighted the need for increased clinician involvement in the
MR process, to participate in and lead on, within each care Group.

e Governance meeting template for Specialties — End of January 2025
Share with Care Groups for their plans to adopt in Feb

e March agreement to proceed with new process

Ongoing Development

1.10

Whole Mortality Data - Work continues to develop a Mortality Database to
collate all information related to Mortality across the Health Board. This is
currently in trial phase as a development build, but there are ongoing issues
with coding of causes of death, that is delaying completion of this work.

Baseline Population Numbers

1.11

The population CTM health board serves comprises the local authority areas
of Bridgend, Rhondda Cynon Taf and Merthyr. The total population for each
region of population density is shown in the table below. This is taken from
the Office for National Statistics (ONS) using their 2021 dataset as the latest
whole year published.

Estimated data from 2021 for population of local areas to CTMUHB

Area Estimated pop 2021 People/km 2021

Bridgend 145,500 580

RCT 237,700 560

Merthyr 58,800 528
1.12 SHMI and HMSR are versions of RAMI (Risk Adjusted Mortality Index) used

in England. We have not used RAMI as a way of measuring Mortality in
Wales since the 2014 Palmer Report which stated that All Deaths should
undergo review (which we were already doing). England is still sampling.

Mortality Reviews and Page 5 of 8 Quality, Safety & Experience
Mortality Indicators Committee
21/01/2025
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1.13 The following table shows the number of deaths per area for each month of
2024 for each local authority area. Again, the data sets are from the ONS
using their 2024 datasets.

Deaths per region 2024 (taken form ONS website)

Area Jan Feb March | Apr May June | July | Aug Sept | Oct | Nov | Dec
Bridgend | 169 | 142 | 164 158 | 147 117 138 | 143 | 117 | 147 | 132

RCT 294 | 257 | 227 248 | 240 202 250 | 216 | 179 | 264 | 210

MCT 53 65 67 67 65 70 62 67 54 52 | 59

ONS data for deaths per month for Wales 2024

Month Deaths Involving COVID Covid Proportion of
Deaths
Jan 3032 86 2.8
Feb 3072 93 3.0
March 3574 44 1.2
April 2891 27 0.9
May 3195 41 1.3
June 2710 36 1.3
July 2649 78 2.9
August 3043 102 3.4
September 2360 38 1.6
October 2679 56 2.1
November 3292 67 2.0
2. Specific Matters for Consideration

2.1 The Committee is asked to note that a “National Learning from Deaths”
Programme will be developed to maximise learning, using two key
approaches:

Extrinsic:

e Regular national meetings, e.g. monthly, which look at both processes &
quality, as well as themes e.g. suicides, peri-operative deaths

e Multiple Sources (e.g. Medical Examiners, Clinical Reviews, Coroners
Inquests and Regulation 28s, Serious incidents etc.)

e Communication via safety alerts, newsfeeds via DU Website and briefings
into local bulletins

e Discussions with other health boards and ME services to improve
communication and feedback

2.2 Intrinsic:

e A system of regular peer review of organisations to facilitate formative
assessment and learning prompted by colleagues

e Continue to involve clinicians at an early stage for reflection

Mortality Reviews and Page 6 of 8 Quality, Safety & Experience
Mortality Indicators Committee
21/01/2025
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e This coordinated approach to analysing information from different sources
will help target and prioritise the key risks that require local and national

attention.

3. Key Risks /7 Matters for Escalation

3.1 Limited clinical reviewers with appropriate MR experience available in each
Care Group remains challenging, and the biggest risk to the non-completion
of the MR process.

3.2 Increasing workload for the teams involved will need to be monitored and

may require alternative strategies.

3.3 Ongoing work in progress to improve clinical engagement via clinical

governance day workshops and communications to all doctors.

4. Assessment

Improving Care

If more than one applies please list below:

Dying Well

If more than one applies please list below:

Not Applicable

If more than one applies please list below:

Learning, Improvement & Research

If more than one applies please list below:

Safe

If more than one applies please list below:

Effective, Timely

No - Not Applicable

If more than one applies please list below:

Mortality Reviews and
Mortality Indicators

Page 7 of 8 Quality, Safety & Experience

Committee
21/01/2025
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https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf

Impact Assessment

Yes: O No:

Outcome: If no, please include
rationale below:

Not required

Yes: [ No: X

Outcome: If no, please include
rationale below:

Not required

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation

5.1 That the Committee NOTE the contents of the report.

6. Next Steps

6.1 Continuation of current Mortality Review Process

6.2 Continued development of Datix Mortality Module at an All-Wales Level.

6.3 Continued development of CTMUHB Mortality Dashboard

6.4 Continued development of CTMUHB Whole Mortality Database

6.5 Full implementation of Mortality Review Board
Mortality Reviews and Page 8 of 8 Quality, Safety & Experience
Mortality Indicators Committee

8/8

21/01/2025
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Agenda Item
7.3

Quality, Safety & Experience Committee

Safeguarding Strategy 2024-2027

21/01/2025

Open/ Public
Not Applicable

Claire O’Keefe — Head of Safeguarding

Claire O’Keefe — Head of Safeguarding

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

Endorse for Board Approval

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /Forum | Date Outcome
Individuals
Safeguarding Executive Group | 31/10/2024 Approved

Acronyms / Glossary of Terms
CTMSB Cwm Taf Morgannwg Safeguarding Board
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1.1

2.2

2.3

3.2

2/4

Situation /Background

Cwm Taf Morgannwg University Health Board is committed to safeguarding
all who work and access services. The Safeguarding Strategy sets out a
strategic approach for CTMUHB to ensure a whole-organisational approach
to strengthen the arrangements for safeguarding across the health board
over the next three years.

Specific Matters for Consideration

This Safeguarding Strategy has been developed in line with the Cwm Taf
Morgannwg Safeguarding Board strategic plan 2023-2026, National
Safeguarding Service work plan and feedback from care groups,
safeguarding practitioners and identified learning from reviews.

The Safeguarding Strategy seeks to foster a proactive safeguarding culture
within our organisation, supported by robust digital integration, staff
training, and multi-agency collaboration. Our mission is to empower all
CTMUHB staff, equipping them with the knowledge and resources necessary
to identify risks, respond appropriately, and ensure the highest standards
of care and protection. Our strategic priorities include enhancing digital
solutions for integrated care, fostering a reporting culture, and safeguarding
training, all aimed at ensuring effective and timely interventions.

The strategy'’s rollout will be overseen by the corporate safeguarding team
in partnership with care groups across our Health Board, steered by the
Executive Director of Nursing. Through collaborative efforts, aim to embed
safeguarding measures within every facet of our service delivery, providing
a structured approach to continuous improvement and transparent
reporting through the Quality, Safety & Experience Committee.

Key Risks / Matters for Escalation

To ensure that our strategic objectives and priority areas are actionable and
achievable, in addition a detailed work plan that outlines key deliverables,
outcome measures, and timescales will be developed. This work plan will
be integrated into the annual reporting cycle, providing a structured
approach to monitoring and achieving safeguarding goals.

The Safeguarding Executive Group will be responsible for overseeing the
delivery of the work plan, regularly reviewing progress against the defined
milestones. They will report directly to the Quality, Safety & Experience
Committee, (a committee of the Health Board), to ensure transparency,
accountability, and continuous improvement. This approach will enable
CTMUHB to maintain a clear focus on safeguarding priorities, measure
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progress effectively, and adjust strategies as needed to respond to
emerging challenges and opportunities.

3.3 This document has been shared with all key stakeholders and partner
agencies for comment.

4. Assessment

Creating Health
If more than one applies please list below:

Living Well

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:

Safe

This document sets out how it will achieve CTMUHB
priorities using all domains of quality.

No - Not Applicable
If more than one applies please list below:

Impact Assessment

O

Yes:

Outcome: If no, please include
rationale below: This is a
strategic strategy report
detailing a three year plan.

Safeguarding Strategy Page 3 of 4 Quality, Safety &
2024-2027 Experience Committee
21/01/2025
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https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf

Yes: O No: O

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:

POSITIVE/NEUTRAL This is a strategic strategy
NEGATIVE report detailing a three
year plan.

Outcome for Welsh
Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation

5.1 Committee members are asked to note and Endorse for Board Approval the
Safeguarding strategy for 2024-2027.

6. Next Steps

6.1 To disseminate the strategy across all services of Cwm Taf Morgannwg
University Health Board.

Safeguarding Strategy Page 4 of 4 Quality, Safety &
2024-2027 Experience Committee
21/01/2025
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2024 - 2027

a Our Vision A

To be a trusted, safe organisation where all children, young people and
adults at risk of harm, abuse or neglect are safequarded by staff who feel
empowered, valued and supported. Working collaboratively and
innovatively with our patients and their families to ensure the best support
and outcome is achieved. Cwm Taf Morgannwg University Health Board
firmly believes that a whole organisational approach is required to

safequard and promote the welfare of children, young people and adults
Qt risk using health board services. /

Version Created by Review by
v1.04 - OCTOBER 2024 Claire O'Keefe Quarter 2/ 2026




Introduction

Safeguarding is a fundamental responsibility in
healthcare, essential for protecting vulnerable
individuals from harm, abuse, and neglect. This
strategy outlines our comprehensive approach to
safequarding, demonstrating our unwavering
commitment to the safety and well-being of
patients, staff, and the wider community. It
provides a framework for identifying risks,
responding to concerns, and promoting a culture of
vigilance and responsibility throughout our
organisation. By implementing this strategy, we aim
to create a safe, supportive environment where all
individuals receive the highest standard of care and
protection. This document sets out clear guidelines,
protocols, and responsibilities, ensuring that
everyone involved in  healthcare delivery
understands their role in safeguarding and is
equipped with the knowledge and tools to fulfil
this crucial duty effectively.

Safeguarding in Wales is a legal framework
provided by the Social Services and Well-being
(Wales) Act 2014, the Children’s Act 1989, and the
Welsh  Government statutory guidance on
safeguarding under the 2014 Act. The Wales
Safeguarding Procedures details the essential roles
and responsibilities for practitioners to ensure they
safequard children and adults who are at risk of

abuse and neglect.
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Executive Summary

The Cwm Taf Morgannwg University Health Board (CTMUHB) aims to create a safe and
inclusive environment by collaborating with partners to protect those at risk of harm,
abuse, or neglect. The strategy focuses on evidence-based practices, digital integration for
better care, and a strong safeguarding culture. Key priorities include staff training,
prevention, and fostering a culture where concerns can be reported safely. The strategy
will be guided by the Executive Director of Nursing and the Safeguarding Operational
Board, with a focus on adapting to new challenges through transparent governance and

collaboration.

VISION

3/9

To create a safe, inclusive environment by
collaborating with internal and external
partners to protect those at risk of harm,
abuse, or neglect. We aim to balance
individuals' rights with the Health Board's
duty of care, ensuring safety and well-being
for patients, staff, and the wider community.

MISSION STATEMENT

To implement evidence-based safeguarding
practices across all levels of the organisation,
promoting a culture of vigilance and continuous
improvement. We are committed to preventing
harm through timely interventions, digital
integration, and creating an environment
where concerns can be reported confidentially.

The CTMUHB Safeguarding Strategy 2024-2027 focuses on enhancing

The Service

safeguarding through digital integration, embedding a robust

safeguarding culture, and providing expert training to staff.

The Financial
Status

Current resources are allocated towards implementing digital solutions
and training. The goal is to maintain sustainable funding to support

safeguarding activities and ensure continuous improvement.

Enhance digital solutions for integrated care, embed a robust culture of

Future Plans

safeguarding, and adapt to emerging challenges in safeguarding through

continuous learning and collaboration.
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Our Priorities

2024/25: Providing Access to Expert Safeguarding Advice, Supervision, and Learning.

We recognise the critical importance of safeguarding expertise in ensuring the safety and protection
of individuals across our services. To this end, we are dedicated to providing a wide range of
safeguarding expertise within our teams, enabling all CTMUHB staff to access professional advice,
supervision, and ongoing training as needed. This access to expert practitioners will empower our
workforce to make informed safeguarding decisions, ensuring swift and appropriate responses to
concerns. Furthermore, we are committed to promoting a culture of learning by providing facilitated
feedback from complaints, reviews and incidents. By learning from incidents, we will continuously
improve our services, creating a confident and resilient workforce capable of protecting communities
from abuse, neglect, and exploitation.

2025/26: Embedding a Robust Safeguarding Culture to Prevent Abuse and Harassment.

Promoting an inclusive environment where every staff member and community member feels safe
and empowered to report abuse, harassment, or any form of discrimination—whether based on
gender, sex, religious beliefs, or cultural differences—confidentially and without fear of retaliation.
We are committed to fostering a proactive culture that promotes open dialogue and supports
individuals who are disadvantaged or marginalised. Our safeguarding framework will be
underpinned by preventative measures against Violence Against Women, Domestic Abuse and Sexual
Violence (VAWDASV), ensuring that we are vigilant to any evolving threats within our communities.

2026/27: Enhancing Digital Solutions for Holistic and Inclusive Safeguarding Across NHS Wales.

In collaboration with NHS Wales and partner agencies, we will drive the development of cutting-
edge digital solutions aimed at creating a unified single care record. This integration will facilitate
secure, efficient information sharing and enable early identification of safequarding issues, ensuring
swift, appropriate interventions.

Our focus on digital integration will allow us to provide comprehensive, holistic support to both
children and adults, addressing their diverse care needs. The systems we implement will continually
evolve, ensuring resilience to emerging threats and enabling us to enhance the protection and

support of vulnerable populations.
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Implementation

The strategy will be implemented by the corporate safeguarding team in collaboration with Cwm
Taf Morgannwg University Health Board care groups, led by the Executive Director of Nursing. The
Safeguarding team will co-ordinate delivery plans in order to implement the strategy.

Members of the Safeguarding Operational Board, Executive Group, Care Group, Quality Safety Risk
Experience and Quality and Safety Committee should ensure that actions to achieve this strategy
are fully embedded within the Care Groups’ delivery plans.

Safeguarding and Executive Group members will act as a conduit for information, so that
improvement plans can be linked via Safeguarding to the annual Safeguarding Maturity Matrix.
The Executive Director of Nursing will continue to have direct access to the Medical Director and /
or Executive Lead if matters require immediate escalation and attention.

Multi-Agency Public
Protection
Arrangements

Female Genital Violence
Mutilation Prevention

Children
Looked After

Modern Slavery
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Delivery of Strateqy

Ensure there is a high
quality, highly
reliable and safe
systems that avoid
preventable harm.

Work collaboratively with partner agencies to identify best practice, share
information and work in partnership.

We will support our staff to exercise ‘professional curiosity’, promoting a culture of
safety where there are safeguarding concerns.

Initiating appropriate and decisive action where abuse or neglect has taken place
while in a healthcare setting.

Ensure employee wellbeing is a priority in the management of safeguarding.
Ensure staff will feel psychologically safe to raise concerns and try out new ideas
and approaches.

We will ensure a safe
and competent
workforce through
access to high quality
advice, training and
supervision.

Ensure robust learning takes place across the whole organisation.

Implementing and monitoring improvements from learning identified through
incidents, reviews, concerns and feedback.

Ensure CTMUHB have access to safeguarding policies and procedures and are
confident in their ‘Duty to Report; safeguarding concerns.

We will promote a culture of safety where safeguarding concerns can be raised
across all areas of the trust.

To deliver robust safeguarding arrangements and appropriate, timely and effective
use of procedures to protect those who are most at risk.

Effective

We will demonstrate
our accountability
through transparent
governance
arrangements.

Work collaboratively with partner agencies to identify best practice, share
information and work in partnership to safeguard children and adults.

We will always work in partnership with patients, their families and other agencies
to safeguard people at risk of harm.

We will learn from local, regional and national reviews to embed best practice
standards.

Focus on developing evidence based approaches to safeguarding practice that
balances the rights and choices of individuals.

Efficient

We will work in
partnership with our
statutory partners to

improve outcomes
for people at risk of
abuse or neglect.

CTMUHB wiill contribute to the development and implementation of regional
safeguarding Policies.

In collaboration with the Regional Safeguarding Board and partner agencies,
identify themes and trends to inform early intervention and preventative strategies.
The Health Board will provide robust leadership for safeguarding at every level and
across the organisation.

Demonstrate that we are a 'learning organisation' which is informed by the best
practice and learning from safeguarding reviews with the ethos of a ‘Just Culture’.

Equitable

We will be open and
honest when
safeguarding

concerns have arisen

and take the time to
explain those
concerns clearly.

We will involve patients in how we respond to their safeguarding concerns.
Training and education; the Safeguarding team to ensure provision of training for
all new and existing staff.

All Health Board staff have a responsibility to adhere to Safeguarding policies and
procedures.

We will ensure information is provided to individuals in their fist language to
enable them to fully engage in processes.

Person
Centred

To ensure the voice
of children and
adults are used to
shape and improve
services that
safeguard them.

Work alongside carers and young carers, to ensure they receive the support they
need to experience good health and wellbeing.

We will ensure our staff have the confidence to routinely ask our service users if
they feel safe, if anyone is harming them, and if they need our help.

We will always listen to the voices of children and adults at risk and always seek
their views ensuring that any barriers to communication are addressed.

We will involve patients in how we respond to their safeguarding concerns.

We will ask for feedback and learn and improve from patient and staff

safeqguarding experiences. °
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The social services and well being (Wales)
act 2014 core principles for protecting
children and adults at risk

These core principles work together to create a person centred approach that respect
individuals’ autonomy while ensuring the safety and well-being of vulnerable children

and adults.

VOICE AND CONTROL

Putting an individual and their needs at
the centre of their care and support.

MULTI AGENCY

Strong partnership working
between all agencies and
organisations to improve
the well-being of people in
need of care and support.

PREVENTION AND EARLY INTERVENTION

CO-PRODUCTION

People will be more
involved in the design and
delivery of their support,
working with them and
their family, friends, and
carers.

Emphasises taking proactive measures to identify
and mitigate potential risks before harm occurs.

WELL BEING

Supporting people to
achieve well-being in every
part of their lives.
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Roles and Responsibilities

in Safequarding

CTMUHB is committed to collaborating with the Regional Safeguarding Board and partner
organisations to achieve the objectives of its 2023-2026 strategic plan. Our safeguarding priorities
focus on both protection and prevention, ensuring the safety of those in need of care and support.

Protection

Prevention

Training and

Development

Collaborative
Working

Governance
and
Accountability

8/9

Safeguarding children and adults at risk from abuse, neglect, or other forms
of harm.

Responding effectively to safeguarding concerns to ensure a timely
intervention.

Implementing proactive measures to prevent children and adults from
becoming at risk of harm.
Promoting a culture of vigilance and early intervention within all services.

Ensuring that all staff have access to evidence-based training that reflects
the latest learnings and best practices in safeguarding.

Building a competent workforce that can confidently identify and address
safeguarding concerns.

Fostering partnerships with national organisations and local agencies to
enhance the effectiveness of safeguarding efforts.

Sharing information and best practices to ensure a cohesive approach to
safeguarding across the region.

Demonstrating accountability through transparent governance structures
and regular reporting.

Embedding safeqguarding practices into the culture of the organisation to
ensure it is recognised as "everyone’s business"”.
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Ensuring Deliverability of
Strateqgic Priorities

WE ARE WORKING TOWARDS A BETTER FUTURE

To ensure that our strategic objectives and priority areas are actionable and achievable, we will
develop a detailed work plan that outlines key deliverables, outcome measures, and timescales.
This work plan will be integrated into our annual reporting cycle, providing a structured approach
to monitoring and achieving our safeguarding goals.

The Safeguarding Executive Group will be responsible for overseeing the delivery of the work plan,
regularly reviewing progress against the defined milestones. They will report directly to the Quality
and Safety Committee, (a subcommittee of the Health Board), to ensure transparency,
accountability, and continuous improvement.

This approach will enable us to maintain a clear focus on our safeguarding priorities, measure

progress effectively, and adjust our strategies as needed to respond to emerging challenges and
opportunities.

,Q1: Refine resources to redesign training and 'Q1: Scope digital requirements with partners.
supervision. 2: Pil igital solutions in sel rtments.

IQ2: Assess training impact; align competencies. | Q2: i OJ_[ d'|g|ta %0 Utlo_ s in select departments

| Q3: Roll out workshops and supervision sessions. | @3: Optimise data sharing.

| Q4: Review outcomes and plan improvements. | Qa: Plan full roll-out based on feedback.

_\.I ’
Q1: Evaluate reporting system effectiveness. IJ
I
I
I

Q2: Promote confidential reporting.

Q3: Run awareness campaigns on VAWDASV
blueprint workstreams.

Q4: Implement and evaluate protections against
sexual harassment and abuse.
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Agenda Item
7.4

Quality, Safety & Experience Committee

Pressure Ulcer Prevalence Audit 2024

21/01/2025

Open/ Public
Not Applicable

Susan Reed — Tissue Viability specialist Nurse

Susan Reed — Tissue Viability specialist Nurse

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /Forum | Date Outcome
Individuals

Weekly Quality and Safety 11/11/2024

Assurance meeting Noted

Presented at Senior 30/10/2024 Recommendations
nurse/Lead Nurse meeting discussed and actions

Acronyms / Glossary of Terms
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1.1

1.2

1.3

Situation /Background

Pressure ulcers are localised injuries to the skin and underlying tissue
caused by prolonged pressure, often over boney areas or heels. They
significantly impact patient quality of life and can lead to severe
complications such as infections and increased mortality in severe cases.

As well as the cost to patients there is a considerable financial burden
associated with Pressure ulcers. The table below illustrates the
approximate costs related to each category of skin damage

To support the strategic pressure ulcer prevention strategy, a yearly audit
is conducted in partnership with Arjo Huntly Clinical Consulting Lead. A
pressure ulcer prevention assessment is performed across Cwm Taf
Morgannwg University Health Board.

The assessment occurred across all inpatient hospitals, including
paediatrics, between June 10 and June 13, 2024. The assessment is
conducted by teams of assessors, with each team comprising at least one
representative from the healthcare provider to gather patient data and one
representative from Arjo to collate and enter the data. Information is
gathered through observation of preventative equipment deployed, clinical
review of nursing records, and visual inspection of the skin by suitably
qualified personnel. The latter two points are undertaken by the wound care
nurse or another authorized employee of the healthcare provider to protect
patients’ rights to confidentiality.

Visual inspection and categorisation (staging) of pressure ulcers are
restricted to just one or two of the most experienced clinicians to maintain
patient dignity, increase accuracy (particularly for category 1 ulcers), and
reduce inter-rater error. No questions are posed directly to patients. For
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2.2

3.2

3.3
3.4

those patients who refuse a skin inspection, have a non-removable
dressing, or are absent from the clinical area at the time of the assessment,
the facility is offered the option to use information obtained from the
patients' notes or clinical team.

Specific Matters for Consideration

The total number of patients assessed in the audit was 1,337, of which 108
had a pressure ulcer identified.

Of the 108 patients with a pressure ulcer, these ranged from category 1 to
the most severe category of pressure ulcers, suspected deep tissue injury.
The severity of skin damage is reported using the International Pressure
Ulcer Classification System as outlined in the Pressure Ulcer Prevention and
Treatment Clinical Practice Guidelines.

Key Risks / Matters for Escalation

Overall 79% of patients had a risk assessment within 6 hours of admission,
and 87% recorded as having a skin assessment within 6 hours of admission.
Overall 90% of patients reviewed had the appropriate mattress to meet
their clinical needs, and 78 % had appropriate seating to meet their needs.
A review of the availability of slide sheets needs to be undertaken.
Learning should be shared with areas that have low or no pressure areas
ulcers and have achieved 100% assessments within the admission time
frames.

Assessment

Creating Health

If more than one applies please list below:

Living Well

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:

Learning, Improvement & Research

If more than one applies please list below:

Person Centred

Pressure Ulcer prevalence Page 3 of 4 Quality, Safety &
audit 2024 Experience Committee
21/01/2025
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https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
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https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
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If more than one applies please list below:

Choose an item.

If more than one applies please list below:

Impact Assessment
Yes: U No: X

Outcome: If no, please include
rationale below:
Not required

Yes: O No:

Outcome for Equality If no, please include
Outcome for Welsh | rationale below:
Language (delete as | Not required
appropriate):

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation
The Committee is asked to NOTE the outcome of annual pressure ulcer
prevalence report 2024.

