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UNCONFIRMED MINUTES OF QUALITY, SAFETY AND EXPERIENCE COMMITTEE
HELD ON TUESDAY, 17 SEPTEMBER 2019
COED Y BWL, WOODLAND HOUSE,
HEATH, CARDIFF CF14 4TT

Present:

Susan Elsmore SE Committee Chair and Independent Member —
Local Government

Gary Baxter GB Independent Member - University

Michael Imperato MI Independent Member — Legal

Dawn Ward DW Independent Member — Trade Union

In attendance:

Steve Curry SC Chief Operating Officer

Carol Evans CE Assistant Director of Patient Safety and Quality

Nicola Foreman NF Director of Corporate Governance

Suzanne Hardacre SH Head of Midwifery and Gynaecology Nursing

Cath Heath CH Nurse Director, Children and Women

Angela Hughes AH Assistant Director of Patient Experience

Fiona Jenkins FJ Executive Director of Therapies and Health
Science

Fiona Kinghorn Executive Director of Public Health

Meriel Jennings MJ Clinical Board Director, Children and Women

Christopher Lewis CL Deputy Director of Finance

Paul Rogers PR Directorate Manager for the Artificial Limb and
Appliances Service (ALAS)

Ruth Walker RW Executive Nurse Director

Stuart Walker SW Executive Medical Director

Glynis Mulford GM Secretariat

Observers:

Mandy Rayani Hywel Dda University Health Board

Joanne Wilson Hywel Dda University Health Board

Apologies:

Robert Chadwick RC Executive Director of Finance

Steve Allen SA Community Health Council

QSE 19/09/001 | WELCOME AND INTRODUCTIONS ACTION

The Chair welcomed everyone to the meeting including colleagues from
the Children and Women’s Clinical Board. A special welcome was also
extended to Joanne Wilson, Director of Corporate Governance and
Mandy Rayani, Executive Nurse Director from Hywel Dda University
Health Board who observed the meeting.

QSE 19/09/002 | APOLOGIES FOR ABSENCE
Apologies for absence were noted.

QSE 19/09/003 | DECLARATIONS OF INTEREST

The Chair invited Board Members to declare any interests in relation to
the items on the meeting agenda. The following declaration of interest
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was received and noted:

» Fiona Jenkins, Executive Director of Therapies and Health Science
declared a conflict of interest in respect of item 2.1 Diabetic
Retinopathy as she Chaired the National Eye Health Delivery
Group. The declaration was formally noted.

QSE 19/09/004 | MINUTES OF THE QUALITY, SAFETY AND EXPERIENCE
COMMITTEE HELD ON 18 JUNE 2019

The Committee reviewed the Minutes of the meeting held on 18 June
2019.

The Committee Resolved - that:

a) the minutes of the meeting held on 18 June 2019 be approved as
a true and accurate record.

QSE 19/09/005 | COMMITTEE ACTION LOG
The Committee reviewed the Action Log and noted the following
updates:

QSE 19/06/007 — Patient Story — ALAS: It was confirmed that the new
pressure damage assessment tool had been implemented and was well
received. Linda Jenkins was leading on the documentation and would
be meeting with team for training on the use of new tool. COMPLETE.

QSE 19/06/014 — Car Parking Update Report: The Park and Ride
introduced on the UHL site over the summer months had been
successful.

QSE 19/06/17 - Stroke Rehabilitation Model and Workforce: The
paper on the agenda demonstrated the progress which had been made
to date. Members were informed that HIW had arrived on the SRC Unit
on an unannounced visit (17.09.19) and would be reviewing the service
over two days.

QSE 18/155 - Bone Marrow Transplant Unit: The work to refurbish the | AH
unit was in progress and near completion. This would be clarified by the
Executive Director of Planning at the December meeting.

The Committee Resolved - that:
a) the action log and the verbal updates be noted.

QSE 19/09/006 | CHAIR’S ACTION TAKEN SINCE LAST MEETING
The Committee Chair confirmed that there had not been any Chair’s
Action taken since the Committee meeting held in June 2019.

In line with requirements set out in the UHB’s Standing Orders, the Chair
confirmed that the Committee had met in private following the public
meeting held on 18 June 2019 where the Safeguarding Report was
discussed.
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QSE 19/09/007 | PATIENT STORY — MY JOURNEY - COMPLEX MATERNITY CARE
AND THE MULTI PROFESSIONAL TEAM WHO CARED FOR ME

The Chair invited the Clinical Board Director, Nurse Director and the
Head of Midwifery for Children and Women’