6. Next Steps

¢ Multi-Professional Pressure Ulcer steering group has been established to
maintain oversight of pressure ulcer prevalence and prevention for the
Health board, as well as act as a conduit to imbed consistency of best
practice.

e There is evidence to suggest there is a large number of patients that
attend hospital with existing pressure ulcers. With this in mind the 2025
prevalence audit will take place across the Emergency departments
which will help to identify any areas for improvement

o Review process for shared learning and arenas for multi professional
learning to ensure wider learning is embedded.

Pressure Ulcer prevalence Page 4 of 4 Quality, Safety &
audit 2024 Experience Committee
21/01/2025
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Introduction

To support the strategic pressure ulcer prevention strategy, an annual audit is conducted in collaboration with Arjo Huntly Clinical Consulting.
The Tissue Viability (TVN) team reviews patients with pressure ulcers, including visual skin inspections, as part of the assessment across Cwm
Taf Morgannwg University Health Board.

. 142 (74%) patients’ skin were inspected
Pressure Ulcer Assessment Findings: (74%) pat MR

* 66 patients identified with pressure ulcers in seating areas. « 50 (26%) patients’ skin were not reviewed for various reasons

. . ) _
30 patients were bedbound; 36 sitting out, * 61 (40%) pressure ulcers out of the 154 recorded were validated

: 0 : . ) : :
* 71 patients (5%) recorded with moisture-associated skin damage. L 5 s e cRRE TS [ [Ee rassaT

* 8 patients had established pressure ulcers in seating areas. correctly

e - 27 pressure ulcers were re-categorised
Key Issues Identified:

* Insufficient availability and use of slide sheets across the Health Board. SiEailUE ST R R et e fiesleis

* No data collected from the Princess of Wales Maternity Unit. present

* Assess caregiver knowledge on risk assessment, repositioning, and transfers. | « 51 (27%) of patients reviewed had diabetes

* Develop an equipment selection guide for early, targeted interventions. _ _ _ _
* 91 (47%) of patients reviewed were wearing a body containment

* Ensure availability of suitable equipment to meet patient needs. |
product
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Executive summary

Community | Royal Glamorgan Prince Charles Princess of Wales Combined

Hospital Sites Hospital Hospital Hospital results

Number of patients

243 395 303 396
assessed
thal number of patients 19 40 24 o5
with pressure ulcers
The total number of
pressure ulcers recorded 27 60 30 37
was
Overall point prevalence 7.82% 10.13% 7.92% 6.31%
Facility acquired pressure 13 32 3 -
ulcers
Facility acquired prevalence 4.94% 4.81% 2.64% 1.52%
Average length of stay in 88 33 17 37

days

Total number of pressure ulcers recorded 154
60 (39%) were hospital acquired

126 patients have had a previous pressure ulcer
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Quality of preventative care

Community Royal Prince Princess Combined

Results

Hospital Glamorgan Charles of Wales
Sites Hospital Hospital Hospital

Risk assessment with 6hrs of admission 217 (89%) 315 (80%)) 214 (71%) 307 (78%) 1,053 (79%)

Skin assessment within 6hrs of

0, 0, 0, 0, [0)
o 241 (99%) 340 (86%) 231 (76%) 356 (90%) 1,168 (87%)

Individual prevention care planning At

i 198 (98%) 218 (76%) 170 (85%) 272 (91%) 858 (87%)

1,337 patients assessed

Repositioning care plan At risk+ 166 (82%) 232 (81%) 152 (76%) 237 (79%) 787 (79%)

990 (74%) of patients had sufficient risk

MUST assessment At risk+ 178 (88%) 247 (86%) 166 (83%) 263 (88%) 854 (86%) factors to be vulnerable to developing a
pressure ulcer.
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Equipment and repositioning overview Speciais

Therapy
Community Royal : : : 3% _
Equipment Hospital Glamorgan Prlrlucc:escirlglrles WZIrégclics)z oi];al ngsbljp[gd Very High
sites Hospital P P At Risk Risk
39% 31%
Slide sheet
availability on S.It.e 130 130 98 159 517
(refers to quantities Moderate
available) Risk High Risk
Required slide 8% 19%
sheets (C,D,E) 212 252 166 280 910
mobilit : : -
i 15 (1%) of patients were identified as
‘Never assessed for risk’ and on admission.
-82 -122 -68 -121 -393
Patients requiring Noone Very High
standing lifts (B,C) 113 185 124 184 606 6% Risk
mobility ‘ 17%

High Risk
13%

* Royal Glamorgan Hospital has the highest demand for slide sheets.

* The greatest shortfall is observed in Community Hospital sites. At Risk
64%
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Empowering movement towards
healthler outcomes

There’s a clear connection between mobility and people’s physical and mental well-being

* Through empowering movement, we contribute to improving clinical, operational and financial
outcomes

* With the right equipment, skills and environments, we contribute to driving healthier outcomes for
everyone involved

Next Steps & Planning 2025

Accident and Emergency project.

e 2025 Clinical prevalence dates

e 2nd_ 5% June 2025
* To consider for 2025 ‘Hot spot wards’ with 100% skin inspection.

* To consider undertaking one hospital site assessment with a deeper
dive of quality of preventative care.

‘never events




Agenda Item 8.1.1 |

UNAPPROVED Minutes of the Quality & Safety Committee

Tuesday 19" November 2024 at 14:00hrs

Virtual via Microsoft Teams

Carolyn Donoghue Independent Member
(Committee Chair)

Kath Palmer Vice Chair (Committee Vice
Chair)

Helen Lentle Independent Member

Hayley Proctor Independent Member

Gethin Hughes Chief Operating Officer

Lauren Edwards Executive Director of Allied

Health Professionals and
Healthcare Sciences

Philip Daniels Executive Director of Public
Health (In part)

Dom Hurford Executive Medical Director

Hywel Daniel Executive Director for People
(In part)

Richard Hughes Deputy Director of Nursing

Sallie Davies Deputy Medical Director

Suzanne Hardacre Director of Midwifery

Leanne Davies Head of Nursing Primary Care &
Community

Alex Brown Unscheduled Care - Care Group
Medical Director (In part)

Emma James Unscheduled Care - Care Group
Nurse Director

Sharon O’Brien Planned Care - Care Group
Nurse Director

Chris Beadle Assistant Director of Health,
Safety & Fire

Nigel Downes Assistant Director of Quality &
Safety

Julie Denley Deputy Chief Operating Officer

— Primary Care, Community,
Mental and Learning Disabilities

(in part)
Lloyd Griffiths Head of Mental Health Nursing
Sally Bolt Care Group Medical Director
Steffan Gwynne Directorate Manager, Prison
Healthcare
Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
Quality & Safety Committee held on Page 1 of 16 Committee
the 19" November 2024 21st January 2025

1/16 185/296



Julie Dickenson Lead Nurse, Unscheduled Care
(In part)

Kellie Jenkins Forrester Head of Concerns & Business
Intelligence

Gaynor Jones RCN Convenor

Ceri Bear Llais Cymru Representative

Cally Hamblyn Assistant Director of
Governance & Risk

Emma Walters Head of Corporate Governance
& Board Business (Secretariat)

Filipe Leitao Head of Nursing for Infection,
Prevention & Control

Agenda Meeting Business

Item
1. PRELIMINARY MATTERS
1.1 Welcome and Introductions

The Committee Chair welcomed everyone to the meeting, particularly those

joining for the first time, those observing and colleagues participating for specific

agenda items. The format of the proceedings in its virtual form were also noted.

Members noted that the meeting would be recorded to aid the Committee

Secretariat in ensuring the accuracy of scrutiny related discussions and decisions

made during the meeting. Members noted that the recording would be destroyed

once the minutes had been confirmed as accurate. Members confirmed they were

happy to proceed.

1.2 Apologies for Absence

Apologies for absence had been received from:

Dilys Jouvenat, Independent Member;

Patsy Roseblade, Independent Member;

Greg Dix, Executive Director of Nursing/Deputy Chief Executive;

Mary Self, Mental Health and Learning Disabilities Care Group Clinical

Director;

¢ Ana Llewellyn, Mental Health and Learning Disabilities Care Group Nurse
Director;

¢ Mohamed Elnasharty, Children and Family Care Group Clinical Director;

e David Miller, Primary Care and Community Care Group Clinical Director;

e Lucie Williams, Primary Care and Community Care Group Nurse Director;

1.3 Declarations of Interest
There were no interests declared.
2. SHARED LISTENING & LEARNING
2.1 Shared Listening & Learning Story — Care of the Elderly Dare to Dream

Music Sessions
J Dickenson shared the presentation with the Committee which provided an
update on the care of the elderly ‘dare to dream’ music sessions.

The Committee Chair extended her thanks to J Dickenson for sharing the positive
story which highlighted the beneficial effects of music therapy. Attention was
drawn to the learning identified in terms of including the Estates Directorate in
planning for such events from the outset to ensure arrangements can be made

Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
Quality & Safety Committee held on Page 2 of 16 Committee
the 19" November 2024 21st January 2025
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so that the environment is conducive, and the sessions can be used to their full
potential.
Resolution | The presentation was NOTED

2.2 Spotlight Presentation — Sexual Safety & Safeguarding Briefing Paper
R. Hughes presented the report to Members of the Committee which provided an
update on Sexual Safety & Safeguarding.

H Daniel advised that he had agreed the scope of this report with R Hughes and
provided an update in regard to how the people and cultural issues would be
addressed and assurance received through the appropriate Board and Committee
business. Members noted that in addition to the safeguarding concerns that had
been outlined by R Hughes, there had been a number of staff concerns raised
and individual cases were currently being investigated. The Committee will be
provided with an update on these at the most appropriate time.

It was noted that in terms of addressing any cultural issues in the areas
concerned an initial piece of work had been undertaken, by site and department
and Members noted that the review findings were currently being worked
through. H Daniel advised that the findings of this review would be presented to
the Executive Leadership Group on the 25 November 2024 to include next steps
and that an assurance report on the people and culture aspects would be
presented to the In Committee session of the People & Culture Committee taking
place on 5 December 2024.

G Jones sought assurance that where a perpetrator had been identified
appropriate action had been taken. G Jones also sought clarity that procedures
and policies were being followed to ensure these issues were being addressed
robustly. H Daniel confirmed that where suspension was appropriate this action
had been taken and confirmed that processes were being worked through in the
normal way, with some cases being accelerated. Members noted that a ‘look
back’ exercise was also being undertaken to determine whether outcomes from
previous investigations were appropriate. Members noted that a more detailed
update would be presented to the December meeting of the People & Culture
Committee.

K Palmer welcomed the transparency that had been outlined within the report
and expressed concern about the numbers highlighted. K Palmer added that she
endorsed the next steps that would be taken and added that it was evident that
action was being taken. Furthermore, K Palmer sought clarity as to whether there
was anything that needed to be undertaken in relation to communication and
messaging of the issues highlighted and how concerns could be reported. R
Hughes advised that the data that had been recorded appeared to show that
there had been an under-reporting of issues, both within the acute and
community settings. R Hughes advised that consideration was therefore being
given to how the public health agenda could be utilised in terms of messaging
and allowing people to access safe spaces to raise their concerns.

C Bear advised that she found the report clear and easy to understand, she
sought assurance as to what support was being offered to those individuals who

Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
Quality & Safety Committee held on Page 3 of 16 Committee
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had been subject to sexual abuse and queried how the Health Board would
monitor their health and wellbeing moving forwards. R Hughes confirmed that
the appropriate support was being provided to individuals on a case-by-case
basis, for example, he commented that where there was police involvement then
counselling may be offered. Members noted that in relation to staff, they had
access to the Health Board’s wellbeing support. R Hughes advised that
consideration was being given to the need to understand the multi-faceted routes
that individuals were being signposted to and whether the approach being taken
was fit for purpose or whether it could be further strengthened.

H Daniel advised that in relation to communication, the Health Board is taking an
evidence-based approach as to how the organisation responded to the issues. H
Daniel advised that a proposal would be made to the Executive Team in
determining how the Health Board acknowledges the concerns that have been
raised and the steps being taken to address the issues. He advised that an invite
will be extended to staff to participate in conversations held in early 2025
regarding the issues identified. H Daniel referred to the Worker Protection Act
and the Health Board’s duty to be proactive in this space.

H Daniel advised that in relation to the query raised by C Bear regarding
wellbeing, there was a well-structured wellbeing team in place within the Health
Board, which was led by a Team of Occupational Psychologists and Psychological
Wellbeing Practitioners and added that the cultural work that had initially been
undertaken had been led by the Senior Occupational Health Psychologist.
Members noted that specialist support was also being provided to individuals,
which was dependent on the individual cases.

H Daniel added that the Health Board would need to continue to recognise that
there are likely to be cases that would have gone unreported which reiterates the
importance of creating a culture where you could speak up safely, with clear
guidance as to what response you should expect to receive from the organisation
as a result. H Daniel advised that the organisation also needed to be careful as
to how it responded to individuals who reported cases of sexual harassment or
abuse, and was reviewing the best available evidence to ensure it responds in
the most appropriate manner. H Daniel advised that in addition to the People &
Culture Committee, the Quality & Safety Committee would continue to be kept
update on progress made.

D Hurford advised that it was distressing to hear that this could be happening
within the organisation and advised that all clinical groups were vulnerable to this
issue and referred to the report received a couple of years previously from the
Royal College of Surgeons which highlighted national issues regarding this
matter. Members noted that the Speaking up Safely Champion, G Watts, Director
of Corporate Governance/Board Secretary would shortly be attending the Local
Negotiating Committee to provide an update on Speaking up Safely. D Hurford
recognised that as awareness is increased that individuals are encouraged to
speak up safely it is likely that more cases of this nature will be identified.

The Committee Chair extended her thanks to R Hughes for presenting what was
quite a sobering and reflective report and noted the assurances of the actions
being taken to appropriately address the issues identified from the findings, she

Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
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further recognised that due to the wide spanning nature of the issues,
consideration should be given to where this is reported to avoid duplication..

Resolution

The presentation was NOTED

3.
3.1

' CONSENT AGENDA BUSINESS |
The Committee Chair reminded Members that the agenda had been reformatted
to include consent agenda items at the end of the agenda. She asked if there
were any items from the consent agenda (Item 8) that the Committee Members
wished to bring forward to the Main agenda for discussion. There were none.

' MATTERS ARISING
Action Log

The Action log was received. The Committee Chair sought confirmation from
Members as to whether they were content to close the actions being
proposed for closure.

K Palmer raised a general question on process and queried whether updates
would still be received via the forward work programme on some of the
actions being proposed for closure. C Hamblyn confirmed that where there
was a specific action to add an item to the forward plan, these items were
being added to the forward work programme and would not be lost sight of.

Members confirmed they were happy to close the actions being proposed for
closure.

Resolution

The Action Log was NOTED

4.2

Matters Arising Not Captured on the Action Log

B
5.1

There were no matters arising.
\ SETTING THE SCENE — SERVICE DELIVERY \
Report from the Clinical Executives

R Hughes and Clinical Executive Directors presented the report and
highlighted the key areas for Members attention.

C Bear made reference to the Haematology Day Unit service being fragile
and the move of the Day Unit from Princess of Wales Hospital to the Prince
Charles Hospital and sought clarity as to how patients had responded to this
move, given the distance to travel between the Princess of Wales Hospital
and Prince Charles Hospital, and whether the Health Board had put any
arrangements in place to help patients transfer from one site to the other.
G Hughes clarified that it was the Haematology Day Unit at Royal Glamorgan
Hospital that had moved to Prince Charles Hospital, as opposed to the unit
at the Princess of Wales Hospital. G Hughes advised that the unit needed to
be converted back into a ward to accommodate patients that had to be
moved out from the Princess of Wales Hospital. G Hughes confirmed that
all Princess of Wales Hospital patients have their Haematology services
delivered via Singleton or Neath Port Talbot Hospitals.

In regards to patient feedback, G Hughes advised that some patients had
expressed concerns with having to travel to Prince Charles Hospital to access
Haematology services, given that some patients were having to attend the
Haematology Day unit daily. As a result of this, options were being explored

Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
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in regard to providing some services on the Royal Glamorgan Hospital site
for those patients who were unable to travel. Members noted that a purpose-
built Haematology Day Unit had now been opened on the Prince Charles
Hospital site, and it was positive to see that this unit was being fully utilised.
G Hughes advised that the position would continue to be monitored, and
feedback would be taken into consideration, with confirmation provided to C
Bear that this was a temporary measure whilst works at the Princess of
Wales Hospital were being undertaken.

The Committee Chair advised that she was pleased to hear about the work
being undertaken in relation to falls and that progress and outcomes would
be reported to the Improving Care Board, which helped to provide assurance
to the Committee that actions were being taken.

The Committee Chair made reference to Boarding and advised that whilst it
was pleasing to see that improvements had been made, she queried what
the impact would be of all the changes that had to be put into place to
respond to the critical incident at the Princess of Wales Hospital and queried
whether the position would worsen as a result of this. G Hughes advised that
at present the Health Board were operating with 75 fewer beds than prior to
the critical incident. Members noted that Teams were working hard to avoid
boarding and noted that if patients did need to be boarded, these were being
de-escalated promptly. G Hughes advised that the balance of risk was
important along with ensuring a multi-disciplinary approach was being taken
and that focus was being placed on the delivery of the improvement actions.
The Committee Chair advised that she felt encouraged by this update.

Resolution The report was NOTED
5.2 Care Group Highlight Reports
5.2a Children & Families Care Group Highlight Report

S Hardacre presented the report and highlighted the matters contained
within the alert/escalate section.

H Lentle referred to the sickness levels and sought clarity as to whether
there were any underlying issues that Members needed to be made aware
of. S Hardacre advised that whilst there was a mixture of reasons associated
with sickness levels, there had been significant sickness within the staff
group who had been affected by the closure of the Maternity and Neonatal
Unit at the Princess of Wales Hospital and had been temporary deployed to
other units. Members noted that steps had been taken with neighbouring
organisations at the start of the project to ensure that clinical supervision,
practice development support and other support mechanisms had been put
into place, together with regular touch points with individuals. S Hardacre
advised that regular site visits by senior team members were being
undertaken to check in on the wellbeing of staff affected by the moves, she
also noted that steps are being undertaken to ensure staff return to work
safely and in a timely manner.

The Committee Chair referred to the update provided in the assure section
which stated that Health Visiting Bridgend records will transfer from digital
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to paper from 1t November due to cessation of access to the clinical portal
hosted by Swansea Bay University Health Board. The Committee Chair
expressed concerns that this did not align with the digital transformation
agenda. S Hardacre advised that whilst she agreed with the views expressed
by the Committee Chair, at present there was no digital solution in place and
a decision had to be made as to the most appropriate short-term solution
whilst a longer-term digital solution was being sourced.

Resolution The report was NOTED
5.2b Unscheduled Care Group Highlight Report

E James presented the report and highlighted the matters contained within
the alert/escalate section of the report. E James advised that since the
report was written, there had been some further moves undertaken in
relation to the decanting of patients from the Princess of Wales Hospital.
Members noted that within Unscheduled Care there were 16 ward moves
from Princess of Wales Hospital to Royal Glamorgan Hospital and Ysbyty
George Thomas. Members noted that the Stroke Ward had now been located
on Ward 20 at Royal Glamorgan Hospital. Members noted that weekly
‘Question and Answer’ sessions were being held for staff within the Care
Group.

Members noted the suggestion made within the report in regard to sharing
a spotlight presentation to a future meeting in regard to the Welsh
Ambulance Services NHS Trust (WAST) joint investigation framework
thematic review that had recently been completed to highlight the analysis
undertaken and associated recommendations. The Committee Chair advised
that the Committee would welcome a future spotlight report on this matter.

The Committee Chair advised that she was encouraged to hear that the
positive moves that had taken place had made a real difference, particularly
within Respiratory.

C Bear referred to the update provided in the assure section in relation to
the Emergency Department National Patient Reported Experience Measures
(PREM) survey and advised that she had spent some time at the Emergency
Department and Ward 9 at Royal Glamorgan Hospital over the last couple of
weeks. C Bear referred to the update provided within the report that stated
that only 17% of respondents had commented on the long waiting times and
advised that from her discussions with patients over the last couple of weeks,
they all advised that whilst they had been waiting long lengths of times, their
expectations were that waits would be lengthy. Members noted that all
patients spoken to praised the healthcare professionals that had been caring
for them.

The Committee Chair advised that it was interesting to hear the expectations
of patients and how this had changed and added that it was important to not
lose sight of what could now be considered the norm in terms of long waiting
times in Emergency Departments.

Resolution The report was NOTED.
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Action: Spotlight presentation to be presented to a future meeting in regard to the
WAST joint investigation framework thematic review that had recently
completed. Presentation to highlight the analysis undertaken and associated
recommendations

5.2¢ Planned Care Group Highlight Report

S O Brien presented the report and highlighted the matters contained within
the alert/escalate section. Members noted the significant impact the Critical
Incident at Princess of Wales Hospital had on the Planned Care position.

G Hughes acknowledged the extraordinary efforts of the Care Group Teams
in responding to the critical incident at the Princess of Wales Hospital, which
they had managed to do with very little negative impact on patients.

G Hughes advised that in relation to Planned Care, the Health Board had
secured some Welsh Government funding, and it was hoped that this would
support the Health Board to secure additional Theatre capacity, given that
those patients waiting for elective care procedures had been impacted the
most negatively. Members noted that the work that had been undertaken
during the ‘perfect fortnight’ had enabled the Health Board to re-establish
an elective orthopaedic programme with a smaller bed base. G Hughes
advised that this level of innovation was so important to enable the needs of
patients to be met.

The Committee Chair echoed the comments that had been made by G
Hughes in relation to the effort made by all staff to address the issues that
had been faced during the critical incident and advised that she was
encouraged to hear of the positive pieces of work being undertaken
alongside this.

Resolution The report was NOTED
5.2d Mental Health & Learning Disabilities Care Group Highlight Report

L Griffiths presented the report and highlighted the matters contained within
the alert/escalate section.

The Committee Chair advised that she was pleased to see the improvements
that had been made in relation to registered nurse recruitment which had
been an area of concern for the Committee for some time, and added that it
would be helpful to see if there was any learning that could be shared with
other areas as to how the Care Group had managed to address this.

K Palmer echoed the comments made by the Committee Chair and referred
to the risks in relation to the Mental Health Workforce and the work being
undertaken by Health Education Improvement Wales in regard to Mental
Health workforce planning. K Palmer sought clarity as to how the team could
try to anticipate where there could be issues in areas where there were
vacancies and questioned what more could be done to address this. L
Griffiths advised that the Care Group were undertaking a review of the whole
medical workforce, which included a review of portfolios, overseas
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recruitment and alternative use of Advanced Clinical Practice posts. G
Hughes confirmed that the Care Group did have an extensive programme of
work in place to address medical workforce, which included recruitment, role
diversification and further development of the service model.

K Palmer raised concerns in relation to Estates issues and the impact this
had on quality and safety and questioned how this could be looked at by the
Committee across all Care Groups. G Hughes advised that a Healthcare
Inspectorate Wales feedback session was held earlier this week at Princess
of Wales Hospital, where they identified several significant estates issues. G
Hughes added that it would be helpful to establish a mechanism which
identifies the estates issues where they provide a risk to the quality and
safety of the services provided to patients. The Committee Chair advised
that consideration would be given to the most appropriate way of reporting
estates issues to the Committee outside of this meeting, to ensure the
Committee were provided with assurance.

L Edwards provided Members with an update in relation to the work being
undertaken within the Mental Health & Learning Disabilities Care Group to
address the estates issues, which is a significant issue that was impacting
the team’s ability to deliver a service safely. In relation to Ligature risks,
which were previously being managed at Ward level, L Edwards advised that
a group had been established, which was being led by the Care Group Nurse
Director, and queried whether the wider issues in regard to estates could
feed into that group.

In relation to workforce, L Edwards advised that this was an All-Wales issue
that was due to be discussed at the Ministerial Mental Health summit which
had been subsequently cancelled due to limited Executive and Clinical
Executive engagement. Members noted that L Edwards and G Hughes
provided suggestions as to how engagement could potentially be increased
and how learning could be gained from other national programmes of work.
Members noted that the Team had undertaken some preparatory work to
address the workforce issues.

L Edwards advised that there had been a refresh of the Mental Health
Inpatient Improvement Programme which had now been structured in line
with the national programme. Members noted that focus was being placed
on alternative workforce models and roles.

G Jones sought confirmation that registered nurses that were leaving the
Acute Mental Health Wards were remaining in the organisation and were
moving into different nursing roles within other services, such as Primary
Care. L Griffiths confirmed that this was correct and advised that a large
number of community roles had been created, which had provided
promotional opportunities for staff working on acute wards. Members noted
that because of the recent establishment review, the skill mix had been
changed to provide more promotional opportunities and to try and retain the
skilled practitioners on acute wards, which had been a positive experience

to date.
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Resolution The report was NOTED
Action Consideration to be given to the most appropriate way of reporting and
ensuring visibility of estates issues to the Committee for assurance purposes.

5.2e Primary & Community Care Group Highlight Report
L. Davies presented the report and highlighted the matters contained within
the alert/escalate section.

J Denley advised that in relation to the Dental Contract Review, there had
been several contract hand backs since the contract reform came into place
18 months ago. Members noted that the Health Board had to date been
successful in re-contracting with alternative providers. J Denley advised that
given that there had been a delay in this process, support was being sought
from neighbouring dental practices to temporarily take on additional patients
and increase their contracts in order to mitigate the risks.

K Palmer raised concerns in relation to waiting times for dental services,
particularly for patients requiring general anaesthetic, and questioned
whether there was anything further that could be done to address the
position. J Denley advised that in order to address the waiting list position,
options were being explored in relation to commissioning external capacity.
D Hurford added that this was a significant issue to manage and advised that
many of the issues in regard to dental services patients were linked to
deprivation and social factors, which would require some work to be
undertaken on prevention and public health messaging in regard to the
importance of maintaining good oral health.

G Hughes advised that as a result of additional theatre capacity on hospital
sites, this would create some additional flexibility. G Hughes advised that
there would be challenges in relation to linking theatre availability with the
availability of operating dentists and added that the Executive Team all share
the concerns that had been expressed by K Palmer and were working hard
to source a solution for these children.

Resolution The report was NOTED
5.2f Diagnostics, Therapies, Pharmacy & Sciences Care Group Highlight
Report

S. Bolt presented the report and highlighted the matters contained within
the alert/escalate section.

Resolution
GOVERNANCE, RISK AND ASSURANCE

6.1 Organisational Risk Register — Risks Assigned to the Quality & Safety
Committee
Questions were raised by the Committee Chair ahead of the meeting as
outlined below, together with the responses provided:

Question: 5417 — “Paediatric General Anaesthetic (GA) list is there an
opportunity to outsource? (Primary Care and Community Care Group)”

Unconfirmed minutes of the CTMUHB Quality, Safety & Experience
Quality & Safety Committee held on Page 10 of 16 Committee
the 19" November 2024 21st January 2025

10/16 194/296



Response: “Yes this is being explored with Swansea Bay unused sessions
but also directly with a provider”.

Question: 4691- Mental Health In Patient (IP) unit. “I think 1 am right in
thinking that this does not relate to the anti-ligature work which has already
been covered (Mental Health & Learning Disability (MHLD) Care Group)”

Response: “It is different to ligature one — it’s a general estate no longer fit
for purpose issue covering multiple sites. Update as below.

Some works are due to commence in Princess of Wales (POW) Mental Health
inpatient estate in January. The wider review took significant time to
commission but has progressed and the results of this will then inform future
options.”

C Hamblyn presented the report and highlighted the key matters for
Members attention.

The Committee Chair extended her thanks to C Hamblyn for presenting the

report.
Resolution The report was REVIEWED and CONSIDERED
6.2 HMP Parc and Young Persons Unit A Year On

The Committee Chair highlighted that this item had been deferred from the
previous meeting.

S. Gwynne presented the report that outlines the progress made with
providing health care services within the prison since the 15% December
2022. The report evaluates service delivery, key achievements to date and
future recommendations aimed at enhancing the quality of care for
prisoners.

The Committee Chair extended her thanks to S Gwynne for presenting the
report which she had found to be interesting and recognised the significant
amount of work undertaken in such a short space of time.

D Hurford referred to the remarkable turnaround that had been achieved
within the service over the last year and commended the Team for the work
undertaken in this area. D Hurford added that the Pharmacy Team within
the service had been awarded a Seren Award for their achievements in
managing access to medicines within a challenging environment.

K Palmer echoed the comments made by D Hurford and advised that
Committee Members recognised the challenging environment the Team were
faced with and commended the Team for the significant work that had been
undertaken within the service, whilst recognising there was further work that
needed to be undertaken to strengthen processes.

K Palmer queried that whilst understandably focus was being placed on the
patients within Parc Prison, were the Team able to reach out to families and
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community members, particularly when there were incidents of deaths
within the prison. S Gwynne advised that engagement was difficult within
this area, given that any engagement undertaken via social media channels
to publicise the work being undertaken was being met with a negative
response. S Gwynne added that there was some further work to be
undertaken in relation to communication and engagement with family
members who were asking questions in relation to their loved ones within
the prison and advised that there were two Patient Advice Liaison Services
officers in post who could undertake further work in relation to
communication and engagement if they could be released from undertaken
some administrative duties.

J Denley extended her thanks to S Gwynne and L Davies for the work they
had undertaken in this area and queried whether Independent Members
would find it helpful if a detailed update was provided to them on Parc Prison
at a future Board Development Session given the number of complexities
within the service.

The Committee Chair welcomed the suggestion of having a focussed session
on Parc Prison at a future Board Development session and advised that it
would also be helpful if Committee Members could be provided with an
update on what the scope was felt to be at the start and the scope of the
whole service in regards to the boundaries of what could be provided by the
Health Board. J Denley confirmed that the service had a set budget from the
HM Prison and Probation Service (HMPPS) who commission the service, with
the budget being underspent at present. Members noted that HMPPS were
open to considering bids from the Health Board for additional funding which
could be used to improve services, whilst monitoring the Health Board’s
delivery of the current contract position.

P Daniels advised that the population within the prison service was
vulnerable and added that the individuals would not remain in prison for an
infinite amount of time and would return into communities. P Daniels advised
that consideration needed to be given to population health interventions, for
example, vaccinations and screening, and extended his thanks to S Gwynne
and the Team for their support in regard to this.

Following a query raised by the Committee Chair as to whether future stand-
alone reports would need to be presented to the Committee on this matter,
J Denley suggested that future updates on progress were included in the
Primary Care & Community Care Group Highlight reports, in addition to
focussed updates being presented to future Board Development Sessions.

Resolution: The Committee NOTED the report.

Action: Focussed session to be provided to Board Members on Parc Prison at a future
Board Development Session given the number of complexities within the
service.

6.3 Healthcare Inspectorate Wales Action Plan Tracker

C. Hamblyn presented the tracker that updated the Quality & Safety
Committee on progress against the open actions held on the Healthcare
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Inspectorate Wales (HIW) tracker of the accepted improvement plan(s)
submitted to HIW following their Inspection(s) across the organisation for
the timeframe from 5th September to 22nd October 2024.

The Committee Chair noted that there were a number of updates still
outstanding and was pleased to see this item had been added to the main
agenda for discussion and focus. The Committee Chair also noted the
significant scale of this piece of work.

Resolution The Committee NOTED the report.

6.4 Coroners Cases/Inquests

N. Downes presented the report that provided an overview of inquest
activity within the Health Board. In addition, the report outlined the plan for
future reporting in relation to themes and trends.

K Palmer extended her thanks to N Downes for presenting the report which
she had found to be helpful, particularly given that this was information that
had been requested by Committee Members at a previous meeting.

H Lentle echoed the comments made by K Palmer and queried as to whether
there may be an issue with resources moving forward, given the potential
increase in the number of inquests, and whether this would have an impact
on the Health Board being able to sustain the level of learning.

N Downes advised that in relation to the potential increase in cases, this was
because of the coroner employing an additional six Coroners Assistants
across the summer period. N Downes added that the Coroner’s Office also
appeared to be requesting a faster turnaround of investigations which was
resulting in the Health Board’s Legal Team having to submit information to
them in a suitably timely fashion. N Downes added that the structure of the
Legal Team was being changed to create a defined Inquest Team in addition
to a defined Claims and Redress Team which should hopefully help to
address the position.

Resolution The report was NOTED

6.5 Duty of Candour Annual Report

N. Downes presented the report that provided an annual report that
describes how the requirements under the Health and Social Care (Quality
and Engagement) (Wales) Act 2020 are being fulfilled.

The Committee Chair extended her thanks to N Downes for presenting the
report and noted that it was stated within the report that there was a limited
response to undertaking the duty of candour training and questioned
whether this was being addressed. N Downes confirmed that this was being
addressed, with awareness being raised at the Listening & Learning Events
in relation to duty of candour.

The Committee Chair referred to there being no set template for the Duty of
Candour report and questioned whether there was a set template to
determine report content and format. N Downes advised that whilst there
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was no set template in place, engagement had been undertaken with
colleagues within other Health Board’s to ensure consistent reporting was in
place. N Downes added that a set template would be welcomed moving

forwards.

Resolution The report was NOTED

6.6 CTMUHB Welsh Risk Pool and Legal & Risk Services Annual Review
2023-24

N. Downes presented the report that updated the higher-than-average rate
of clinical negligence and personal injury matters closed without damages
and explored how these successful defence strategies can be further
enhanced.

C Bear referred to Maternity Services, and advised that at this Committee
and Board, Members had been congratulating Maternity Services regarding
the improvements that had been made in service delivery and changes that
had been put into place. C Bear advised that the report identified that
Maternity Services was amongst the highest value in terms of litigation
moving forwards and sought clarity as to how these two matters balanced.
N Downes advised that Maternity claims were high value given the complex
nature of the cases resulting in more costs and damages associated with
these claims...

The Committee Chair extended her thanks to N Downes for presenting the
report and noted that a discussion would be held with the Corporate
Governance Team to confirm future reporting requirements moving

forwards.

Resolution The report was NOTED

Action Discussion to be held with the Corporate Governance Team outside the
meeting to confirm future reporting requirements moving forwards.

6.7 Covid 19 Inquiry — Verbal Update

C. Hamblyn presented the committee with a verbal update on the COVID —
19 Inquiry. C Hamblyn advised that despite the Committee not receiving an
update on progress for some time, activity was still being undertaken, with
the Health Board being fully engaged in responding to the inquiry as
required. Members noted that the Health Board was a core participant for
Module 3, which was the focus of the Health Board responses, and noted
that the Health Board had not been chosen to provide witness evidence.

C Hamblyn advised that the Health Board had not engaged in being a core
participant for any other modules and added that Board Members would be
aware that they were being consulted each time a new module was released
to ensure they were content with the status as to whether or not the Health
Board was going to be a core participant. Members noted that the Legal
Team continue to be instructed and were only being used as and when
required to support on rule 9 requests and witness statements.

C Hamblyn advised that consideration was being given to the use of Artificial
Intelligence software to assist in cataloguing the data, with the Health Board
currently holding a significant repository of data and information related to
the inquiry within a central place.
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The Committee Chair extended her thanks to C Hamblyn for providing the
verbal update.

Resolution The report was NOTED

Patient Safety, Quality and Experience Dashboard

N. Downes presented the report of the Patient Safety & Quality Dashboard
to Committee Members that provided data from 01.09.24 to 31.10.24 taken
from systems on 11.11.24.

E James extended her thanks to the Bereavement Lead Nurse and Patient
Advice Liaison Service Team for the work undertaken during the critical
incident to engage with patients and families in regard to the moves that
needed to be undertaken.

E James added that in relation to medication scrutiny, Heads of Nursing were
also identifying an increase in medication incidents and added that additional
medication scrutiny meetings had been established supported by Diagnostic,
Therapies, Pharmacy and Sciences (DTPS) colleagues in order to monitor the
position.

The Committee Chair extended her thanks to N Downes for presenting the

report and recognised the significant improvements that had been made in
several quality performance areas.

Resolution The report was NOTED
I
8. CONSENTAGENDA

8. CONSENT AGENDA

8.1 FOR APPROVAL

8.1.1 Unconfirmed Minutes of the meeting held on 18 September 2024
The minutes were APPROVED.

8.1.2 Unconfirmed Minutes of the In Committee meeting held on 18

September 2024
The minutes were APPROVED

8.2 FOR NOTING
8.2.1 Committee Annual Cycle of Business 2024 and 2025
The Cycle was NOTED
8.2.2 Forward Work Programme
The forward programme was NOTED
8.2.3 Quality, Safety & Experience Committee Terms of Reference
The terms of reference were NOTED
8.2.4 National Collaborative Commissioning Unit Quality Improvement

and Assurance Service Annual Position Statement

The Committee NOTED the statement.

8.2.5 Joint Commissioning Committee Quality & Patient Safety Committee
Chairs Report

The report was NOTED

8.2.6 Clinical Policies Highlight Report
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The Committee NOTED the highlight report

8.2.7 Safeguarding & Public Protection Annual Report
The Annual report was NOTED

8.2.8 Prescribing Annual Report
The report was NOTED

8.2.9 Clinical Audit Quarterly Report
The Committee NOTED the report

8.2.10 Clinical Education Annual Report
The report was NOTED by the Committee

8.2.11 Antimicrobial Resistance Report
The report was NOTED

8.2.12 Organ Donation Committee Annual Report
The Annual report was NOTED

8.2.13 Access to Medicines Committee Annual Update
The Committee NOTED the update

O, ' CLOSE OUT BUSINESS
9.1 Any Other Business

There was no other business to report.

9.2 Highlight Report to Board

The Committee Chair noted that the Assistant Director of Governance & Risk
had helpfully identified some potential areas for inclusion within the
Committee Highlight Report which would be considered further outside the
meeting.

9.3 How Did we do in this Meeting

G Jones advised that she felt that the discussions held during this meeting
had been interesting and informative and added that she found the meeting
to be well chaired.

9.4 Identification of Future Spotlights and Thematic Presentations

The Committee Chair advised that a number of suggestions had been made
for spotlight reports throughout the meeting today.

10. Items to be discussed at the In Committee Quality & Safety
Committee held following this meeting

It was noted the following item would be discussed at the In Committee
session:
e CTMUHB Welsh Risk Pool and Legal & Risk Services Annual Review
2023-24

11. DATE AND TIME OF NEXT MEETING

The next meeting takes place on Tuesday 21st January 2025 at 9:00. The
Chair also confirmed the name of the Committee would be changing to the
Quality, Safety & Experience Committee because of the revised Committee

structure.
12. CLOSE OF MEETING
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Agenda Item

8.1.2

Unapproved Minutes of the In Committee Quality & Safety Committee

Tuesday 19" November 2024 at 16:30hrs

Virtual via Microsoft Teams

Carolyn Donoghue

Independent Member
(Committee Chair)

Kath Palmer

Vice Chair (Committee Vice
Chair)

Hayley Proctor

Independent Member

Helen Lentle

Independent Member

Gethin Hughes

Chief Operating Officer

Lauren Edwards

Executive Director of Allied
Health Professionals and
Healthcare Sciences

Dom Hurford

Executive Medical Director

Richard Hughes

Deputy Director of Nursing

Nigel Downes

Assistant Director of Quality &
Safety

Cally Hamblyn

Assistant Director of
Governance & Risk

Emma Walters

Head of Corporate Governance
& Board Business (Secretariat)

Nil

Agenda
Item

Meeting Business

Welcome and Introductions

PRELIMINARY MATTERS

The Committee Chair welcomed everyone to the meeting.

There were no interests declared.

2023-24

1.2 Apologies for Absence

e Dilys Jouvenat, Independent Member;

e Greg Dix, Executive Director of Nursing/Deputy Chief Executive;
1.3 Declarations of Interest

MAIN AGENDA

CTMUHB Welsh Risk Pool and Legal & Risk Services Annual Review

Unconfirmed minutes of the CTMUHB
Quality & Safety In Committee held
on the 19 November 2024

Page 1 of 2

Quality, Safety & Experience
Committee
21 January 2025
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N Downes presented the Cwm Taf Morgannwg specific element of the report
following a suggestion made by the Welsh Risk Pool to discuss this in a closed
session of the Committee as there may be identifiable data contained within the
report.

In response to a query raised by H Lentle as to the reasons why the figure for
personal injury matters closed without damages were almost a quarter higher
than the All Wales average, N Downes advised that there had been challenges
in relation to capacity within the Claims Team however, as a result of structure
changes it is hoped that the position will improve.

Members noted the data contained within the report was being regularly
reviewed at the weekly Patient Safety meetings and steps were being taken to
improve the numbers reported. R Hughes provided assurance to Members that
the Executive Director of Nursing was looking to increase assurance to
Committee Members in relation to Team outputs. Members noted that aspects
of this report had also been presented to the Audit & Risk Committee.

The Committee Chair advised that she would welcome an update on progress
against actions at a future meeting of the Committee.

Resolution: | The report was NOTED

Action: Update on progress against actions to be presented at a future meeting of the
Committee.
3.0 Any Other Business

H Lentle advised that as a result of the new Committee structure, she would not
be a Member of this Committee and wished good luck to the Committee moving
forwards. H Lentle added that she had found the meeting to be very well chaired
by C Donoghue.

4.0 DATE AND TIME OF NEXT MEETING
The next public meeting takes place on Tuesday 215t January 2025 at 9:00am
5.0 CLOSE OF MEETING
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Agenda Item
8.1.3

Quality, Safety & Experience Committee

CTM Learning Academy

21/01/2025

Open/ Public
Not Applicable

Janet Gilbertson

Assistant Director Clinical Education

Janet Gilbertson, Assistant Director Clinical
Education

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

Endorse for Board Approval

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /Forum | Date Outcome
Individuals
Clinical Education Forum 11/11/2024 Approved

Acronyms / Glossary of Terms
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1.1

1.2

1.3

2.2

2.3

2.4

2.5

2.6

Situation /Background

The purpose of this report is to update the Quality, Safety & Experience
Committee regarding the launch the CTM Learning Academy in April 2025.

The Committee will be aware of the progress made over the last 5 years in
the delivery of Strategic Direction for Clinical Education through the Annual
Clinical Education Report, particularly the development of interprofessional
learning activity, where we are leading the way in Wales.

The launch of the CTM Learning Academy (CTMLA) represents the next
phase of the maturity journey and Strategic Direction for Clinical Education
in CTMUHB.

Specific Matters for Consideration

Investment in education and training of our workforce underpins the
required transformation to the way we work. Underpinning the CTM2030
strategy will be the development of staff including new clinical roles, career
development programmes, staff wellbeing and leadership development.
Education and support is key and as our workforce is forever changing, this
is an ongoing need.

An effective culture of learning at every level enables the workforce to re-
frame their knowledge and includes developing a strong workplace learning
infrastructure, cultivating a reputation for training and support and
excellence in education.

Investing in education is not just about investing in the health of the
population and in the individual, it also contributes to the economic health
of the nation.

Healthcare education and training must deliver excellence in practice but
must also strive to ensure that a world class healthcare education system
is developed and maintained.

CTM Learning Academy

CTMLA Vision: To develop an ambitious and capable multi-professional
clinical workforce, improving patient and population health outcomes and
wellbeing.

CTMLA Purpose: To develop and deliver an inter-professional and
collaborative learning approach, meeting the individual educational needs
of each profession whilst also enabling and benefitting from diversity of
thought and skill set.
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2.7 CTMLA 4 Strategic Aims:

Developing a
culture of
interprofessional

Developing and
transforming our
current

workforce learning

Establishing
underpinning
processes for Developing our

education quality, Future workforce
governance and

sustainability

2.8 There are changes proposed to the existing governance routes:

2.8.1 Establishment of a Strategic Education Council (SEC) underpinned by an
Interprofessional Faculty.

2.8.2 Development of a faculty structure for existing education activity within
professions feeding up into the Interprofessional Faculty (IPF).

2.8.3 Reporting lines from the IPF to the SEC, SEC to Clinical Executives and
to Q&S.

2.8.4 Disestablishment of the Clinical Education Forum.

- . Quality and
Clinical safety
Committee

Advanced Practice
Board

Medical Education T " Primary and
Faculties Pharmacy Faculty | Nrsing anc Community Care
Midwifery Faculties
PG & UG Academy

Proposed CTMLA Governance Structure.

Clinical Education Other faculties as
Dept. required

2.9 The inclusion of the Advanced Practice Board and the Primary & Community
Care Academy within CTMLA will ensure a CTM wide approach.

CTM Learning Academy Page 3 of 5 Quality & Safety
Committee
21/01/2025
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2.10

2.11

2.12

3.2

3.3

Recognition of the organisational contribution of education and training
activities to safe working practices and patient care.

Improved efficiency, effectiveness and assurance through consistent
education governance and the introduction of Quality Education Standards.

An interprofessional education and learning collaborative culture, improving
the learner and educator experience, equipping health care professionals
with the right skills in the right area at the right time and driving innovation.

Key Risks /7 Matters for Escalation

The establishment of CTMLA will provide a mechanism to ensure utilisation
and allocation of internal and external education funding streams is more
aligned with organisational priorities for service redesign and workforce
modernisation.

An interprofessional learning focus for CTMLA will better inform education
commissioning needs and strategic workforce planning activity by
considering the workforce as a whole in order to support multi-disciplinary
service redesign to deliver our Clinical Strategy.

Permanent accessible training accommodation continues to be a challenge
as the demand for increased clinical space becomes an issue across all sites
and services. It is recommended that the creation of a dedicated
interprofessional Education and Learning facility is included as part of the
strategic site development plan.

Assessment

Sustaining Our Future

If more than one applies please list below:
Inspiring People, Improving Care

Not Applicable

If more than one applies please list below:

A Healthier Wales

If more than one applies please list below:

Learning, Improvement & Research

CTM Learning Academy Page 4 of 5 Quality & Safety

Committee
21/01/2025
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If more than one applies please list below:
Whole System Perspective

Effective

If more than one applies please list below:
Safe, Efficient, Equitable, Timely, Person Centered

No - Not Applicable
If more than one applies please list below:

Impact Assessment
Yes: O No:

Outcome: If no, please include
rationale below:

No policies or services are
new or have been
withdrawn.

Yes: [J No:

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:
POSITIVE/NEUTRAL No policies or services are
NEGATIVE new or have been
Outcome  for  Welsh | withdrawn.

Language (delete as
appropriate):
POSITIVE/NEUTRAL
NEGATIVE

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation

5.1 It is recommended that the Quality, Safety & Experience Committee
ENDORSES the establishment of the CTM Learning Academy for Board

Approval.
CTM Learning Academy Page 5 of 5 Quality & Safety
Committee
21/01/2025
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Plan for this presentation

 Where we were in 2019
« How we have got to where we are in 2024

« Where we are going 2025 and beyond......
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Clinical Education Dept CTM 2019-

« 2019 » Strategic Direction
e Collection of separate
departments

Medical Nurse
Education @ Education

ctmuhb.nhs.wales



Governance: Clinical Education Forum
2022-24

* Co-chaired by Exec Dir.: PN

* Nursing and Midwifery | advnced DAHWHC ——
- Therapies and Health Care .
. armacy

Science _— ' )

o
g « Clinical ~
Quality and Safety . .
_ N d :
Committee “:T;aﬁc:& Ed ucatio N edical )
.___.-' ) \"M
N/
Resuscitation Libraries and
l and Clinical l KMS
Skills
- o
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CTMUHB 2024

 Each year our organisation delivers

UG clinical placements including:

> 6000 medical student weeks

> 10,000 nurse student weeks

> 1600 AHP student weeks

> 140 Paramedic student weeks

> 340 Pharmacy student weeks

Bwrdd lechyd Prifysgol
Cwm Taf Morgannwg
University Health Board

e Partnership with multiple universities
» University of South Wales including-

* Nursing & Midwifery, ODP and Part-time
OT & Physio.
* Cardiff University including

* Medical, Physio, OT, HCS & Pharmacy
* Swansea University including

* Nursing, Paramedics, PAs and Pharmacy
» Cardiff Metropolitan University including

« SLT, Dietetics, Podiatry.

* Open University (Part time distance learning
nursing)

* Bangor University (Full time Distance Learning)
Nursing.

ctmuhb.nhs.wales




Structured IPE Placements

* QOver 2000 structured IPE days facilitated during 2023- 24 academic year.

* Valuable learning opportunities aligned with their profession learning outcomes.

Radiology i podiatry : Midwifery Neuro Physiology
[Skills days with nurses Teach other student Critical care rotation Year 1 — Ophthalmology
Ward experience ! _groups in CMU clini week Year 2 — Rotation week (MRI, Xray, Max fac, SLT)
Paediatric Nursing Adult Nurses Theatre week Year 3 - Rotation.week (R,e,Sp physiology, OT,
Midwifery rotational Welsh Ambulance Cardio Physiology epilepsy clinic).
week Service Trust Placement IPE rotational week i : - )
o : : within cardiology (nurse Additional available clinics for any profession to
I_Mental I.-Iealth Dietetics oracs, consultants, book on to and attend;
Nursing Year 1 — Rehab ward clinics, etc.) Audiology, pharmacy, nursing, dietetics.
2 __Clinical psychology _# % Year 2 — Acute ward _
“Speech and Language : ' Audiology )
Therapy Physm and OT Year 1 — Ophthalmology Pharmacy
Experience with ﬁllgned pl.aciment Year 2 — Ward experience IPE clinic each week
W3 health visitors 4 touch point” days Year 3 — New Project — Bite sized learning on wards J

T




CTMLA Launch Timeline

Fully Established
April 2025

‘Communication &

Engagement

'Shadow Form
September 2024
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CTMLA

* Vision
 Develop an ambitious and capable integrated multi-professional clinical workforce,

Improving patient and population health outcomes & wellbeing.

« Purpose

 To develop and deliver an inter-professional and collaborative learning approach,
meeting the individual educational needs of each profession whilst also enabling

and benefitting from diversity of thought and skill set.

Bwrdd lechyd Prifysgol
S T i g ctmuhb.nhs.wales

N H S University Health Board
WALES



CTMLA Aims

Developing a culture

DISVEBfeling it of interprofessional

transforming our | :
current workforce earning

Establishing
underpinning
processes for

education quality,
governance and
sustainability

Developing our
Future workforce
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CTM Learning Academy

2024-5.........
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Education Governance

Education Quality

Bwrdd lechyd Prifysgol
University Health Board

Cwm Taf Morgannwg

(@

CYMRU




&
hd

CTMLA Governance structure

Executive reportin

Advanced Practice

Board

Quality and Safety
committee

Medical Education
Faculties Pharmacy Faculty
PG & UG

G IG Bwrdd lechyd Prifysgol
CYMRU | cyym Taf Morgannwg
N H University Health Board
WALES

Nursing and
Midwifery Faculties

Primary and
community Care
Academy

Clinical Education
Dept.

Other faculties as
required

ctmuhb.nhs.wales




SEC membership

 Deputy Director Nursing: Chair
« AD Clin Ed (Vice Chair)

« AMD Med Ed

« AD Corporate Nursing

« AD Strategic workforce planning
* Primary Care Academy Lead

* AD Research

* Director of Improvement

Bwrdd lechyd Prifysgol
Cwm Taf Morgannwg
University Health Board

« Care Group representation:

Planned Care

Unscheduled care

Women, child and family
Primary & Community care

DTPS
* Clin Dir AHP
* Clin Dir HCS
« Director Pharmacy

ctmuhb.nhs.wales




CTMLA Governance Aims

e/mprovement in the quality of healthcare services and patient safety
eBetter understanding of the value and the contribution of education and learning in achieving organisational purpose and priorities.
e/nnovation in education and learning activities

Quality eImproved efficiency through a single quality framework for education

eDevelopment of a more effective, flexible and modernised workforce.

eFducation and learning commissioning informed by the skills needed in the workforce.

e Clarity of training demand and capacity across the organisation

e Clarity of utilisation of external funding streams

eStreamlining of training to develop an inter-disciplinary approach supporting multi-disciplinary working.

Modernisation

e/mproved Recruitment and Retention of staff and improved staff morale.

eTransparency in the way education and learning priorities are supported and measured
eReduction of inequalities in access to education and learning opportunities and resources.
eDelivery of educational activities based upon best evidence and impact

Workforce e/mproved learner satisfaction and enhancement of learning infrastructure and resources.

Bwrdd lechyd Prifysgol

gwm Taf Morganfwg ctmuhb.nhs.wales
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For the Patient

Equipping people with the
right skills in the right area at
the right time

Embeds the right values and
behaviour in person centered

Improvements in efficiency
and effectiveness of the MDT

Enhances evidence based
practice

Efficiencies surrounding the
patient journey

Improves safe and quality

Drives innovation

) ‘ University Health Board
S

For the
Individual

* Builds confidence
* Feels valued
» Offers new opportunities

* More transparent career
progression

* More job satisfaction
* Supports career progression

* Clarity on educational
achievements required for

practice and career pathways.

For the Organisation

Improves staff morale
Attraction tool
Improves retention

Evidence shows it increases
productivity

Promotes informed decision
making

Provides assurance of
training and competence.
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(1st January 2025 to the 315t December 2025)

Quality, Safety & Experience Committee — Non Routine Committee Business Forward Plan

This forward plan is only to be used for one-off Adhoc items that do not require inclusion as routine business on the Annual Committee Cycle of Business.

Request made by the
Quality & Safety
Committee Chair

Committee Chair

Annual Quality Work
Plan

The Annual Quality
Report was presented
for endorsing by
Board at the July
Q&SC and this was

endorsed at  July
Board.
Annual Quality work

plan to be presented
to the a future
meeting of the
Committee

Executive Director of
Nursing/Executive
Director of Allied
Health Professionals
and Health Sciences

Executive Director of
Nursing/Executive
Director of Allied
Health  Professionals
and Health Sciences

To be agreed

In progress
Assistant Director of
Allied Health
Professionals and
Health Sciences to
discuss further with
the Executive
Director of Allied
Health Professionals
and Health Sciences
and the Executive
Director of Nursing in
regards to the most
appropriate time to
present the Annual
Quality work plan to
the Committee

16 May 2024 Request made at agenda | Executive Director | Nursing & Midwifery | Nursing & Midwifery | Executive Director of | Executive Director of | May 2025 In progress
planning session for this | of Nursing Plan Plan received at the | Nursing Nursing Will be presented to
item to be added to the May 2024 meeting. the May 2025
agenda Agreed at May 2024 meeting of the
meeting that annual Committee.
updates on progress
would be included in
the Clinical Executives
report.
16 May 2024 Suggested at the 16 May | Chief Operating | CTM Escalation | Suggested at the 16 | Chief Operating | Chief Operating Officer | 18 September 2024 In progress
2024 meeting that report | Officer Policy May 2024 meeting | Officer Following discussion
would be presented to a that report would be with the Chief
future meeting on this presented to a future Operating Officers
item meeting on this item Business Team, this
Policy is in the
process of being
reviewed and
updated and will be
available for
circulation in early
2025.
14 August 2024 Request received by | Senior Nurse Acute | Spotlight Case presentation to | Senior Nurse Acute | Executive Medical | 25 March 2025 In progress
email for this to be | Deterioration and | Presentation highlight the need for | Deterioration and | Director Agreed at agenda
presented as a spotlight | Outreach Services Decision Making | more resource in end- | Outreach Services planning session held
presentation to a future around of-life education and on 12 December that
meeting of the ACP/DNACPR/TEP training this should be
Committee scheduled in for the

meeting taking place
on 25 March 2025

Page | 1
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18 September | Action captured at the In | Director of Midwifery | Health Visiting | Action plan to be | Director of Midwifery | Executive Director of | 21 January 2025 Proposed for
2024 Committee session held Services Bridgend presented to a future Nursing Closure
on 18 September 2024 meeting of the Agreed at agenda
Committee. planning on 12
December that this
could be presented as
an appendix to the
Children & Families
Care Group Highlight
report. This has been
made available to
Members to view on
request.
24 September Request received Dby | Assistant Head of | Estates Policies Estates Policies for | Assistant Head of | Executive Director of | 19 November 2024 In Progress
2024 email from the Assistant | Assets Governance approval: Assets  Governance | Finance will now be
Head of Assets | and Technical and Technical presented to the
Governance and | Services e Asbestos Services meeting  scheduled
Technical Services Management Plan for 21 January 2025
e Water Safety Plan (now deferred to
e Medical Gases 25 March 2025)
Policy
e Ventilation Policy
1 October 2024 Request received by | Anaesthetic Report from the | To update the | Executive Medical | Executive Medical | 21 January 2025 Proposed for
email from the Medical | Consultant Medicines Safety | Committee on the | Director Director Closure - Oon
Directors Office Committee work of the group agenda
since it was
established a year ago
22 October 2024 Request received by | Director of Midwifery | Infant Feeding | To be presented to the | Director of Midwifery | Executive Director of | 21 January 2025 Proposed for
email from the Assistant Strategy Committee for Nursing Closure - On
Director of Governance & Approval agenda
Risk
4 November 2024 | Request received by | Head of | Safeguarding To be presented to the | Head of Safeguarding | Executive Director of | 21 January 2025 Proposed for
email from the Patient | Safeguarding Strategy Committee for Nursing Closure - Oon
Care & Safety Business Endorsement prior to agenda
Manager for this item to Board approval
be added to the agenda
for the January 2025
meeting
11 November Request received by | Assistant Director of | Quality Management | To be presented to the | Assistant Director of | Executive Director of | 25 March 2025 In progress
2024 email from the Assistant | Improvement Systems Committee for | Improvement Nursing Will be presented to
Director of Improvement information and the March 2025
awareness meeting of the
Committee
5 December 2024 | Request received by | Assistant  Director | CTM Learning | To be presented to the | Assistant Director | Executive Director of | 21 January 2025 Proposed for
email from the Patient | Clinical Education Academy Committee for | Clinical Education Nursing Closure — On
Care & Safety Business endorsing prior to agenda
Manager Board Approval
6 December 2024 | Request received by | Patient Care & | Pressure Ulcer | To be presented to the | Assistant Director of | Executive Director of | 21 January 2025 Proposed for
email from the Patient | Safety Business | Prevalence Audit Committee for noting | Nursing and People’s | Nursing Closure — On
Care & Safety Business | Manager Experience agenda
Manager
19 December Request received by | Assistant Director of | Stroke Services | To be presented to the | Chief Operating | Chief Operating Officer | 21 January 2025 On agenda
2024 email from the Assistant | Governance & Risk Update Committee for | Officer
Director of Governance & discussion
Risk
Page | 2
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Completed Items

17 April 2024 Request received by | Deputy Chief | Parc Prison Health | Report to reflect the | Deputy Chief | Chief Operating Officer | 23 July 2024 Completed
email for this item to be | Operating Officer Care - A Year on | good work undertaken | Operating Officer Deferred to 18
added to the agenda Report since taking on the September 2024
service and how this On agenda for 19
compares to other November 2024
services. Report to
cover governance
arrangements,
remaining risks and
mitigations/further
actions being taken
20 August 2024 Request made by the | Executive Director | Coroners Report to identify the | Assistant Director of | Executive Director of | 18 September 2024 Completed
Executive Director of | of Nursing Cases/Inquests plan for reporting | Concerns & Claims Nursing Report received at
Nursing in meeting to moving forwards in the meeting held on
discuss the Annual Cycle relation to Lessons 19 November 2024
of Business for 2025 Learnt and Themes
and Trends.
13 August 2024 Request received by | Executive  Medical | Antimicrobial Six Monthly update | Chief Pharmacist Executive Medical | 19 November 2024 Completed
email from the Medical | Director Resistance Report reports to be Director Report received at
Directors Office presented to the the meeting held on
Committee moving 19 November 2024.
forwards Six monthly progress
reports added to
annual cycle of
business
18 September | Assistant  Director  of | Assistant Director of | Duty of Candour | Duty of Candour | Assistant Director of | Executive Medical | 19 November 2024 Completed
2024 Quality & Safety | Quality & Safety Annual Report Annual Report to be | Quality & Safety Director Report presented to
Committee advised at the presented to the the meeting held on
meeting held on 18 November 2024 19 November 2024
September 2024 that this meeting
would be presented to
the November 2024
meeting
23 September | Request received by | Assistant Director of | CTMUHB Welsh Risk | CTMUHB Welsh Risk | Assistant Director of | Executive Director of | 19 November 2024 Completed
2024 email from the Director of | Quality & Safety Pool and Legal & | Pool and Legal & Risk | Quality & Safety Nursing Report presented to
Corporate Risk Services Annual | Services Annual the meeting held on
Governance/Board Review 2023-24 Review 2023-24 to be 19 November 2024
Secretary presented to the
November 2024
meeting
18 September | Advised by the Deputy | Deputy Director of | Spotlight Spotlight Presentation | Deputy Director of | Executive Director of | 19 November 2024 Completed
2024 Director of Nursing at the | Nursing Presentation - Work | - Work being | Nursing Nursing Report presented to
September 2024 meeting being undertaken to | undertaken to address the meeting held on
that this item would be address sexual | sexual safety issues 19 November 2024
presented to a future safety issues within | within healthcare
meeting healthcare settings settings
Page | 3
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Quality, Safety & Experience Committee — Annual Cycle of Committee Business
(1st January 2025 to the 315t December 2025)

The Annual Cycle of Committee Business has been developed to help plan the management of Committee matters and facilitate the management of agendas and committee business. The
Annual Cycle of Committee Business will be complemented by a “Non-Routine Committee Business (Forward Plan)” for ‘one-off’ Adhoc items raised during the course of meetings.

The role of the Committee is set out in CTMUHB’s standing orders and the Terms of Reference, both of which are available here: Standing Orders & Standing Financial Instructions - Cwm
Taf Morgannwg University Health Board (nhs.wales)

The Quality, Safety & Experience Committee meets at least 6 times per annum.

Committee Chair: Committee Vice Chair Executive Leads for Agenda Planning
e Carolyn Donoghue, IM University e Kath Palmer, Vice Chair e Greg Dix, Executive Nurse Director / Deputy CEO

CTMUHB Committee Business:

Items of Business Executive Lead / Reporting Consent Main
Or External Frequency Agenda Agenda

Representative

Committee Governance Arrangements

1. Action Log Director of All Regular (g (i
Corporate Meetings If all actions If there are
Governance / Board are complete  actions in
Secretary progress /
overdue
actions
2. Minutes of the Director of All Regular 2 X
previous meeting Corporate Meetings
(Public and Closed | Governance / Board
Session) Secretary
3. Non-Routine Director of All Regular 2
Committee Corporate Meetings
Business (Forward | Governance / Board
Plan) Secretary
4. Annual Cycle of Director of All Regular 2 R (4
Business Corporate Meetings Except for Annual
Governance / Board the annual Review
Secretary review in only
November
5. Committee Annual | Director of Annually X (4
Report Corporate
Governance / Board
Secretary
6. Outcome of Annual | Director of Annually
Committee Self- Corporate
Assessment Governance / Board
Secretary
7. Terms of Reference | Director of Annually
Review Corporate
Governance / Board
Secretary
Page | 1
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Items of Business Executive Lead / Reporting
Or External Frequency
Representative
Staff and Service User Experience
8. Shared Listening & | Executive Director All Regular
Learning Story of Nursing / Deputy | Meetings
CEO
9. Outcome reports - | Executive Director Twice per
Executive and of Nursing / Deputy | annum.
Independent CEO
Member Patient
Safety Walkabouts
Setting the Scene — Service Delivery
10. Thematic Spotlight | Lead Clinical All Regular
Presentation Executive Meetings
11. Report from the Clinical Executives All Regular
Clinical Executives Meetings
12. Care Group Care Group Nurse All Regular
Highlight Reports Directors Meetings
Delivering our Plan
13. Quality Dashboard | Executive Nurse All Regular
Report Director / Deputy Meetings
Chief Executive
14. Stroke Services Executive Director Twice per
Progress Report of Therapies & annum
(also captured in the Health Science /
lar Unscheduled : :
E;?rg, Caro Group Chief Operating
renort Officer
Governance, Risk and Assurance
15. Organisational Risk | Director of All Regular
Register — Risks Corporate Meetings
Assigned to Quality | Governance
& Safety
Committee
16. Health Director of All Regular
Inspectorate Wales | Corporate Meetings
(HIW) Audit Governance &
Tracker Report Executive Nurse
Director / Deputy
Chief Executive
17. Coroner’s Inquest Executive Medical Bi Annually
— Case Activity & Director
Lessons Learned
Executive Nurse
Director / Deputy
Chief Executive
18. Mortality Executive Medical Bi Annually
Indicators and Director
Mortality Reviews
19. Continuing Executive Nurse Annually

Healthcare (CHC)
and Funded
Nursing Care (FNC)

Activity.

Director / Deputy
Chief Executive

Page | 2
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Items of Business Executive Lead / Reporting Jan
Or External Frequency
Representative
Governance, Risk and Assurance Contd.
20. Infection, Executive Nurse Annually
Prevention & Director / Deputy
Control Annual Chief Executive
Report
21. Infection, Executive Nurse Annually
Prevention & Director / Deputy
Control Strategy Chief Executive
Implementation
Plan
22. Putting Things Executive Nurse Annually
Right Annual Director / Deputy
Report Chief Executive
23. Non Clinical Executive Portfolio As and when
Policies for determined. required
approval
24. Clinical Policies Executive Medical Bi-Annually
Highlight Report Director
25. Safeguarding & Executive Nurse Annually
Public Protection Director / Deputy
Annual Report Chief Executive
26. Nurse Staffing Executive Nurse Twice per
Levels Wales Act Director / Deputy Annum
2016 Chief Executive
27. Medicines Executive Medical Annually plus
Management Director exception
(Including reporting
Controlled Drugs Local
Intelligence Network
(CDLIN) / Prescribing
Annual Report)
Prescribing errors
captured in quality
dashboard)
28. Oversight on the Executive Nurse Bi Annually
delivery of the R&D | Director / Deputy
Strategy Chief Executive
29. Cancer Services Executive Medical Annually
Annual Report Director
30. RADAR Committee | Executive Medical Annually plus
Highlight  Annual | Director exception
Report reporting
31. Clinical Audit | Executive Medical Quarterly R
Quarterly Report Director Defer to
March 25
32. Clinical Audit | Executive Medical Annually
Annual Plan Director
33. Clinical Education | Executive Nurse Annually
Annual Report Director / Deputy
Chief Executive
34. Individual Patient | Executive Director Annually
Funding Request | of Strategy &

Annual Report

Transformation

Page | 3
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35. Radiation Safety | Executive Director Bi Annually
Committee Annual | of Therapies &
and Mid-Year | Health Science
Updates
36. Ombudsman’s Executive Director Annually
Annual Letter and of Nursing / Deputy
Annual Report Chief Executive
37. Human Tissue Executive Medical Bi Annually
Authority Act Director
Progress Report
Items of Business Executive Lead / Reporting Jan
Or External Frequency
Representative
Governance, Risk and Assurance Contd.
38. CTM Carers End of | Executive Director Annually
Year Progress of Nursing / Deputy
Report Chief Executive
39. Health, Safety & Executive Director All meetings
Fire Sub of People following a
Committee Sub
Highlight Reports Committee
40. Health, Safety & Executive Director Annually
Fire Sub of People
Committee Annual
Committee Report
41. Organ Donation Executive Medical All meetings 2
Sub Committee Director following a Defer to
Highlight Reports Sub March 25
Committee
42. Organ Donation Executive Medical Annually
Sub Committee Director
Annual Committee
Report
43. Hosted JCC Chief TBD
Organisations Commissioner
Quality, Safety &
Experience NIAW Programme
Updates Director
44. Anti-Microbial Executive Medical Twice Per
Resistance reports | Director Annum

Page | 4
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Agenda Item
8.2.3

Quality, Safety & Experience Committee

Report from the Medicines Safety Group

21/01/2025

Open/ Public

Not Applicable

Huw Carson, Principal Pharmacist- Quality

and Safety

Dom Hurford, Executive Medical Director

Dom Hurford, Executive Medical Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /
Individuals

Date

Outcome

N/A

Click or tap to enter a date.

Acronyms / Glossary of Terms

MSG Medication Safety Group
NICE National institute for health & care excellence
AWMSG All Wales medicines strategy group
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1.4

2.1

2.2

2.3

2.4

2/6

Situation /Background

The CTM Medication Safety Group (MSG) was re-established in November
2023.

The group is chaired by the Assistant Medical Director for Quality and Safety

The group meets bi-monthly. There have been six meetings of the group to
date.

The remit of the group is to provide assurance, guidance, leadership and
direction on safe medication use. It is the key forum underpinning the
governance and assurance frameworks for all the processes involving
medication safety within CTMUHB. The remit covers primary and secondary
care medicines management. The Terms of reference is attached in
appendix 1

Specific Matters for Consideration

The development of the Medication Safety Group and the items discussed
has been a developing process since the group was established.
The group now receives reports from each established ‘Local Assurance
Medication Panel’ (which generally aligns with the Care Groups)

e Unscheduled Care

e Planned Care

e Parc Prison

¢ Mental Health and Learning Disabilities

e Children and families

e Community Care Group

The group receives reports/ standing agenda items from:

e Thrombosis/ Anticoagulation update from the Principal Pharmacist
(As no Health Board group yet established)- This will be replaced by
update from the Thrombosis/ Anticoagulation group when it is
established

e Analgesia stewardship update from analgesic stewardship Principal
Pharmacist (As no Health Board group established)- This will be
replaced by update from the Analgesia Stewardship group when
established

¢ the Electronic Prescribing and Medicines Administration (EPMA) group

¢ the Teratogenic Medicines Safety Group

o the Dose Error Reduction Software (DERS) clinical reference group

The group discusses any issues National medication Patient Safety Alerts.
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2.5 The group can inform and discuss any local Medication Safety alerts to be

issued by the Medication Safety Officer.
2.6 The group also discusses any nationally reportable incidents.

3. Key Risks / Matters for Escalation

Representatives from all care groups are invited to the group. However,
attendance from the medical colleagues has been variable. This is being
reviewed by the Assistant Medical Director- Quality and Safety to ensure
that all care groups and all members of the health care team are
represented appropriately.

4. Assessment

Improving Care

If more than one applies please list below:

Creating health

Living Well

If more than one applies please list below:

Ageing well

A Healthier Wales

If more than one applies please list below:

Learning, Improvement & Research

If more than one applies please list below:

Effective

If more than one applies please list below:

Efficient
Equitable

No - Not Applicable

If more than one applies please list below:

Report from the Medicines
Safety Group

Page 3 of 6 Quality, Safety &

Experience Committee

21/01/2025
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Impact Assessment

Yes: O No:

Outcome: If no, please include
rationale below:

N/A

Yes: O No:

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:

NEUTRAL N/7A

Outcome for Welsh
Language (delete as
appropriate):

NEUTRAL

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

Yes (Include further detail below)

5. Recommendation

5.1 The committee are asked to NOTE the contents of the report.

Report from the Medicines Page 4 of 6 Quality, Safety &
Safety Group Experience Committee
21/01/2025
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Appendix 1
Cwm Taf Morgannwg Medication Safety Group
TERMS OF REFERENCE

Purpose

The Medication Safety Group will provide guidance, assurance & strategic direction on
managing and reducing risks to patients from medication related errors. In addition, it will
seek to promote a culture of safe medication use within Cwm Taf Morgannwg University
Health Board (CTMUHB) by empowering individuals to contribute to the medication safety
agenda.

Accountability and Reporting

The Medication Safety Group (MSG) is accountable to, and will report to the CTMUHB
Operational Management Board/ Executive Leadership Group, and then to the Quality, Safety
and Risk Committee. Each site’s local Medication Scrutiny Meetings will feed into the MSG
with respect to local incident investigations/learning/actions.

Remit and Responsibility
The group will:

e Provide assurance, guidance, leadership and direction on safe medication use.

e Encourage and promote medication error and near miss reporting in line with
CTMUHB policy.

e Develop and implement strategies to improve the medicines safety culture across
CTMUHB (e.g. “Druggles” and local Medication Safety Meetings) and to support the
wellbeing of staff involved with errors

e  Work in conjunction with the local Medication Safety Meetings to review and analyse
themes and patterns in medication errors and near misses across CTMUHB to identify
system and other failures and implement actions to reduce these risks.

e To co-operate and collaborate with the investigating team to provide expert advice in
the case of Serious Incident Investigations.

e Establish effective communication processes to share good practice and lessons
learned associated with medication errors across the organisation including providing
regular medication safety newsletters and regularly updating the medication safety
page on SharePoint.

e |dentify the education and training requirements to improve medication safety, giving
advice to education providers to meet these requirements.

e Review and act upon external medication safety guidance (e.g. NPSA alerts),
overseeing the implementation and monitoring of the required actions.

e Work with partnership organisations and private contractors to improve safe
medication practices across the Health Locality from lessons learnt.

e Work with clinical audit/Ql faculty to inform and direct medication audit
projects/service improvement projects in areas of identified risk.

e Advise the CTMUHB prescribing committees and care groups on changes and actions
that need to be implemented to manage the risks associated with medication
prescribing, dispensing and administration.

e  Work collaboratively with other health boards within Wales by means of the national
Medication Safety Officer Network Group.
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e Review the monthly ‘medication safety thermometer’ audit data and address any
issues arising from this.

e Promote and encourage medication safety research.

e Provide an annual / bi-annual report to the CTMUHB Quality, Safety and Risk
Committee.

Membership

The membership aligns the organisational structure with relevant professional participation
pertinent to overseeing the improvement of safe medication practice.

Members are responsible for communicating and disseminating information back through the
organisational structure.

Other individuals/ groups may be involved in specific tasks as directed by the steering group.
Members:

e Assistant Medical Director- Quality and Safety

e Director of nursing/ Deputy director of nursing (or suitably senior individual within
the organisation)

e Heads of Nursing from each site, Head of Midwifery, Head of Children’s Nursing, Head
of Nursing Mental Health, Community and Primary Care Head of Nursing

e Assistant Director of Quality & Safety

e Patient safety representative(s)

e Medical Director from Care Groups

e Head of Clinical Audit & Quality Informatics

e Clinical director of pharmacy and medicines management/deputy clinical director of
pharmacy and medicines management

e Heads of Pharmacy (acute sites, community sites & primary care)

e Medication Safety Officer

e Lead Nurse Adviser Medicines Management and Medication Safety

e  Principal Pharmacist Thrombosis and Anticoagulation

e Principal Pharmacist - Pain, Analgesic Stewardship and Harm Reduction

Chair: Assistant Medical Director- Quality and Safety

Members should send a suitable deputy when unable to attend the meetings.
In attendance: Medicines management administrative support.

Professional secretariat & support

Pharmacy / Medicines management will provide the professional & administrative support to
the committee.

Quorum: will be 6 to include at least one chief pharmacist, MSO or medicines management
nurse advisor, one acute site pharmacist team leader, one head of nursing, one patient safety
representative and one medical representative.

Meetings

Meetings will be held bimonthly via Teams for 2 hours duration. Agenda items should be
received 14 days prior to the meeting and papers for the meeting will be circulated 7 days in
advance.
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Agenda Item
8.2.4.

Quality, Safety & Experience Committee

Human Tissue Act (2004)
Compliance and Progress Report

21/01/2025

Open/ Public

Not Applicable

Dr Paul D Davies, Designated Individual for
the Human Tissue Act

Dr Dom Hurford, Executive Medical Director

Dr Dom Hurford, Executive Medical Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee / Group /Forum | Date Outcome
Individuals

Dr Dom Hurford 17/12/2024 Approved
Mr Carl Verrecchia

Acronyms / Glossary of Terms

HTA Human Tissue Act

HTAuth Human Tissue Authority

POW Princess of Wales Hospital

RGH Royal Glamorgan Hospital

PCH Prince Charles Hospital

YCR Ysbyty Cwm Rhondda

YCC Ysbyty Cwm Cynon

HTARI Human Tissue Act Reportable Incident
PLR Pregnancy Loss Remains
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1.1

1.2

Situation /7Background

The Health Board is licensed by the HTAuth through compliance inspections
which are undertaken every three years or as required through
unannounced inspections.

This report presents an updated status from the last report submitted to
the Quality and Safety Committee in May 2024.

2. Specific matters for consideration

Quality Control

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8

The Quality Control Department within Pathology conduct an annual and
cyclic programme of audit around the specific standards with the HTAuth
Codes, predominantly Code A (Consent) and Code B (Post Mortem).

This quality system is augmented through regular inspections of a range of
services by the DI including Mortuary Departments, Maternity Services,
Emergency Departments, Theatres and Gynaecology Wards.

During 2023 and in 2024 there has been a focus upon security following the
Fuller Inquiry. A detailed update on the Health Board response and status
regarding the Fuller Inquiry was submitted to the Quality and Safety
Committee on 231 July 2024.

More recently at the HTA's request, the Health Board submitted an
Evidential Compliance Assessment for evaluation of compliance against a
subset of standards relevant to GQ1(a), GQ2(a), GQ6(c), PFE1(d), PFE1(e).
This assessment was undertaken across the National Health Service
following the Fuller Inquiry and focused upon mortuary security.

As part of this process, the DI submitted evidence of factors pertaining to
mortuary security standards. Based upon the information provided, the
HTAuth assessed the overall compliance of the Health Board to be
satisfactory with 4 advisory items;

e Increasing the frequency of CCTV audit to monthly (action completed;
previously quarterly)

e Two party review of the CCTV audit between Facilities and Mortuary (action
completed)

e Follow up failed swipe card attempts to access the Mortuary as a non-
conformance finding of your security audit (action completed; previously was
performed but not recorded)

¢ Unauthorised access of bodies in the hazards/risks section of the security risk
assessment to be updated (action completed)

In a follow-up review meeting (16" September) with the Executive Medical
Director, DI and Head of Cellular Pathology the HTAuth commended the
Health Board for their prompt actions to address the four advisory items.
During November 2024 the DI undertook a joint Deep Dive exercise with
Pathology examining Consent and Post Mortem HTA standards to ensure
compliance and overall readiness for future inspection.
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2.9

The Deep Dive revealed 8 advisory items for timely action by the Pathology
team and overall, there was compliance with all relevant standards.

Legal Compliance

2.10

2.11

2.12

2.13

2.14

2.15

2.16

2.17

2.18

2.19

2.20

2.21

2.22

The Health Board is determined to be legally compliant with the HTA as
assessed in the last inspection of February 2023. The next cyclic inspection
is likely to be early 2026 with an unannounced inspection in mid-2025.
The DI has put in place a number of continual actions to ensure the service
maintains its compliance including continual audit, local inspections,
incident analysis and Deep Dive exercises.

The DI also reports quarterly to the HTA Board in terms of compliance and
to ensure good governance. This meeting is chaired by the Care Group
Service Director (DTPS and Children and Families), reporting to the
Corporate Licence Holder (Executive Medical Director).

In relation to unannounced inspections the DI, with support from Pathology,
has developed an Unannounced Inspection Action Card to ensure staff carry
out the initial security checks in good order and ensure relevant documents
can be accessed if requested by HTA inspectors.

The Medical Examiner (Wales) Regulations has come into force on 9
September 2024. From that date all deaths in England and Wales will be
independently reviewed, without exception, either by a medical examiner
or a coroner.

A new satellite Post Mortem HTA Licence was granted for the Princess of
Wales Hospital Mortuary Department by the HTAuth.

This additional satellite Post Mortem to assist Cardiff and Vales University
Health Board in their Forensic Post Mortem activity whilst refurbishment
work is undertaken at their Mortuary Department.

The RGH Mortuary Department has increased its storage capacity to ensure
there is sufficient contingency planning over the winter months with an
additional 12 spaces using a Flexmort refrigerated system.

The DI has inspected the system to ensure it meets the HTA standards for
security, temperature monitoring, traceability and ensuring patient dignity.
The HTA have been informed of the new temporary arrangement on 19t
December 2024 in terms of the HTA Licence conditions.

Incident Analysis

All HTA related incidents are collated by the DI and presented on a quarterly
basis to the HTA Board and Persons Designated. Table 1 presents data
collated from 2021 to the end of calendar year 2024 (Appendix 1).

The importance of collating such data is primarily to analyse trends and
seek improvements in clinical and service areas which may be experiencing
issues with training compliance and high staff turnover.

The overall reduction in the trend of reported incidents continues to be
evident and can be attributed to diligent follow-up and learning post
incidents, general awareness raising and regular inspection and audit.

HTA (2004) Compliance & Page 3 of 7 Quality, Safety &
Progress Report Experience Committee
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2.23

2.24

2.25

2.26

2.27

2.28

2.29

2.30

2.31

2.32

Since the last progress report there have been three near-miss HTARIs.

A near-miss HTARI is an incident that was prevented from happening by
chance or a factor external to the establishment’s own procedures; or an
incident that occurred but there was no adverse outcome (HTAuth, 2024).

The first HTARI near-miss related to a tissue block loss with a low harm
consequence. All Corrective and Preventative Actions have been met.

The second HTARI related to a CCTV failure at PCH and a delayed period for
full restoration. All Corrective and Preventative Actions have been met. A
briefing report regarding the incident and corrective actions was submitted
to the Executive Management Board in September 2024.

The third HTARI near-miss related to a complaint from a previous case and
all Corrective and Preventative Actions had already been met.

Shared learning from the outcomes of the incidents is communicated within
the Persons Designated group and HTA Board.

A detailed update on reported HTARIs since April 2023 was submitted to
the Quality and Safety Committee in September 2024.

In terms of differences between hospital sites for HTA incidents, the Royal
Glamorgan Hospital site has fewer incidents because it has less Maternity
and Gynaecology clinical services.

In terms of type of incidents the leading two categories are reports
regarding the adult deceased, followed by PLRs.

The majority of PLR incidents relate to incomplete or incorrect paperwork
from clinical areas. The majority of adult deceased incidents relate to
incorrect identification from clinical areas.

Welsh Government Guidelines for Community Body Stores

2.33

2.34

2.35

2.36

2.37

2.38

Welsh Government has published interim recommendations to Health
Boards in Wales following the Fuller Inquiry in 2021.

At the time of the published recommendations in 2021 both YCC and YCR
were determined to be secure however a plan to consolidate the
management of the body stores and align these to mortuary services in
Pathology was assessed to have an annual cost implication.

This resource challenge has now been resolved and there is a plan to move
forward with the necessary changes via a Memorandum of Understanding
between Pathology, Facilities, Nursing and Hospital Management.

This plan will ensure that the relevant HTAct post-mortem sector licensing
standards and guidance (where practically possible) will be applied to body
storage areas and confirm the recommendations are met.

The Pathology Directorate will have overall responsibility of standards with
the support of the DI; a similar set up to the main HTA licenced sites.

At present the Memorandum of Understanding remains outstanding as we
await a decision from Corporate Nursing regarding the involvement of
Registered Nurses in the safe release of the deceased from the Community
Hospital Body stores to Funeral Directors.

HTA (2004) Compliance & Page 4 of 7 Quality, Safety &
Progress Report Experience Committee
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3. Key Risks / Matters for Escalation

3.1 There is a need to address the recommendations from Welsh Government
for the consolidation of community body stores to the overall management

of mortuary services within the Pathology Directorate.

3.2 There is a delay in the decision from Corporate Nursing regarding the
involvement of Registered Nurses in the safe release of the deceased from

the Community Hospital Body stores to Funeral Directors.

4. Assessment

Impact Assessment

Improving Care

If more than one applies please list below:

Dying Well

If more than one applies please list below:

Choose an item.

If more than one applies please list below:

Leadership

If more than one applies please list below:

Safe

If more than one applies please list below:

No - Not Applicable

If more than one applies please list below:

O

No:

Yes:

Outcome:

If no, please include
rationale below:

HTA (2004) Compliance & Page 5 of 7
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5. Recommendation

Compliance is statutory
and longstanding.

Yes: X No: O

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:

NEUTRAL

Yes (Include further detail below)

HTA Compliance at POW/RGH/PCH is a legal
requirement and the Designated Individual has
primary legal responsibility under Section 18 of the
Human Tissue Act

Yes (Include further detail below)

Non-compliance with the HTA is a reputational risk for
the Health Board.

There is no direct impact on resources as a result of
the activity outlined in this report.

5.1 The paper is for discussion and NOTING.

6. Next Steps

6.1 Continue to implement the governance framework key themes to maintain
compliance with the Human Tissue Act.

6.2 Implement HTA standards within the YCC and YCR body stores through
consolidation within mortuary services. This is subject to confirmation of a
decision from Corporate Nursing regarding the support from Registered
Nurses for safe body release to Funeral Directors.

HTA (2004) Compliance &
Progress Report

Page 6 of 7 Quality, Safety &
Experience Committee
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APPENDIX 1

Table 1 — Number of Incidents by Category and Site. From April 2021 —
December 2024 (n = 165)

PLR Deceased Equipment Security PCH RGH POW Other TOTAL HTARI Near-Miss
2021/22 a1 3 9 0 0 0 2 10 0 1 0
Q2 7 14 1 0 8 7 6 1 1 0
Q3 11 15 2 0 10 10 8 0 0 1
Q4 4 5 0 0 4 1 2 2 0 0
2022/23 a1 4 4 0 3 6 0 4 1 0 1
Q2 3 5 0 0 3 3 2 0 1 0
a3 6 6 0 1 5 2 6 0 0 1
Q4 7 3 0 0 8 1 1 0 1 0
2023/24 Q1 2 2 0 0 0 0 4 0 0 0
Q2 1 8 1 1 5 1 5 0 0 0
a3 4 2 0 0 4 2 0 0 1 0
Q4 6 3 0 0 4 3 1 1 0 2
2024/25 Q1 0 5 0 0 0 1 4 0 0 1
Q2 4 4 0 1 3 2 4 0 0 2
[a3 | 4 4 0 0 5 2 0 1 0 0
66 89 4 6 65 37 57 6 165 5 8
HTA (2004) Compliance & Page 7 of 7 Quality, Safety &
Progress Report Experience Committee
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Joint Commissioning Committee
12 November 2024
Agenda Item 3.3.2

Reporting Committee Quality and Patient Safety Committee (QPSC)

Chaired by lan Green

Lead Executive Director Director of Nursing & Quality

Date of Meeting 4th November 2024

Summary of key matters considered by the Committee and any related
decisions made
1. PATIENT STORY

Members received a video of a patient and donor’s experience whist undergoing
a Bone Marrow Transplant. The service is commissioned from Cardiff & Vale
University Health Board in the South and The Christie in the North. The video
demonstrated the needs for a whole team approach and the support the patients
receive during and after the transplant. As well as outlining the process the Lead
clinician spoke about the need to increase the bank of donors. A member of the
Joint Commissioning Committee (JCC) Quality Team attended a celebration
event when the donor visited Wales to be reunited with the recipient one year
after his transplant.

2. WELSH KIDNEY NETWORK REPORT

Members received a report outlining the current Quality and Patient Safety issues
within the Welsh Kidney Network (WKN) and a summary of risk register was
provided. Concerns were raised regarding the importance of early intervention
and the role of public health going forward. The Committee were reassured that
the appointment of a Public Health Advisor was progressing within the JCC and
an update would be provided at the next meeting.

3. COMMISSIONING TEAM AND NETWORK UPDATES

Reports from individual Commissioning Teams were received and taken by
exception. Members noted the information presented and a summary of the
services in escalation as attached. The key points for each service are
summarised below and updates regarding services in escalation are attached in
the tables at the end of the report.

4.1 Cancer & Blood

Plastic Surgery

It was noted that the JCC had agreed additional funding that will achieve the
Key Performance Indicators (KPI) for identified higher priority patients (including

Quality and Patient Safety Page 1 of 5 Joint Commissioning Committee
Committee Report 12/11//2024
Agenda Item 3.3.2
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paediatric patients and patients waiting for Deep Inferior Epigastric Perforator
(DIEP) reconstruction after cancer surgery) awaiting plastic surgery. The
trajectory is currently being finalised however, the committee requested that in
the meantime any direct harm to paediatric patients needed to be considered
and escalated appropriately.

Neuroendocrine Tumours

Cardiff & Vale University Health Board received confirmation from the European
auditors on the 3rd October that following submission of their annual return data
they have maintained the European Neuroendocrine Tumour Society (ENETS)
certificate for another year. This maintains accreditation status as a European
Centre of Excellence.

4.2 Cardiac

Obesity Surgery Waiting Times

It was reported that there had been no improvement in the waiting list positon
for Salford which was resulting in an inequity of service provision between the
North and South Wales obesity services. As a result the JCC Senior Leadership
Team endorsed a proposal submitted by the Commissioning Team for a portion
of the resource allocated to SBUHB to be used to support the recruitment of an
additional dietician. This will enable the Welsh Institute of Metabolic and Obesity
Surgery (WIMOS) to undertake a number of additional procedures for BCHUB
and North Powys patients. The Committee asked if the NHS England service
needed to be placed into escalation as a direct result and it was agreed that the
Commissioning Team would now consider this as a matter of urgency.

Cardiac Surgery

Cardiff and Vale Cardiac Surgery Service was de-escalated from Level 2 to Level
1 of the Escalation Framework in May 2024. The JCC team have been informed
that the Health Board are undertaking an internal review of cardiac services
following a number of incidents. The team will request the Terms of Reference
and ensure that the JCC are fully sighted on the timescales of the review and its
findings.

4.3 Neurosciences and Long-Term Conditions

Deep Brain Stimulation

It was noted that significant progress had been made with North Bristol to secure
the pathway for South Wales patients and will monitored over the coming
months.

4.3 Women & Children

Children’s Hospital For Wales

A reset meeting took place on the 18t September to consider the services in
escalation and undertake a collaborative approach to agreeing the way forward.
Further work was required to agree the data set for monitoring and the next

Quality and Patient Safety Page 2 of 5 Joint Commissioning Committee
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escalation meeting is scheduled for 25" November. A detailed update with actions
is provided in the escalation table.

Wales Fertility Institute

Members noted the significant work that had been undertaken to improve the
service. The risk score has been reduced from 15 to 8, following receipt of 3
months comprehensive dataset received from the provider. The Commissioning
Team reviewed the evidence and the level of escalation has been reduced from
three to one as a result. Quarterly meetings will continue to be held and data
submissions will be required in order to ensure the service remains at an
appropriate level of service provision with reduced risks. A Letter has been sent
to provider to inform them of the decision to reduce the level of escalation.

Infection Prevention & Control Issues

The committee were given an update on the two Methicillin-resistant
Staphylococcus aureus (MRSA) outbreaks in the neonatal units in SBUHB and
CVUHB. The JCC Quality team we part of the outbreak meetings and will continue
to provide support into the units. Welsh Government are aware of the position.
Further work will need to be undertaken to fully understand if the units are
outliers and what actions are required to prevent further outbreaks and
transmission.

4.4 Mental Health
High Secure Services
The service at Rampton High Secure Unit remains in enhanced monitoring via
NHS England & the Care Quality Commissioning (CQC) due to significant staffing
issues. There are beds available but all admissions are managed via this process.
There is one Welsh patient awaiting admission. The Commissioning Team
continue to have oversight of commissioning of high secure services via the
National Oversight Group (NOG) which include fortnightly SITREP’s, site visits
and Bi Monthly Strategic Executive Information System (StEIS) meetings.

4.5 Intestinal Failure (IF) — Home Parenteral Nutrition
Members received an update on the quality issues for services relating to the
Intestinal Failure Commissioning Team Portfolio.

5.0 OTHER REPORTS RECEIVED

Members received reports on the following.

5.1 Services in Escalation Summary

Members noted that there were a number of examples given where services had

been in escalation for a considerable length of time and in some instances this
was due to a lack of data being submitted in a timely fashion by the provider.

Quality and Patient Safety Page 3 of 5 Joint Commissioning Committee
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The committee requested that any delays were escalated to the JCC Senior
Leadership team and the provider Health Bards made aware at Executive Level.

A copy of each of the services in escalation is attached to the report at Appendix
1.

5.2 Quality and Safety Report - Ambulance and 111

A report providing an update on quality and safety matters for the Ambulance
and 111 commissioned services was received. The committee received a copy of
the Quality Dashboard which has been produced in line with the requirements of
the Duty of Candour and the Duty of Quality and reports around the Six Quality
Domains.

Regulation 28

The committee was informed that it had recently received a regulation 28 order
as a result of a delay of an ambulance getting to a patient. This would need to
be considered in a system wide approach and joint working with the NHS
Executive and WAST was required. A further update would be provided at a future
meeting.

5.3 Incident and Concerns Report

Members received a report outlining the incidents and concerns reported to JCC
and the actions taken for assurance. This excluded both Mental Health and
Ambulance as they were included within their separate reports. Work is planned
to align the processes going forward.

5.4 Joint Commissioning Committee Risk Register

The risk register for the JCC was presented to the committee, which encompasses
risks scoring 15 and above taken from the commissioning teams and directorate
risk registers across the former EASC, NCCU and WHSSC predecessor
organisation risk registers. This Risk Register was approved by the JCC in
September 2024, and considered by the CTM Hosted Bodies Audit and Risk
Committee (ARC) in August October. Members noted the significant amount of
work done to bring this together, mindful there was still a lot of work to be done
with scores and assessing risks to ensure consistency across the range of NWJCC
services.

A summary of the risks related to the Ambulance and 111 service was presented
to the Committee and a paper was due to be received by the JCC next week.

5.5 Policy Group Report
Members received an update on activity and output from the JCC Policy Group
during the period 01 July 2024 — 30 September 2024 together with an updated
overview of all JCC policies and service specifications including those published
during the current financial year. The Committee acknowledged the significant
work that had been undertaken.

Quality and Patient Safety Page 4 of 5 Joint Commissioning Committee
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6. ANY OTHER BUSINESS

QUALITY SAFETY AND OUTCOMES SUB COMMITTEE (QSOSC) Terms of
Reference & Operating Arrangements (Schedule 3.1 of the Standing
Orders)

A discussion took place regarding the Terms of Reference for the new Quality
Safety and Outcomes Committee and the changes to the membership following
the appointment of Independent Members for the JCC. The Chair assured the
Committee that the JCC would continue to work with the Health Board Board
Secretaries to ensure that a Chairs Report would still be made available to the
Health Boards QPS for assurance purposes. As the meetings would be held in
public the papers would be readily available and anyone could attend as an
observer.

It was noted that the Director of Nursing wrote the Health Board QPSC members
on the 25™ October outlining progress and changes in establishing the new Joint
Commissioning Committee (JCC) Quality, Safety and Outcomes (QSOSC) sub-
committee and thanked them for their significant contribution and commitment
to the Committee. The Chair also took the opportunity to thank them personally
at the meeting.
Key risks and issues/matters of concern and any mitigating actions
e Confirmation of appointment of Public Health expertise into the JCC
e Assurance on any harm resulting in delays in plastic service for paediatrics
to be confirmed
e Note position of obesity pathway and consider if the service for North Wales
patients’ needs to go into the escalation process.
e Escalation objectives to be agreed for services in escalation in Childrens
Hospital for Wales
e Risks relating to ambulance services will be considered by the JCC next
week
e Continue to input into the MRSA outbreaks within the neonatal units and
provide an update to the next meeting
Summary of services in Escalation
e Attached (Appendix 1)
e Escalation to SLT if delay in data information received into JCC

Matters requiring Committee level consideration and/or approval
None

Matters referred to other Committees

As above.

Confirmed minutes for the meeting are available upon request

Date of Next Scheduled Meeting TBC
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Murses. Mew streamliners have begun in the HE and although supernumerary
at present and will not directly fill PIC vacancies it will support the wider
workforce challenges across the Children’s Hospital. JCC are still awaiting
detailed demand and capacity in order to develop a sustainable contracting
framework for Paediatric Intensive Care and High Dependency. Escalation
status being discussed at executive level within the JCC.

The Paediatric and Neonatal Escalation Reset Meeting is to take place on the
18th September where an overview of the service will be discussed to gain an
understanding from the health boards perspective of where they feel they are
in the process, rather than discussing actions and objectives. The overarching
objectives for the service are in the development phase and when agreed within
the commissioning team they will be shared with the health board for
comments and then presented at the reset meeting, to ensure they are agreed
collaboratively. New executive leads for both organisations will be agreed as
part of this process to ensure all are in agreement.

Actions/Objectives agreed on the 18" September in collaboration with the
health board. Monthly escalation meetings to re-commence on the 25%
November to monitor progress.

Issues/Risks:

Escalation meeting to discuss detail and progress Senior - 250
against action plan (monthly) Planning Movember
Manager 2024
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objectives for the service are in the development phase and when agreed within
the commissioning team they will be shared with the health board for
comments and then presented at the reset meeting, to ensure they are agreed
collaboratively. New executive leads for both organisations will be agreed as
part of this process to ensure all are in agreement.

Actions/Objectives agreed on the 18" September in collaboration with the
health board. Monthly escalation meetings to re-commence on the 259
MNovember to monitor progress.

Working with C&V UHB executive team to develop a plan to implement new
baseline as all other HBs are in a position to go live — Phase 1 implementation
paper to be taken to management group on 28" November to recommend a
way forward to progress with the implementation of the new baseline.

Issues/Risks:

March 24 - The service have not submitted an action plan despite being in escalation since Sept 23, they are unable to increase their cot numbers based on the new cot
configuration and reported that they cannot safely deliver on the cots that they are currently commissioned, no progress made with exec to exec meeting, possibility that
outsourcing from the service may be required, the service remains at escalation level 2 but if there are no improvements increasing the escalation will be considered.

May 24 - Through quarterly assurance meetings with all neonatal units in the South & West of Wales it has been reported that there has been increased pressure across the
network for cot availability

July 24 — Temporary closure of Princess of Wales (PoW) Maternity and Meonatal unit for essential maintenance work from September to December. JCC currently commission 4
High Dependency (HD) cots within the PoW and Prince Charles Hospital (PCH) sites within CTMUHB. PCH are able to flex their cot base from 15 cots to 19 to provide HD capacity
and Special Care based on clinical need. Consultation and communication with all stakeholders is underway alongside Maternity users who this will impact upon. Swansea Bay
University Health Board and Cardiff and Vale have been asked to support the delivery of matemity care based on demand and demographics of the planned maternity users. Work
is currently underway within CMTUHB to gain the appropriate data and demographics of the women currently booked to birth during this period. The Welsh Ambulance Service
and the Meonatal network are working with CMTUHB to ensure safe delivery and appropriate preparation of pathways to enable safe transfer and clear guidance for the maternity
users and clinical teams. Ongoing weekly project meetings have been put in place, NWICC have been invited to attend these. Updates from these will be shared within the NWICC
to lilnderstand the impact this will have on current commissioned cots. An early warning netification has gone to Welsh Government.
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Jcc assurance and confidence level in develobments: [ 14t March 2024 | | | |

IssuesfRisks: There is a risk the Wales Fertility Institute (WFI) in Meath & Port Talbot Hospital is not providing a safe and effective service due to 7 major concerns identified
during a relicensing inspection by HFEA in January 2023. There is a consequence that families who have treatment at this centre are not receiving the quality of care expected from
the service and in turn impacting outcomes.

Level 1 ENHANCED MONITORING lany quality or performance concern will be reviewed by the Commissioning Team. Enhanced monitoring is a pro-active response to put effective processes in place
to drive improvement. It is an initial fact finding exercise which should ideally be led by the provider and closely monitored and reviewed by the commissioning
team. The enquiry will lead to one of the following possible outcomes:
= Mo further action is reguired routine monitoring will continue. The concern which raised the indication for inquiry will be logged and referred to during the
routine monitoring process to ensure this has not developed any further,

= Continued intervention i1s required at level 1 and a review date agreed.
= Escalation to Level 2 if further intervention i1s required
[There is the potential for reporting via commissioning team report to Quality Patient Safety Committee and through SLA meetings with provider
Level 2 ESCALATED INTERVENTION Escalated intervention will be imtiated if Level I Enhanced Monitoring identifies the need for further investigation/intervention. There should be a Co-ordinated
and/or unilateral action designed to strengthen the capacity and capability of the service. At this stage there should be jointly agreed objectives between the
provider and commissioner and monitored through the relevant commissioning team. Frequency of meeting with provider should be at least quarterly and possible
interventions will include

+  Provider performance meetings

+ Triangulation of data with other guality indicators

= Advice from external advisors

= Monitoning of any action plans
14 nisk assessment should be undertaken, and logged on the Commissioning Team Risk Register. Where appropriate the rnisk will be included on the 1JCC Risk
Management Framework. Reporting is via commissioning team report to Quality Patient Safety Committee report and 5LA meetings with provider. The
investigation will lead to on to the following possible outcomes:

=+ Action plan and monitoring are completed within the allocated timeframe, evidence of progress and assurance the concern has been addressed. De-

escalation to Level 1 for ongoing monitoring.
= [If the action plan is not adhered to and further concerns are raised by the Commissioning team or by the provider team or further concerns are identified
it may be necessary to move to Level 3 Escalated Measures

\Where there is evidence that the Action Plan developed following Level 2 has failled to meet the required outcomes or a serious concern is identified a service will
be placed in escalated Level 3. At this stage the guality of the service reguires significant action/improvement and will require Executive input. In addition to routine
reporting through QPS a formal paper will be considered by the 1CC Corporate Directors Group (CDG) and an Executive Lead nominated. Formal notification will be
ent to the provider re the Level of escalation and a request made for an Executive lead from the provider to be identified. &n initial meeting will be set up as soon
= possible dependant on the seventy of the concern. Meetings should take place at least monthly thereafter or more frequently if determined necessary with jointhy
agreed objectives.
Provider representation will depend on the nature of the 1ssue but the meetings should ideally comprise of the following personnel as a minimum:
= Chair (JCC Executive Lead)
Associate Medical Director - Commissioning Team
Senior Planning Lead - Commissioning Team
JCC Head of Quality
Executive Lead from provider Health Board/Trust
Clinical representative from provider Health Board/Trust
Management representative from provider Health Board/Trust An agreed agenda should be shared prior to the meeting with a request for evidence as
Necessary.
t the condusion of the meeting a clear timeline for agreed actions will be wdentified for future monitorning and confirmed in writing if approprnate. Reporting will be
hrough commissioning team to QPS Committee. Consideration of entry on the nisk register and summary of services in escalation table for Chairs report to Joint
Committee. Consideration to involve and have a discussion with Welsh Government may be considered appropriate at this stage. If there is ongoing concern relating
patient care and safety with no clear progress then further escalation will be required to Level 4. On the other hand if progress is made through the escalation Level
3 evidence of this should be presented to CDG/OPS and a formal decision made with the provider to de-escalate to Level 2.
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HEALTHCARE INSPECTORATE WALES IMPROVEMENT PLAN
TRACKER REPORT

21st January 2025

Open/ Public

Not Applicable

Claire Brown- Head of Quality Assurance and
Compliance

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Committee /7 Group / Date Outcome
Individuals
(Insert Details) Click or tap to enter a date.

Acronyms / Glossary of Terms

HIW Healthcare Inspectorate Wales

AMaT Audit Management and Tracking
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HIW Inspection Total Actions as at 18/12/2024

= In Progress (11)

= Partially Complete (7)

m Partially Complete Overdue (23)

= Overdue (43)

= Fully complete (awaiting
approval) (35)

m Fully complete (approved) (425)

HIW Inspection Tracker
January 2025
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HIW Fully Completed Inspections, closed this HIW Inspection Recommendations Actions

period as at 16/12/2024 Proposed for Closure this period as at
16/12/2024
Fully complete HIW Inspections 6 Recommendations Actions
this period Proposed for Closure this 35
period
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HIW Inspection Actions Progress Monitoring / Change in Status this period as at 18/12/2024
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1.1

1.2

1.3

2.1

2.2

Situation /Background

The purpose of this report is to update the Quality, Safety & Experience
Committee on progress against the open actions held on the Healthcare
Inspectorate Wales (HIW) tracker of the accepted improvement plan(s)
submitted to HIW following their Inspection(s) across the organisation for
the timeframe from 18t December 2024.

All open and live HIW inspection improvement plans continue to be recorded
on AMaT however there remains the requirement for manual inputting of
manipulation in order to produce and present the relevant data and report.
The team are continuing to use work arounds and are working with the
system developers to find the best solution. Collaboration with Care Groups
is ongoing, and progress has been made in enabling care groups to take
ownership of completing their data responses independently prior the
deadline for updates as well as in cleansing the historical inspections and
actions.

The Assistant Director of Governance & Risk met with each Care Group
during August and it has been agreed that Care Groups will transition to
using the AMaT system for reporting following the September submission.
Following the September submission, the Head of Quality Assurance and
Compliance offered support to Care Group Leads to facilitate independent
inputting of updates into AMaT. Following the extensive work of the team
over the summer, Care groups have, on the whole been engaging with the
team in order to ensure the updates provided are on time, to the point and
suitable for public reading. Positive progress has been made to close down
historic inspections within some care groups. Collaboration is expected to
continue in order to include the tracking and management of Death in
Custody reports as well as the inspections in Primary Care areas not
managed by CTM. It is hoped that this will allow a more finite overview of
all HIW activity involving services offered to patients of CTM.

Specific Matters for Consideration

The HIW tracker continues to be a live document and each iteration evolves
as actions are completed or the date surpasses as well as following the
submission and acceptance by HIW of new inspection improvement plans.
Therefore, members will note some changes and progress on the actions
which remain as open as they transition to closed/completed actions
throughout this and future reports.

Care Groups are responsible for providing regular updates on the
improvement plans within their care group portfolios in order that the
tracker can remain live and up to date ensuring all actions are completed in
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2.3

2.4

2.5

2.6

3.1

3.2

a timely manner. Reminders are sent out in advance of reporting deadlines
to encourage and request further updates from Care Groups. There has
been a notable improvement in engagement from leads to close long-
standing inspection actions that required further evidence to support the
governance and assurance of inspections.

As previously described, a data cleanse has commenced of the inspections
and actions in an attempt to remove completed historic actions as well as
review actions that may again be historic but not measurable or attainable.
There has been significant engagement by the relevant Care Groups to
provide evidence in support of fully closing these outstanding actions down
as reflected in the dashboard graphs at the beginning of this report.

In the Mental Health and Learning Disability Care Group on-going work has
enabled the Quality Assurance and Compliance team to document sufficient
evidence supporting the closure of a large number of out-standing actions
which will be reflected in the next report if approved.

A breakdown of the status position with regards to all actions up to the 18t

December 2024 is detailed below.

e A total of 544 actions are reported with a further breakdown of the
stages towards compliance reported in table 1 located in the dashboard
at the beginning of this report.

o 425 Actions were Fully complete, approved and closed with a further 35
actions fully complete and awaiting approval

New Inspections / Actions
e There were O new Improvement Plans and O actions added this period.

Healthcare Inspectorate Wales request regular three-monthly updates on
all improvement plans where ongoing or outstanding actions remain
following the initial submission of the improvement plan, these are updated
by the responsible Care Group and submitted to HIW following Executive
Director Review and sign off.

Key Risks /7 Matters for Escalation

Care Groups are encouraged to continue to work with the Quality Assurance
team to provide pertinent update to their inspections via AMaT. Care
Groups are also asked to note that it is their responsibility to record the
evidence supporting the closure and completion of any action.

Ongoing AMaT system developments and requests are continuing in order
to deliver a system and process that is required for improved governance.
Some small system changes have been completed by the developers which
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is allowing the team to further adapt the way we capture and analyse the
data.

3.3 As outlined above, the HIW actions tracker will continue to be updated with
a targeted focus on actions where the action agreed due by date has passed
or no update has been received. As work on the tracker develops and
service developments from AMaT come into fruition, it is the intention that
the information collected and managed may be utilised within each Care
Group and CTM to improve the quality of care provided.

3.4  Continued engagement is required from Care Groups to continue to update
and cleanse the current and historic Inspection actions to make analysis
more meaningful. The Quality Assurance and Compliance team will continue
to work with Care Groups to continue to track and manage the ongoing
improvements to services and to complete outstanding actions and provide
sufficient assurance.

4. Assessment

Improving Care

If more than one applies please list below:

Living Well

If more than one applies please list below:
A Healthier Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:

Effective

If more than one applies please list below:
Efficient, Equitable, Safe, Timely
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January 2025 Experience Committee
21.01.2025

7/8 259/296


https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf

8/8

No - Not Applicable

If more than one applies please list below:

Impact Assessment

Yes: [

No: X

Outcome:

If no, please include
rationale below: N.A

Yes: O

No: X

Outcome:

If no, please include
rationale below: N.A

There are no specific legal implications related to the
activity outlined in this report.

report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this

There is no direct impact on resources as a result of the
activity outlined in this report.

5. Recommendation

5.1 The Quality, Safety & Experience Committee are asked to NOTE the
contents of this report and the activity underway to progress the actions
outstanding and ongoing within the improvement plans across the Health

Board following HIW Inspections.

6. Next Steps

6.1 The Head of Quality Assurance and Compliance will continue to work with
Care Group Leads in order to provide assurance of the Health Board’s
engagement and compliance with HIW recommendations and Improvement

Plans.
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HIW Inspection Leads

Inspection Code Title Date of Inspection | Care Group & DoN Lead DoN Lead Recommendations Actions
Healthcare Inspectorate Wales (HIW) - Death in | HMP Parc Prison - DIC (Case Reference: CA 09791/CRM0006681) 14/08/2024 Primary Care and Community Lucie Williams, Nurse Director 3 3
Custody/2024/197
Healthcare Inspectorate Wales (HIW) - Deathin | HMP Parc Prison - DIC (Case Reference: RD 06379/CRM0006682) 14/08/2024 Primary Care and Community Lucie Williams, Nurse Director 5 5
Custody/2024/198
Healthcare Inspectorate Wales (HIW)/2017/141 | National review of Ophthalmology Services 30/01/2017 2 2
Healthcare Inspectorate Wales (HIW)/2020/139 | Quality Check Summary Ysbyty Cwm Rhondda [Ysbyty Cwm Rhondda - Ward AL (Ref: 20030)] 08/09/2020 Primary Care and Community Lucie Williams, Nurse Director 2 2
Healthcare Inspectorate Wales (HIW)/2021/135 | Quality Check Summary Seren Ward, Royal Glamorgan Hospital [Improvement plan - Seren 20/04/2021 1 1
Ward - Royal Glamorgan Hospital (Ref: 20090)]
Healthcare Inspectorate Wales (HIW)/2021/137 | National Review of Mental Health Crisis Prevention in the Community 30/06/2021 17 18
Healthcare Inspectorate Wales (HIW)/2021/138 | Quality Check Summary Pinewood House [Pinewood House - Quality Check] 20/07/2021 2 2
Healthcare Inspectorate Wales (HIW)/2022/129 | HIW & CIW Joint Community Mental Health Team (CMHT) Inspection Report (Announced) 01/11/2022 6 10
Bridgend North CMHT, Maesteg Community Hospital [HIW Improvement Plan Service:
Bridgend North CMHT (Maesteg Hospital) (Ref: 3189)]
Healthcare Inspectorate Wales (HIW)/2022/131 | Hospital Inspection (Announced) Princess of Wales Hospital - Maternity Services [Appendix C - 22/03/2022 Children & Families Suzanne Hardacre, Director of Midwifery 7 7
POW Maternity Unit (Ref: 21233)]
Healthcare Inspectorate Wales (HIW)/2022/133 | Hospital Inspection Report (Unannounced) Emergency Department, Princess of Wales Hospital 17/10/2022 1 2
[Appendix A - Immediate Improvement Plan - Princess of Wales Emergency Department (Ref:
3326)]
Healthcare Inspectorate Wales (HIW)/2023/130 | Reviewing the Quality of Discharge Arrangements from Adult Inpatient Mental Health Units 07/03/2023 39 180
within Cwm Taf Morgannwg University Health Board (Ref: 2023061)
Healthcare Inspectorate Wales (HIW)/2023/134 | Hospital Inspection Report (Unannounced) Emergency Unit and Clinical Decisions Unit, Prince 31/07/2023 2 2
Charles Hospital Appendix A - Immediate Improvement Plan_31 July 01 & 02 August 2023
(Ref: 3399)
Healthcare Inspectorate Wales (HIW)/2023/140 | HMP Parc Prison 16/05/2023 Primary Care and Community 7 7
Healthcare Inspectorate Wales (HIW)/2023/155 | National Review of Patient Flow - a journey through the stroke pathway. 07/09/2023 50 50
Healthcare Inspectorate Wales (HIW)/2023/156 | Hospital Inspection Report (Unannounced) Paediatric Ward, Princess of Wales Hospital 25/09/2023 Children & Families Suzanne Hardacre, Director of Midwifery 2 2
[Appendix C - Princess of Wales Hospital, Pacdiatric Ward 25 & 26 September 2023 (Ref:
03421))
Healthcare Inspectorate Wales (HIW)/2023/157 | Appendix C - Improvement Plan: Angelton Clinic, Glanrhyd Hospital (Ref: 03445) 13/11/2023 25 26
Healthcare Inspectorate Wales (HIW)/2023/158 | Appendix C - Improvement Plan: Royal Glamorgan Hospital, Admissions Ward, Ward 21, Ward 20/11/2023 19 19
22, and Psychiatric Intensive Care Unit (Ref: 03414)
Healthcare Inspectorate Wales (HIW)/2023/167 | Hospital Inspection Report (Unannounced) Emergency Unit and Clinical Decisions Unit, Prince 31/07/2023 E 36
Charles Hospital Appendix C - Improvement Plan_31 July 01 & 02 August 2023 (Ref: 3399)
Healthcare Inspectorate Wales (HIW)/2024/165 | Appendix B Immediate Improvement Plan_PCH Maternity Unit_9-11 January 2024 (Ref: 03600) 09/01/2024 Children & Families Suzanne Hardacre, Director of Midwifery 2 27
Healthcare Inspectorate Wales (HIW)/2024/166 | Appendix C Improvement Plan_PCH Maternity Unit_9-11 January 2024 (ref: 03600) 0/01/2024 Children & Families Suzanne Hardacre, Director of Midwifery 14 36
Page 10f8
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AMaT Actions - Status Key

In progress

Inspection action is in the process of being completed and has not
yet reached the deadline.

Partially complete

Inspection action is in progress and some of the recommendations

(Overdue) have been met. The deadline has been reached and is now
overdue.
Overdue Inspection action deadline has been reached and no

recommendations have been completed.

Fully complete
(Awaiting approval)

Inspection actions have been fully completed and are waiting to be
approved to be closed.

Fully complete
(Approved)

Inspection actions and all recommendations have been fully
completed, approved and closed. These are not shown on this HIW
Inspections Tracker but can be viewed within AMaT.
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AT nspecton Code Daeol | imspectionTite Recommendation AN Reference Number cton CoeGroup | Orgnaloue | Comentoue | Progress | Comments/Updates e
nspecton Date pate statos
Heathcare Inspectorate Wles () Death 1a/08/2023 PrmaryCores | 30092028 | 30092004 | Partlly
Custody/2004/197 09731 /CRMO008651) Death nCustody/2024/157/MOL/ 1 Community complete
(Overdue)
Hesthare Ispectorate Wales (H]-Dth Tapeaeas | e PimaryCares | SLiaas | 311230 | g
Custody/2004197 o971 /CROMO00G681) confrmed signof betwen both prisons heads of heshcare. Death nCustody/2024/157/MO2/1 Community
pisoners ith ADKD.
Heathcare Inspectorate Wales (W] -Deth ez | e PimayCares | 3Li2208 | 314270 | Iprogress | Oecember
Custody/2004197 o9731/CRMO008651) heathcare lial ecord systrn. Death n Custody/2024/157/MO3/1 Community
Heslthcare Ispectorate Wales (HIW]-Dth in Tefoaraon | Hve PrimaryCare& | 30092024 | 30052004 | Partally | December 204 Update - Awalting pprovava QRSE Feb 2025
Custody/2024198 06373/CRO008652) baseine for tff o moniorfor changes from the ptient normal alues. Death nCustody/2024/138/MOL/ 1 Community complete
A (Overde)
cinica audicof complance gainst i sandard.
Al staff i e sued with writen gidance
Heathcare Inspectorate Wles (4] Death Tapoer20aa PrimaryCores | 301102028 | 31102024 | Partally | December 2023 Update  Awating approws v GRSE Feb 2075
Custody/2004198 06373/CRO008652) heatihcare s, Death nCustody/2024/138/MD2/1. | emergencyasessment Community complete
(Overdue)
Helthcare Ispectorate Wales (HW)-Deth Teroaraan | e PrmaryGores | 3102024 | 311020 | parialy
Custody/2024198 06379/CRMO006652) it Communiy
cinclrcord (Overde)
ontarecords,
Heslthcare Ispectorate Wales (HIW) - Deth in Tefoarzon | Hwe PrimaryCores | 31102024 | 3110204 | parialy =
Custody/ 2024198 06379 CRO008652) 2 Death nCustody/2024/198/MOA/ 1 Community Jete | Awalting spprovl via QRSEFelb 2025 - vidence embecded.
(Overde)
Heathcare Inspectorate Wles (] Death Tefosrzon, PrmaryCores | 30112028 | 301120 | Fartaly
Custody/2004198 06373/CRO008652) Communi complete | Awaitng approval v QRSE Feb 202 - evidence embedce.
(overdue)
Heslthcare Inspectoate Wales (HW)/2017/141 Sorozn PamedCore | 01032003 | 31122025 St o neadto
e »
Hesthcare Inspectorte Wles (HWI/Z017/141 Sorozon7 Recent PamedCore | 0104200 | 0104202 | rullycomplete .
for i referal, HEsupdates (Awaitng
spproval | Fully complet (Awaiing approval - Further vidence avaited
eathare spectorate Wales (RWI/Z017/141 SorouaonT PamedCurs | 010470 | 01082024 | Fully complets | Deceriber 2074 Undate 03 122028 Approved by Core Group o LT Meetng 19/11/2024
(/2017714110311 «Indepencent Pesciing (hwaitng
(Patient Referrals - Qualyof Reerals) vt spproval | Fuly complete (Awaiing approval Furcher Eudence Awalted
» «Diabetic Retnopsthy.
avoding unnecessary vits « Glaucoma develo estingservice i lace
Complete l scherses renow stabished within CTM
Helthcare Ispectorte Wales (HW)/2017/141 oozt Pamedcore | 0104200 | 01082028 | rullycompiets i
Devclopment (Awaitng
PatintReferrals ~Qualyof Reeral) spprovall | Fully complete (Awating approval Futher Eidance Awited
pathways.
eathare spectoate Wales (RWI/Z017/141 ooz PamedCure | 0104704 | 01082024 | Fully complet | Deceriber 7074 Updste 03 123024 Approved by Core Group at 51T Meetng 1871112074
(Patient Referrals - Qualyof Reerals) approval | Fuly complete (Awaiing approval Further Eudence Awalted
o
Heathcare Inspectorate Wales (HWI/2017/131 ooz PamedCre | 01042024 | 01082028 | Fully complet | Deceriber 2074 Undate 03 122028 Approved by Core Group o 51T Meetng 15/11/2024
(/201771410611 (hwitng.
approvall | Fuly complete (Awaiing approval Further Eudence Awlted
»
Helthcare Ispectorte Wles (W) 2017/141 Soroaon7 PamedCore | 0104200 | 01042000 | rullycompiete 2 g
(20177183071 support s, (Awaiting
spprovall | Fuly complete (Awaiting approval Futher Eidence Awited
B
oecs
Healthcare Ispectorate Wales (HW)/2017/141 Sofoizon PamedGre | oioazoa | siiaon Dec e racice o seames ramler
M paucoms, medcal e,
o
o patients who havebeen disharged from secondarycare.
Helthcare spectorte Wales (W) 2017/141 Soroan PamedGore | 0104200 | 01042008 | rully compiete T
(Awiting.
Lserinformation spprovall | Fully complete (Awating spproval Futher Eidence Awited
Cataractformation
consent. Ec10 services
Bepharits eafets
 nformation
Surgery informtion et + CMS: Cosmetic lpharopissty
« C09: Cosmtic ross Srgery
« P02 Bepharoplsty
+0P03: Glaucoma surgery [Tabeculectomy)
+ PO ReinalDetachment urgery
+ OP0S: Comesl Transplant Surgery
+ OPOB: Cotectinga Sqint ()
+ P07 Enropionand Ectopion epair
+ OPuB: ross Surgeryfdol)
+ OP0g:Corectinga Squint (odut)
+ OPL0:ross Sugery(chl])
+ OPLL. szl (A4 VEGH) njction
+0P12: V4G Capsulotomy.
+ OPL3:Removing 3 Chaladion
+OPLa:LASK Surgery
P15 Removal of reygiom.
e riery
+ OPL7: WacularHoleSurery
Heslthcare Inspectorate Wales (HWI/2017/141 Sorozon PameaGure | 010v2024 | o10s2024 | pamaly mestings. B
(200718301071 complete
(restment Tmescae —Targets) Thre re  mber o statusupdates reports o inclde: (Overdue) | August 2028 Update - o e received hisperiod
Total numberwaitng
and scual folow:p nteval by care pathay. Patients pas arget date
Patents it s target te
Paral booking
Py
Patents with appoinments ancelied
Heathare spectoate Wales (RWI/Z017/141 SOz When booking PamedCore | 0104208 | 01062035 Updated toca
(restment Timescae Targets) o a
Bl
sl and resourcesaviabe August 2024 Update - No updatereceivd tis prid.
Heathcre Inspectoate Wales (HWI/2017/131 Sofoizo07 PamedCre | 0104208 | 01052075 | mprogrest
(restment Timescae - Targes] (HW2007/141/MD12/1 reied implmentaton date of 03/06/2025  requred
o August 2024 Updte o updaterecevd tis prid.
The patientshould bekept nformed ofany changes t the plan. A Signficant rview no wating st management s requied t nclue:
Ratoof FUNS capacty o meet dems "
Extnsive valdtion work toceanethe FUNG waiting st
Dupication o path s atl e
Cros st skl and resource
Page3ors
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AT nspecton Code Daeol | imspectionTite Recommendation AN Reference Number cton CoeGroup | Orgnaloue | Comentoue | Progress | Comments/Updates e
nspecton Date pate statos
Heathcare Inspectoate Wales (HWI/2017/131 Soroz017 m PamedCore | 0104202 | 01082028 | partaly
(HW/2007/141/MD13/1 complete o s0/12/2.
» (Overdue)
more serioussstem fires. August 2024 Updte o updaterecevd tis prid.
eathare Ispectorate Wales (MWI/Z017/141 Sorozn7 ) ] el PameaCue | Oio4zod | o10ez0n
(restment - Cpaciy)
a
valsble, 3 wela vl spaceffaciie.
Helthcare Inspectorte Wales (W) 2017141 Epvry 0] Pamedcare | ovoazoaa | siizaons
(reatment - Cpaciy) E
ranter X
o i
llowed the majority of DRSS patients o be kept i primary care
suategicway under cotrolof the eslt bosrd
HeslthcareIspectorate Wales (HW)/2017/141 Sofoizn PamedCrre | 0101202 | 01082028 | partaly
(vestment - ntiatives to mprave Capaciy) P s0rs2ps
(Overde)
a August 2024 Updiate o updaterecevd tis prid.
HeslthcareInspectorate Wales (HW)/2017/141 Soroizon Healtcare inspectorate Woles WG o amawer PamedCore | 0104202 | 01082028 | partaly X sors, - 20,
(vestment - nisties to mprave Capacity) (20071430171 complete | approval for closare st Cae Group SLT 30/12/24
(Overde)
8 update, complet
Helthcare Inspectorte Wales (W) 2017/141 oozt PamedGore | 01042004 | 01042008 | rully compiete
SeniceSupporttaf - Eye CareLison fficer) (2007718301372 (Awaitng
RGH / PCH  YCR - NHS L0 forRGH, PCH, Y ~coverage 3 days sporoval)
or theepecae senice 2 Commissioning ssue - sk Elaabethseadle
eathare spectoate Wales (RWI/Z017/141 ooz PamedCore | 01042028 | 01062035
evelopment for secondarycae.
esthcre Inspectorate iales (HWI/2017/141 Soroaony See pos bove Pamedcore | 1042028 | 01082005 Weos
anstion), s
(Utsaton ofoprometiss) sevice vacancy, arevised implementation date of L/06/2025 i e
Healthsasrd wil
. for ptometrists.
Heathcare Inpectorte eles (HWI/2020/135 oafosra020 PrimaryCored | 01102020 | 01102020 |  Overdue
Cum s - Ward A (Ref:20030] (/202071390211 Community
o
Helthcare Inspectorte Wles (W) 2021/135 oo el G Adationaly Mentalfeath & | 10082021 | 10072021 | rully complets | Decerber 2021 Update - 3cion compleed GAE Sept 2023
Learing (Rwaiting
Glamorgan Hosptal (Re: 200501 Complance tobe Diabies spproval | Ocober
Helthcare Ispectorte Wales (W) 2021/137 Soroeraoat Vertaveathna | 011202 | otmiaom | parialy
Commanity nder the MentlHealth (Wales) iasure 2010 (202113710311
Diabies (Overue) | October 2024 Update - Remain op {0 dscuss at nex OSAE.
esthcre Inspectorte iales (HWI/2021/138 2o VentaHeath & | 30112021 | 30.112021 | rullycomplee | Decemier 2024 Updatecompleted Nov 2021 when under RTE LG
House - Qualty Check] Learin (waiting
Disabies spproval
o ensure thereare safe tafing eves a a ms.
Heathcare Inspectorte Veles (HWI/2021/136 im0 MertaReath®& | 30112021 | 30112021 | Fullycomplee | December 2024 Updste - COMPLETED NOV 2021 WHEN UNDER RTE 1.
House-Quaty Check] (w/2021/138/M0211 Learing (hwaiting
Diabies spprovall
1) Revew hirachy ;.
2) Enure Group algament numbers are corect;
esthcare Inspectorte Wles (WWI/2033/125 oo Health Teom ooy ertafeath® | 2804703 | 2804203 | fullycompiete
(CMHT) nspection Report (Announced)Bridgend North (Hw1/2022/129/M0511 Learing (waitng
M, Msesteg Community Hospil[HIW Improvement Disabies approvall | August 2024 Upidat - remalns overde
Plan Sevice: rdgend North CWIHT (Maesteg Hosptal)
(ret:3159) Medicalstafbooked nto attend Ssfegarcin People
Completed spproved ihrough S
esthcre Inspectorate Wiales (HWI/2023/131 P Chigens | 01082022 | 0109203 | Overde
Hospital—Materity Services Appendie - POW wor (w/2022/131/M01/1 Familes
Maternty Une (Ref: 212331 X
esthcare Inspectorte Wles (HWI/2033/131 P Crians | ouoaanz | 0106302 | Overde
(w/2022/131/M041 thissres Familes
Maternty Une (Ref:21233]
Heslthcare Inspectorate Wales (HW)/2022/131 P hidens | 01062022 | 0110203 | Overde
(/202211310811 Familes
Moternity Unt (Ref:21233]
Heslthare Inspectorate Wales (HW)/2022/131 P higns | 0106202 | 011020 | Fartaly
(H/202/131/M07/1 servie agreed taget Familes complete
Maternity Unt (Ref:21233] (Overde)
ensureproportionte review and earing.
eathcare Inspectorate Veales (NWI/2022/13 700 Unichedied Gre | 01022073 | 01022023 | Overdue
(/20221133011
Immedate Improvement Plan- rncess of Wales
Emersency Depariment fef: 3261
Helthcare Ispectorte Wales (HW)/2022/133 Do Unichedued Gre | OLIZ208 | 01122083 | Overdue
(nw/2022/133/M012
Immecdate Improvement Plan Prncess of Wales
Emergency Depariment Re: 3526)
Heslthcare Inspectorate Wales (HW)/2023/130 B Mertafeaths | 30062003 | 30062023 | Overdue 3
ot servces, Learing
Disbies
August 2024 Update - i emans on going
Heathcare Inspectorte Veles (NWI/2023/130 e MertaHesth & | 30062023 | 30062023 | Fully complet | Decerber 2024 Undate Aoproved 5 compite Novamber 2073
ot Learing (hwitng.
Morgannwg Unversty Healh Bord Re: 2023061) Disabilies spproval | Fuly comple (Awaling spproval - Further vidence Awited
Heslthcare Inspectorate Wales (HWI/2023/130 e MentalHealh& | 31072023 | 31072025 | Fully complete | Deceriber 2024 Update - Approved 35 complete November 2023
ot (/2023/130/M028/5. Learing (hwaiting
Morganmwg Unversity Health Bord Re: 2023061) Disabiies spprovall | Fuly complete (Awaiing spproval - Further vidence Awaited
Heslthare Inspectorate Wales (HW)/2023/130 i 3| Menalneatha | 51082023 | 31082003 | Full complte | December 2024 Update - Approved 3 complete Noverber 2023
ot Learing ating
Disbies spprovall | Fully complete (Awating approval - Further Eidence Awalted
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AT nspecton Code Daeol | imspectionTite Recommendation AN Reference Number cton CoeGroup | Orgnaloue | Comentoue | Progress | Comments/Updates e
nspecton Date pate statos
Heathcre Inspectorte Veses (RWI/2023/130 w0 MertaResth & | 31072023 | 31072023 | Fully complee | Decerber 2074 Undate-Aoproved s compite November 2073
ot Learing (hwitng
Diabies spproval | Fully complet (Awating spproval - Further vidence Awited
sustained.
Helthcare Inspectorate Wales (HWI/2023/130 o0 Mertalhesth | 01062024 | 01052028 | Overdue | Decemiber 2024 update- curenty 16 polces o upase
ot Learing
1) | rocedures, “Develop olcie lanwith rajectorie for addessing the ackog Diabices Ocober 202 remainson going o discuss frther 3t GSRE
heathservices a5 2 whole. +To progres for sign off 3t Cae Grup lvel Augs 2024 Udote
“Ntsintenanceof a egister o olcies o evew <21 polcies indate up from 16in o).
esthcare Inspectorte Wales (WWI/2073/130 i E Meranesth® | 01062024 | 01052024 | Overdue | December 2024 Update 16 pliies remai o be updated
ot Expred 22 Learing
procedures, Disabiies caber 21 21 polcies p o date, 31 underreview 12 awaltingapproval
heathservices s 8 whole
August 2024 pdte 21 polcies i dte (o from 16 .
Heslthcare Inspectorate Wales (HW)/2023/130 i Mertafeath & | 30062023 | 30062023 | Fully complets | December 2024 Update - Approved 35 compite Naverber 2023
ot Learing (huaiting
Disbies spprovall | Fully complete (Awaiing approval - Further Eidence Awaited
esthcre Inspectorte Wles (HWI/2023/130 o MentaHeath & | 30112020 | 30.112028 | Fully complet | Decerbr 2021 Update - Approved 5 complte Nevember 2003
ot Learing (waitng
Disabies spproval | Fully complete (Awating spproval - Further vidence Auited
altre of cwing sk and mitgaon s ocal lve,
esthcre Inspectorte iles (HWI/2023/130 w0 = VentaHeath & | 30062023 | 31102026 | Fully complet | Decerber 2024 Update - ths was completd n G5RE October 2024
ot ath srvicetodevelop a mechanim for mult-sgency incident reporing ring (Awating
Disabies Spproval | August 2024 Uptat o updatereceved tis prid.
soil workers 3 apicable.
Inthe meantime,
Heslthcare Inspectorate Wales (HW)/2023/134 B um UnscheddedCore | 01112023 | 30062024 | partaly | oecember
Uit and Clcal Detsions Uni, Prnce Charkes Hospisl | + (/2023139020 Currnt Traning Complance
tuyors o © (Overue) | August 2028 Update - COU BLS -84 1L 405, ED BLS - 80% ALS 65%
02 August 2023 (et:3399)
X 1. "
8spaces
nurses requiing sining nordr o meet 100%
esthcare Inspectorte Wles (HWI/2023/140 1670572023 | e parc prison e e PrimaryCored | 31082023 | 3108203 | partaly
immunosuppressant drugs. (w/2023/140/M0211 spproprsely. Community complete
(Overdue) | October
esthcare Inspectorte Wles (WWI/2073/140 T6/05/202 | e e prson PrmaryCores | 31002023 | 31082033 i
Community complete
o (Overue) | Sepember 2023 Update - No update rceived
August 2024 Update - Ongong with Pharmacylead and GP i HWIP parc.
esthcare Inspectorte Wles (RWI/Z073/155 orfosra0zs UnicheddedCore | 01042024 | 01082024 | Overdue
sokepathway
Wale praciceand arning fo he benet o our patents an teams.
RevisedDue Dae - Ongoing across 2024/25
ongaing across 2023/24
mplementationacossthe Heah Board area.
esthcre Inspectorte Wles (HWI/2023/155 e Unichedsed Cre | 01092024 | 01082024 | Overdue
Peath inequlies and scio-economic deprvatin.
Revised Due Date - Ongoig across 2024/25
ngaing across 2023/24
esthcare Inspectorate Wles (WWI/Z073/155 i dersand UnicheadedCore | 01042074 | 01082024 | Overdue
suokepathway
beterhesthoutcomes.
they ace.
Revised Due Date - Ongoing across 2024/25
ongaing across 2023/24
Helthcare Ispectorte Wales (W) 2023/155 e = & | Unscheduea e | 01112023 | 0111208 | Overde
suokepathwsy fow. nical
subsequent das.
November 2026
Discharge o Recover hen Asess (D2RA) pathwars.
Helthcare Inspectorte Wales (W) 2023/155 wroer Unschedued Gre | 01012024 | 010%2024 | Overaue
ke pathusy dscharge de
The pharmacy
Heslthcare Inspectorate Wales (HW)/2023/155 roera0 Unschedded Gore | 01042024 | 01082024 | Overdue
sokepathwsy tmeler dchirge. ot
hrough CTM U
Ongoing 2024725
Helthcare spectorte Wales (W) 2023/155 T icn | Unscheduied Gre | 0022024 | 31322028 | I propress
suokepathwsy
esthcare Inspectorte Wles (HWI/Z023/155 rfosraon Unicheaued Care | 01092024 | 01082024 | Overdue
sokepathway each oftheir hospitalsie,such s with e and il aimsions.
Timescae In 2023/24-exat mescal dependent on resouce valabiy
Heathcare Inspectorte iles (WI/2023/155 i 4 " Bin | Urscheduied Gre | 01032028 | 01082023 | Overdue | oecember
suokepathway fow. workstream3.
e e
November launch. Fullimplementation 2425
Helthcare Inspectorte Wales (HWI/2023/155 e Unschedued Care | 01012024 | DLOVI0RN | Overtus | December
suokepathwsy avalabe n wa s
Heslthcare Inspectorate Wales (HWI/2023/155 roar0 Unschedued Gre | 01102024 | 01102028 | Overde
ke pathwsy i i
pace. “rd fagaig’
aresymptomaticof astrke.
Revised Roiow - August 2024, Ongoing implementatin.
Review March 2024
Implamentaion Otober 2024
Helthcare Inspectorte Wales (HW)/2023/155 roera0 winsT ot confrmed | Unseheduied Gre | 01102024 | 31012025 | I proprss
suokepathwsy i
ety to time crita nvestgation:
Heathcre Inspectorte Viles (NWI/2023/155 orfosra0zs UnicheduiedCore | 01102028 | 01102028 | Overdue | oecember
suokepathway
Scheving tmely dcnaree. purposes -
purposes”
Heslthcare Inspectorate Wales (HWI/2023/155 B Unschedued Gre | 01102024 | 01102024 | Overde
sokepathwzy cearly documented hy not witinthe patienscincl rcord.
Ongoing argeted improvement
esthcre Inspectorte Wles (HWI/2023/155 oo UnichediedCore | 01012025 | 01012025 | Inprogress
sokepathway s W i
Importantifaeferal tertarycenre s reltivelydose o the £0.
ngoing 2024725
esthcare Inspectorte Wles (NWI/Z073/155 rfosra0ns Thspaper | UnicheduedCare | 01012075 | 01012025 | Inprogress
sokepathway avaabilty troughout the stroke servie
withthe right sl nd sttributes ooking aferour patnts, X
ongoig 2024725
esthcare Inspectorte Wles (WWI/2023/155 e & e man ary | Unscheduled Cre | 01012025 | 01013035 | Inproress
sokepathway
progress s monitored v th & Gl Programme Board.
sy 2025
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AT nspecton Code Daeol | imspectionTite Recommendation AN Reference Number cton CoeGroup | Orgnaloue | Comentoue | Progress | Comments/Updates e
nspecton Date pate statos
Heathcre Inpectorate Vesles (NWI/2023/155 orfosra073 UnichediedCore | 01102028 | 31012025 | nprogress
suokepathway such 35 Ta
sssesament oo
Heathcare Inspectorte iles (NWI/2023/155 orrosra0zs UnicheduiedCore | 01102028 | 31012025 | nprogress | oecember
suokepathway
Helthcare Inspectorte Wales (HWI/2023/155 i Unschedued Gare | 01002024 | 0102024 | Overaue
suokepathwsy 3 timely manner n e with NICE guidance, o
Revied Due Dae - Ongong, 2024725
esthcre Inspectorte iales (HWI/2023/155 e T hours Unicheded Gare | 01102024 | 01302024 | Overdue
ke pathway scans
ongoig 2024725
Heathcre Inspectorate Veles (HWI/2023/155 rosra0 Unicheduied Gre | 01042024 | 01082028 | Overde
sokepathzy Pour targe, to help masimise theirclicloutcome.
monitored and refevaluted s reqired
esthcare Inspectorate Wles (NWI/Z073/155 e Ther » erced | UnicheduedCore | 01092074 | 01082024 | Overdue
sokepathway
fencingof stk bes.
Heathcare Inspectorate Veles (NWI/2023/155 rosrz02 Unicheduied Gre | 01012024 | 01012028 | Overde
suokepathway rehabiltation and recovry of stroke patiensn e wih NICE uidance. senice,
developes,
Revised Due Date 2020125
Helthcre Ispectorte Wales (HWI/2023/155 e Unichedued Gare | 01092024 | 01042024 | Overdue
suokepathwsy efectivelymansge patent recovery.
esthcre Inspectorte Wiles (HWI/2023/155 oo Unichedued Gare | 01092024 | 01082024 | Overdue
sokepathway
esthcare Inspectorte Wles (HWI/2023/155 rrosrzons Unicheased Care | 01092024 | 01082024 | Overdue
sokepathway
i Tis acton has been reognisd 2. sk and s regulry reiewse
Heathcare Inspectorte Veles (NWI/2023/155 wrfosra07s Unicheduied Gre | 01032028 | 0108202 | Overdue
suokepattway areminimisd, "
esthcre Inspectorte Wiales (HWI/2023/155 e Unichedued Gare | 01092024 | 01082024 | Overdue
ke pathway Issoes with atent low through health and socil care systrrs.
removed for AMST purposes
esthcare Inspectorate Wales (NWI/Z073/155 i e | UnicheadedCore | 01092074 | 01082024 | Overdue
sokepathway community,sucha domiciary care.
Diector
Helthcare spectorte Wales (HW)/2023/155 i Unschedued Gare | 01002024 | 01012024 | Overdue
suokepathwsy paten low. n
it and reveue investment would be rere
Ongoing 2024/25
esthcare Inspectorte Wles (HWI/2023/155 e » Unicheaded Care | 01012024 | 01012024 | Overdue
improvingpatient low. 3
ecoprising that captal an revenue investment would b reurec, .
Ongoing 2024725
Heathcre Inpectorte eles (HWI/2023/155 rosra02 Unichedued Gre | 01102024 | 0110202 | Overde
sokepathay push report’
s
e that would oty the sie team that  patient s been discharged
ngong 2024725
Heathcare Inspectorate Veales (NWI/2023/155 /o102 Chidrens | 112209 | 3108202 | rullycompiee
Ward,Pincss of Waes Hosital [ppendix C -Princssof (/202371560211 Familes wting
Wle Hospial, Psditric Ward 25 2 Setember 2023 spprovall
(ret:03421)
work. New Emescales s,
Heathcre Inspectorte iles (NWI/2023/157 R oy Mertahesth & | 28122023 | 28122023 | Fully complets | Deceriber 2024 UndateCare Group agreed compieted 28/12/2003
Hospial R 03445) (/202315710211 Learing wting
Approprise squpment hs been idetfied and i plce. Disabices spproval | Fuly complet (Awating spproval - Further vidence Auited
esthcare Inspectorte Wles (HWI/2023/157 s oy Mentaheath® | 28122023 | 28122025 | Fullycomplet | Deceriber 2024 UpdateCare Group agrecd compited 25/12/2005
Hospital e 03435) (/202315710311 Learin (aiting
Disbies spproval | Fully comple (Awating approval - Further vidence Auited
Completed 2810212023
see Appendic3
esthcre Inspectorte Wles (HWI/2023/157 s oy MentaHeath & | 01012020 | 01012020 | rullycomplee | December 2021 Update - G5hE 28 1225 completes.
Hospital e 03435) (w/2023/157/M041 Learing (waiting
Ward 1is currenty 100% Disbices spproval | Fully comple (Awating spproval - Further vidence Auited
Ward 2 s currenty 7855
A 2020 ot - Ward
Previous Updat - I Progress
Estmated dtefo completion anary 2024
Aopendins
Helthcare Inspectorate Wales (HWI/2023/157 T jevalteath & | 31012024 | 10072028 | Overdue | December 202
Hospital R 03445) overmance ovrsight and shared learing. (/2023157 /M020/1 Learing
Disbies cber 2024 reauiring updates to nationl sstem.
Apri 2024 Update -In progress. Wor s ongong btueen the head ofnursing an the Dt team.
Previous Updat I Progress
esthcare Inspectorate Wles (HWI/2023/158 2072025 | ApperdinC Mentaneath & | 09012020 | 09012024 | Fullycomplee | December 2024 Updat - GSRE 28 1225 completes.
Hospital, Admissions Ward, Ward 21, Ward 2, and i (waiting
Psyeiatic ntensive Care Unt (Rt 03414) Disabies spproval | Fully complet (Awating spproval - Further vidence Auted
completea
esthcare Inspectorate Wles (WWI/2073/158 o/ | AvpendnC Mentahesth & | 09012024 | 09012024 | rullycomplee | December 2024 Updste - G5RE 281223 completed
spia, Admissions Ward, Ward 21, Ward 2, and ring wting
Psyeistic ntensie Cae Unt (Rt 03414) Disabiies spproval | Fully comple (Awating spproval - Further vidence Auited
gression (PMUA rained saf on shi Completed
Daily Huddle Documentaton Evidence 1
Heslthcare Inspectorate Wales (HIWI/2023/158 201172005 | AppencinC MentalHealth & | 09012004 | 09012024 | Fullycomplte | Decemier 2021 UpdateQsRE 281223 complees.
Hospital, Admissions Ward, Ward 2, Ward 2, and (/202371580311 Learing (huaiting
Payehiatic ntensve Cae Unt (Ref: 03414 since the Disbies spprovall | Fully complete (Awating spproval - Further Eidence Awaited
Completed
Mental Heath Diectorate Smoking igation Pape; Evdence 1.1
Pracicaly,on the RGH WAL, s
a1 e made der o sl ptents and sgnposed aross the wards,
Patio Pt vidence 2
Patio Pt Evidence 3
reguialy andextrzorinary laning requesed of faciles i requires.
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AT nspecton Code Daeol | imspectionTite Recommendation AN Reference Number cton CoeGroup | Orgnaloue | Comentoue | Progress | Comments/Updates e
nspecton Date pate statos
Heathcre Inpectorte Viles (NWI/2023/155 2072023 | AppendinC Thswasdue | MemalWeath& | 30062023 | 30062028 | Full compite | December 2023 Updte compieted GSRE oy 25
Hospial, Admissons Ward, Ward 21, Ward 2,and Learing (hwitng
Paycisrc ntensie Care Unk (Ref. 03414) Disabiies approvall | October 2024 completedapproved in QSR Eidence tofollow COMPLETED JULY 20
U D Al o7 Evidence s
August 2024 - Update requested.
June 2028 Update - update du in August 2024,
a5RE)n e 2028
remaining on Diectorate sk Regser
Heathcre Inpectorte eles (HWI/2023/158 0m7a0n | ApperdinC MertaRealth & | 09012024 | 0902024 | Fullycomplee | December 2024 Updnte - 5RE 281223 completed.
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Agenda Item
8.2.7

Quality, Safety & Experience Committee

Cwm Taf Morgannwg University Health Board
Infant Feeding Strategy 2025-2030

21/01/2025

Open/ Public

Not Applicable

Clare Shears, Senior Nurse Children and
Young People

Suzanne Hardacre, Director of Midwifery
Children and Families Care Group

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

Gregory Padmore-Dix, Deputy Chief
Executive / Executive Nurse Director

For Noting

Engagement (internal/external) undertaken to date (including
receipt/consideration at Committee/Group)

Board

Committee / Group /Forum | Date Outcome
Individuals

Infant Feeding Strategic Group | 04/12/2024 Approved.
Operational Management 17/01/2025 Pending Approval

Acronyms / Glossary of Terms

CTMUHB Cwm Taf Morgannwg University Health Board
UK United Kingdom
UNICEF United Nations International Children's Emergency Fund
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1.1

1.2

1.3

1.4

1.5

2.2

2.3

2.4

Situation /Background

The first 1000 days of life are critical for the outcomes of a child’s health,
growth and cognitive development. During this period, breastfeeding and
responsive bottle feeding are essential to ensuring that every infant and
child has the right to good nutrition (The United Nations Convention on the
Rights of the Child 1989).

The aim of the Infant Feeding Strategy is to provide a road map to the steps
needed to improve infant nutrition in the first 1000days across the Cwm Taf
Morgannwg University Health Board (CTMUHB) region. The steps include,
increasing breastfeeding rates, supporting safe and responsive formula
feeding, supporting the parent/carer to develop a close and loving
relationship with the infant and support the timely introduction of
complementary foods.

The strategy is underpinned by national and local policy drivers and the
UNICEF UK Baby Friendly Initiative standards for midwifery, neonatal and
health visiting services. All of which will act as levers to set the direction for
all staff groups within the health board whose work impacts on supporting
parents in the first 1000 days of a child’s life.

Increasing the number of infants receiving breastmilk and developing close
and loving relationships are the foundation to improving health outcomes
along the life course, reducing health inequalities and ensuring the best
start to life for our future generations in CTMUHB.

The challenges of poorer health outcomes for the CTMUHB population are
considerable, both compared with the rest of Wales and due to inequalities
within the Health Board area. Evidence demonstrates the positive impact
that breastfeeding and breast milk have on reducing inequalities in health
and improve health outcomes.

Specific Matters for Consideration

The strategy is for the CTMUHB workforce, key partners and stakeholders
who support infants and children, policy developers and the general public.

Whilst the strategy supports breastfeeding, it is imperative that all families
have access to evidence based information to make an informed choice
about feeding methods and that they are supported in whatever decisions
are made.

An implementation and delivery plan accompanies the strategy. Progress
against these plans are monitored through the Health Board Infant Feeding
Strategic Group.

The strategy is consistent and aligned with the following:
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2.5

3.2

3.3

3.4

Child Poverty Strategy Wales (2024)

Well-Being of Future Generations (Wales) Act (2015)
A Healthier Wales (2018)

Healthy Weight: Healthy Wales (2019)

All Wales 5 year Breastfeeding Action Plan (2019)

YVVVVY

The strategy has been developed in partnership with parents and wider key
stakeholders (internal to Cwm Taf Morgannwg University Health Board and
external).

Key Risks / Matters for Escalation

There is an associated ‘Breastfeeding and Return to Work’ policy soon to be
ratified with support from Workforce colleagues.

Oversight and monitoring of the strategy will be through the Infant Feeding
Strategic Group within Cwm Taf Morgannwg.

An ‘Easy Read’ version for the public will also accompany the strategy
(expected early January 2025).

Equality Impact Assessment completed 28" October 2024.

Assessment

Creating Health

If more than one applies please list below:
» Improving Care
» Sustaining our Future

Starting Well

If more than one applies please list below:
» Growing Well
» Living Well

A Healthier Wales

If more than one applies please list below:

Whole-systems Perspective

If more than one applies please list below:

Safe

If more than one applies please list below:

» Timely

» Equitable
Infant Feeding Strategy Page 3 of 4 Quality, Safety &
2025-2030 Experience Committee
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21/01/2025
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https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.futuregenerations.wales/wp-content/uploads/2017/02/150623-guide-to-the-fg-act-en.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf
https://www.gov.wales/sites/default/files/consultations/2022-10/the-duty-of-quality-statutory-guidance-2023-and-quality-standards-2023.pdf

» Efficient

> Effective

» Person Centred
No - Not Applicable

If more than one applies please list below:

Impact Assessment
Yes: No: [

Outcome: If no, please include
rationale below:

Yes: [ No: O

Outcome for Equality | If no, please include
(delete as appropriate): | rationale below:
POSITIVE

Outcome for Welsh
Language:

POSITIVE

There are no specific legal implications related to the
activity outlined in this report.

There is no direct impact on the reputation of the
Health Board as a result of the activity outlined in this
report.

There is no direct impact on resources as a result of
the activity outlined in this report.

5. Recommendation

5.1 The Committee are asked to NOTE the Infant Feeding Strategy.

6. Next Steps

6.1 Publication on SharePoint and Health Board Internet sites.

6.2 Communication plan and public formal launch.

6.3  Share across all Care Groups within Cwm Taf Morgannwg University Health
Board.

6.4  Work with workforce colleagues to ensure that the Strategy is socialised
along with the ‘Breastfeeding and Return to Work Policy’

Infant Feeding Strategy Page 4 of 4 Quality, Safety &
2025-2030 Experience Committee
21/01/2025
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‘We listen, learn and improve
‘We work together as a team
‘We treat everyone with respect

This strategy provides direction and intends to act as a driver for action for all staff groups
within Cwm Taf Morgannwg University Health Board whose work impacts on families during the
first years of a child’s life.

Throughout our approach, we will integrate the five key principles from
the Cwm Taf Morgannwg University Health Board Maternity &
Neonatal Vision 2023 - 2026. Furthermore, we will work in alignment
with the Healthy Child Wales Programme “To give all women, parents
and families personalised care, with genuine choice, focussed on the
safety and quality of experience, and giving all children the best start
by providing safe and effective care in the first weeks of a child’s life”. Executive Director of Nursing
Greg Dix

WHO and UNICEF recommend that children initiate breastfeeding within the first hour of
birth and be exclusively breastfed for the first 6 months of life. From the age of 6
months, children should begin eating safe and adequate complementary foods while
continuing to breastfeed for up to two years of age or beyond. (WHO 2019)

*Important note: we recognise that not all pregnant people will identify as women. When referencing pregnant women
throughout this document, this is intended to be inclusive of pregnant and birthing people of all genders. We acknowledge not
all people identify as having breasts or as breastfeeding and we will adapt care on an individual basis.

03
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https://www.who.int/health-topics/breastfeeding#tab=tab_2.

INTRODUCTION

WHY DO WE NEED AN
INFANT FEEDING
STRATEGY?

Cwm Taf Morgannwg University Health Board
(CTMUHB) has one of the lowest initiation and
continuation rates for breastfeeding in the United
Kingdom.

CTMUHB sets out the direction to support our
population, health board wide, to protect, promote,
support and normalise breastfeeding. Parents may
choose to breastfeed, use expressed breast milk or
use infant formula and this is often a very personal
decision. While the strategy promotes the choice of
breastfeeding we want all parents to feel supported
in how they feed their baby.

This strategic plan provides the vision and direction
for increasing breastfeeding rates in Merthyr Tydfil,
Rhondda Cynon Taf and Bridgend; by working
together to build a better future for our children,
communities and population health. The strategy is
intended as a driver for action for all staff groups
within the health board whose work impacts on
supporting parents in the first years of a child’s life.

5/24

OUR VISION

Our vision is to create a supportive culture across
CTMUHB, with a well-trained workforce who provide
ongoing support to families throughout their feeding
journey, enabling parents to make informed choices
about infant feeding that optimises nutrition of
babies and infants and help them develop close,
loving parent-infant relationships.

This strategy provides direction and intends to act
as a driver for action for all staff groups within Cwm
Taf Morgannwg University Health Board whose work
impacts on families during the first years of a child’s
life.

Throughout our approach, we will integrate the five
key principles from the Cwm Taf Morgannwg
University Health Board Maternity & Neonatal
Vision 2023 - 2026 and will work in alignment with
the Healthy Child Wales Programme “To give all
women, parents and families personalised care, with
genuine choice, focussed on the safety and quality
of experience, and giving all children the best start
by providing safe and effective care in the first
weeks of a child’s life.

04
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1. To ensure
families are
supported to make
informed choices in
relation to feeding
and nurturing their

child.
2. To increase
the numbers
The aims of the of mo:}ers
providing
vam Taf breastmilk to
Morgannwg their babies.
University Health
Board (CTMUHB)
Infant Feeding
Strategy are:

4. Work
collaboratively to
drive improvements
in health and
wellbeing across the
population of
CTMUHB, including
the promotion of
parent-infant
relationships.
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THE VALUE OF BREASTFEEDING

The provision of human milk is available for the baby whenever they need it and is
completely free. Breastmilk is a unique substance, constantly changing to meet the
needs of a baby and bursting with protective antibodies. It prevents a range of
infectious and non-communicable diseases (NCDs), including gastroenteritis, childhood
obesity, type 2 diabetes and maternal breast cancer. We acknowledge the importance
of breastfeeding for the health and development of infants and their mothers, and the
link between breastfeeding and the prevention of major health inequalities (Renfrew et
al, 2012).

There s clear evidence that breastfeeding has a profound
positive influence on maternal and child health and child
development. It is vital that breastfeeding is protected,

promoted and supported.
The Unicef UK Baby Friendly Initiative (BFI)

We are taking a whole systems approach to healthy weight. Infant feeding is a vital
component of our approach to reduce the levels of childhood and adult obesity forour
population within Cwm Taf Morgannwg. Increasing breastfeeding initiation and
continuation rates across the population will impact on childhood and adult obesity
rates. It requires a shift in the environment and culture across Merthyr Tydfil, Rhondda
Cynon Taf and Bridgend.

Several mechanisms may potentially explain  why
breastfeeding protects against overweight or obesity. First,
breastfeeding influences the development of a gut
microbiota profile that is associated with a lower risk of
obesity. Second, breastfeeding is associated with a healthier
diet during childhood. Third, breastfeeding may also be
associated with appetite regulation, as it may help children
develop better satiety outcomes. (Horta, 2022)
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CWM TAF MORGANNWG
REGION BREASTFEEDING DATA

Each year, around 4,500 babies are born across Cwm Taf Morgannwg.

In 2023 the breastfeeding rates across Cwm Taf Morgannwg were as follows:

20.8% of
Ihfants
ad S/(fn to S/Cin
after birth
= 2 — ,\(\S )
L any AR
4% 10 days: any 6 weeks e 6 ‘oreasm“
reare breastmilk preastmil QQ.B"/?ne
at Z Sifeq 146.5%, 30.7°{°» @(c\uS\;‘o
/rth eXClUSive exC‘US‘}le ,\6’5
30.4% 21.6%

Reference — Breastfeeding by age of baby, type of breastfeeding and health board. Stats Wales ( published July 2024)
Link: Breastfeeding by age of baby,_type of breastfeeding and health board (gov.wales)

CHILD MEASUREMENT PROGRAMME REPORT 2022- 2023

The latest Child Measurement Programme report shows that obesity in Cwm Taf Morgannwg University
Health Board is the highest in Wales, and is statistically significantly higher than the Wales average.
The proportion of children with obesity in Wales is higher than those reported in England and Scotland.
Child Measurement Programme 2022- 2023 (Public Health Wales NHS Trust. 2024 )

‘Breastfeeding is important for the health and development of infants and their mothers, and is
linked to the prevention of major health inequalities’
Welsh Government, 2019
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https://statswales.gov.wales/Catalogue/Health-and-Social-Care/NHS-Primary-and-Community-Activity/Breastfeeding/breastfeeding-by-ageofbaby-typeofbreastfeeding-healthboard

INFANT FEEDING: PATIENT EXPERIENCE
SURVEY FINDINGS IN CWM TAF
MORGANNWG UNIVERSITY HEALTH
BOARD AREA (2023)

The Local Public Health ‘Healthy Weight Team’ carried out an online survey into
breastfeeding experiences in 2023. The survey provided a range of insights from 171 families
from the Cwm Taf Morgannwg University Health Board area. This strategy plans to build on
and address the insight gathered through the Strategic vision and Delivery Plan. A copy of
the full results of the survey can be seen within the appendix, Activities which encouraged
breastfeeding initiation and continuation are outlined below:

*Pre populated refers to answers which were suggested answers within the survey, other answers detailed below are free text.

Finding Support Mechanisms

Specialist Specialist
Breastfeeding Breastfeeding
Support Support
Advice Information
through on Health
Social Media Benefits
INITIATING
BREASTFEEDING CONTINUING

BREASTFEEDING

Access toa Local .
Accesstoa Information Lactation Breastfeeding
Lactation on Consultant Support Group

Consultant Practicalities

Barriers to Continuing Breastfeeding

Specialist
Breastfeeding
Support
Advice
through Physical
Social Reasons
Media
- ADDITIONAL
Difficult to Worried about
Establsn ~ PRE-POPULATED the vatumeof THEMES

Breastfeeding milk

Information Preference
nd

a
Support

Mothers and their families require support to be able to maintain breastfeeding while having
the freedom and support to continue to participate in other areas of life as'they choose, such
as education and employment. (Lancet 2023)
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PATIENT EXPERIENCE INSIGHT
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*Please note the Infant Feeding Survey outcomes were based on survey received
responses from 171 families living in the Cwm Taf Morgannwg University Health
Board area, with 126 of these breastfed on at least one occasion, please see full

limitations within the report detailed in the Appendix.
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OUR INFANT
FEEDING AIMS

“Involving children, parents and carers in
developing child health policies and interventions
is vital to ensuring their success. We recommend
that diverse voices and perspectives of children,
through or in addition to their parents and carers,
should be included in the development of policies
and interventions to ensure they address their
needs, and that implementation is effective. This
could enhance success by raising awareness and
increasing uptake.”
(Prioritising early childhood to promote the
nation’s health, wellbeing and prosperity report
2024).

1 To ensure families are supported to make informed choices in
relation to feeding and nurturing their child.

a. Families will be offered a meaningful infant feeding discussion
to explore feeding choices.

b. Antenatal resources will be made available; to ensure a reliable
source of consistent information is available for all parents.

c. We will develop and deliver evidence-based interventions across
CTMUHB to ensure an equitable service.

2 To increase the numbers of mothers providing breastmilk to their
babies.

a. Parents will be given information and resources to enable them
to harvest colostrum in the antenatal period.

b. Parents who encounter feeding difficulties will:
- Be fully supported by staff and given consistent information.
- Be appropriately referred to the right support.

c. Specialist services will be available for complex feeding issues.

10
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3 Creating a supportive culture by normalising breastfeeding.

a. We will listen to families and staff, they will be valued and
treated with dignity and respect.

b. We will seek out the views of our community and continue to
listen to feedback from women, birthing people, families and
professionals.

c. We will provide active support and encouragement to women,
working collaboratively to support them to meet their feeding
goals.

d. Staff working within CTMUHB will be supported with their
breastfeeding journey.

e. Continue to develop and provide education for a competent
workforce.

f. Have a collaborative communications strategy with targeted

actions.
Work collaboratively to drive improvements in health and
4 wellbeing across the population of CTMUHB, including the

promotion of parent-infant relationships.

a. Analyse and act on feedback detailing the influencing factors on
feeding decisions.

b. Introduce the ‘voice of the baby’ in decision making.

c. Engage with multi-agencies to gain commitment to collaborate
in a wider societal change to normalise breastfeeding within our
communities such as Children’s Services, Libraries.

d. Work within the health board to have link nurses and to develop
infant feeding pathways.

e. Link with schools and further education to promote positive
messages around breastfeeding and responsive parenting.

5 To support families who choose to formula feed to do so safely
and responsively.

a. We will continue to develop digital resources to ensure
availability of clear, consistent information.

b. Communication and information will be clear, appropriate in
format, relevant, consistent and easy to understand.

c. Families who chose to feed their babies with formula milk will
be:
- Signposted to appropriate resources to support decision
making.
- Supported by staff in accordance to the WHO International
Code of Marketing Breastmilk Substitutes.
Educated in the safe preparation of formula milk.
- Supported to responsively bottle feed their babies.
- Supported to also to provide breastmilk for as long as they
wish.
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NATIONAL AND
LOCAL DRIVERS

Cwm Taf Morgannwg University Health Board’s Infant Feeding Strategy has been developed in

accordance with the following: NATIONAL DRIVERS

Baby Friendly Initiative Standards

The Baby Friendly Standards provide services with a roadmap for
transforming care for all babies, their mothers and families. The standards
enable public services to better support families with feeding and
developing close, loving parent-infant relationships, ensuring that all babies
get the best possible start.

All Wales Breastfeeding 5 Year Action Plan

This action plan has identified strategic goals and aims to guide action in
both immediate support for women and families and the wider population
health incentive to consider breastfeeding as an option and ensure it is
culturally acceptable

Well-being of Future Generations (Wales) Act 2015 (Welsh
Government, 2015)

Improving the social, economic, environmental and cultural well-being of
Wales

Healthy Weight Healthy Wales (Welsh Government 2022-2024)
Long term strategy to prevent and reduce obesity in Wales

A Healthier Wales: our Plan for Health and Social Care (2018)

Plan sets out a long term future vision of a ‘whole system approach to health
and social care’, which is focussed on health and wellbeing, and on
preventing illness.

NICE Guidelines

The Post Natal NICE (2021) Guidelines cover the routine postnatal care that
women and their babies should receive in the first 8 weeks after the birth.
The guidelines outline planning and supporting babies feeding which will
inform the development of this strategy and vision.

World Health Organisation/ Unicef Global infant feeding strategy
(WHO and Unicef, 2003)

LOCAL DRIVERS

CTM 2030: Our Health, Our Future

Building Healthier Communities Together. Aims to unite people across Cwm
Taf Morgannwg around a shared understanding of the everyday things
affect people’s health and wellbeing in our region.

Cwm Taf Morgannwg University Health Board Maternity & Neonatal
Vision 2023 - 2026
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https://www.nice.org.uk/guidance/ng194/chapter/Recommendations#planning-and-supporting-babies-feeding
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.wales%2Fsites%2Fdefault%2Ffiles%2Fpublications%2F2019-06%2Fall-wales-breastfeeding-five-year-action-plan-july-2019_0.pdf&data=05%7C02%7CCatherine.Dyke%40wales.nhs.uk%7Cc9b1f6a78124483523c608dcd8978cfd%7Cbb5628b8e3284082a856433c9edc8fae%7C0%7C0%7C638623392634390829%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=axomWtqqza0UQ1UtkqHErO5wjBif19Ce4kFj9v5XHhg%3D&reserved=0
https://www.unicef.org.uk/babyfriendly/wp-content/uploads/sites/2/2014/02/Guide-to-the-Unicef-UK-Baby-Friendly-Initiative-Standards.pdf

14/24

The Lancet’s breastfeeding series
emphasises that breastfeeding is
not the sole responsibility of
women and that overcoming the
cultural and practical barriers to
breastfeeding is an important
societal responsibility. (Prioritising
early childhood to promote the
nation’s health, wellbeing and
prosperity report 2024)

‘Unicef UK's Baby Friendly
Initiative is calling on the UK and
devolved governments to take
urgent steps to protect, promote
and support breastfeeding in the
UK. It is time to shift responsibility
for tackling this public health
issue away from individual
parents, and change the
conversation away from guilt and
blame. Instead, we need to
acknowledge the role we can all
play in creating a supportive,
informed environment for all
parents, enabling mothers to
breastfeed for as long as they
wish. Find out more:
www.unicef.uk/bficalltoaction.’
(Baby Friendly Initiative UK)

13

286/296
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A WHOLE SYSTEM AND
POPULATION APPROACH

Our vision will be delivered at two strategic levels working in parallel to benefit the population of
Cwm Taf Morgannwg University Health Board (CTMUHB).

1. The Health and Care System.
2. The Whole System and Whole Population Approach.

The Health and Care System

Strategic Lead for Infant Feeding

All CTMUHB Staff to recieve training in
breastfeeding awareness

Baby Friendly Initiative accreditation
across applicable CTMUHB Health Services

Peer Support across CTMUHB

Multidisciplinary training programme on
infant feeding

Specialist breastfeeding support for a
breastfeeding infant and parent where required

Whole System and Population Level

Clear information
Journey to normalisation
Baby Friendly environment across CTMUHB

Healthy Schools - underlying beliefs

WHO International Code of Marketing Breastmilk
Substitutes compliant

CTMUHB workforce to develop a positive and inclusive
ethos towards breastfeeding

14
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A BABY’S
JOURNEY
THROUGH
CTMUHB

Our aims demonstrate that we are committed to nurturing a baby’s feeding journey
within the health board, this involves not only addressing their nutritional needs but
also building a strong relationship between the parents and baby.

The Cwm Taf Morgannwg University Health Board Baby and Toddler Voice will be
central to care provided within the health board. By “voice” we mean how the rights of
the baby alongside the United Nations Convention on the Rights of the Child (UNCRC)
can be considered in all decisions that concern them. This might include considering
how the baby might be making sense of their environment and how they might
describe how they’re feeling if they were able to tell us.

There are many times that babies and infants may need services within Cwm Taf
Morgannwg University Health Board and at every point it is vital that parents feel
supported in their feeding journey. From the early days through to introducing solid
foods and beyond.

Maternity, Neonatal and Health Visiting Services integrate the Unicef UK Baby
Friendly Initiative standards to form part of the care delivered. These standards are to
support, promote and protect breastfeeding and were expanded to include the
importance of parents building a relationship with their baby, responsive feeding and
safe formula feeding (UNICEF 2013).
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RESPONSIVE FEEDING

This diagram explains how the connection between parents and babies can
develop as part of feeding and the cycle of building a relationship.
Beginning in the Antenatal period:

A reciprocal
relationship
develops. Mother and

Baby is unsettled.

baby are attached, rzs(;cgr?;iilse
feeling valued, heard,
connected, and and holds baby
[ close.
Mother
| am safe,
releases
secure, -
L Oxytocin
resilient,
important
Baby feeds Baby is comforted
responsively, not by
only the mothers

for food but for
comfort and
closeness as nature
intended.

Mother and baby
are relaxed.
Oxytocin helps her
milk to flow.
Oxytocin is good for
baby's brain growth
and development.

closeness, hearing

the familiar
heartbeat, voice and
smell.
Baby
releases
Oxytocin ¢
" Bap,, decideqy it w,
e 0 stop fjiey sh asf
a ’2 months}'
ab;ent Of breast foq
Cco ment Insight
report 295

Dr Karen Bateson, Head of Strategy and Development at the Parent-Infant Foundation said:
“It’s surprisingly common for a parent to struggle to bond with their baby. The Securing Lives report (2021)
report highlights the importance for a parent to seek help if they don’t feel their relationship with their baby
is quite right and shines a light on all the ways professionals can support families to get that relationship

back on track”.

Bateson et al (2021) highlights those problems in relationships that can unfold in future years and often result from
unaddressed problems in the early years between babies and parents.
Placing value and importance on the time spent connecting and feeding baby is important for parents to know as this informs
part of the early foundations for brain growth and development.

17/24
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REALISING OUR VISION
ACROSS THE CWM TAF
MORGANNWG REGION

What will success look like?

e Within our Maternity Units, Neonatal Units and Health Visiting Service there
are named Infant Feeding Co-ordinators who will support service
improvement and improve the knowledge and skills of staff.

e Midwives, Neonatal Staff and Health Visitors with identified clinical interest
will be supported to achieve additional breastfeeding/lactation training and
create greater knowledge & skills for all members of the multi-professional
team.

¢ All Maternity, Neonatal, Health Visiting and Paediatric Health Care settings
will have achieved or will be working towards the UNICEF UK Baby Friendly
Initiative accreditation with a vision of aiming for gold sustainability.

e There will be a team of Baby Friendly Guardians in every service within the
CTMUHB and we will encourage them to work together as a group (including
community and third sector guardians).

e All communities in CTMUHB will have active breastfeeding peer support and
a retention and sustainability model in place.

e Hospital departments and organisations within CTMUHB will link together to
promote breastfeeding friendliness in public spaces.
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e Through our Maternity Voice Partnership with families, we will see an increase

in the number of families reporting improved support and standards of care,
who will:

e Report meeting their breastfeeding goals.

e Report antenatal conversations regarding feeding their baby.

e Be supported to introduce solids alongside chosen method of feeding at
the recommended age of 6 months.

e Continue to report choices around infant feeding decisions were
respected.

e Continue to report that mothers are being given active support and
encouragement.

e The infant feeding support service will have capacity to support the increased
number of breastfeeding families by utilising community teams to allow
timely access to breastfeeding support.

¢ Infant Feeding Co-ordinators will licise with staff and Data Managers to
ensure that robust, useful and accurate data is collected to monitor and
improve breastfeeding rates and mothers’ experiences of breastfeeding.

e Staff that support families with infant feeding will receive training in
Community Food and Nutrition Skills for the Early Years and will have
understanding of the benefits of good nutrition and hydration.

o Staff that support families with infant feeding will receive training in Making
Every Contact Count to support health behaviour conversations.

e We will ensure we engage with other parts of the system including the Whole
System Approach to Healthy Weight to develop further ins.ght into families
feeding choices across CTMUHB.
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SUMMARY

The Infant Feeding Strategy for CTMUHB aims to promote and support optimal
nutrition for babies and infants by normalising and creating a breastfeeding friendly
culture. This strategy ensures families are well supported in making informed
feeding and nurturing decisions, ultimately driving improvements in health and
wellbeing across the population. Key objectives include increasing breastfeeding
rates, enhancing parent-infant relationships, reducing childhood obesity, and
supporting safe and responsive formula feeding.

Key initiatives involve enhancing antenatal resources and parent education,
incorporating user feedback to provide individualised care, improving digital
resources, and offering targeted support for feeding difficulties. Through these
efforts, the strategy aims to create a supportive environment that prioritises the
health and wellbeing of infants and their families, leading to improved nutritional
outcomes and stronger community health.
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DUTY OF QUALITY FOR
INFANT FEEDING STRATEGY

The Infant Feeding Strategy has been created by applying the framework set out in the Duty of Quality guidance.

The Duty of Quality provides assurance to the Welsh Government and public that the health board is committed to improving and
protecting the health, care and wellbeing of the current population and future generations.

We will achieve improvement by working with service users, wider partners and health board services, applying a Duty of Quality
across all of the health services that serve the population of the Cwm Taf Morgannwg region.

Working together, we can ensure quality is embedded in a whole system. This approach will guarantee that the health board
delivers services that are safe, timely, effective, efficient, equitable and person centred.
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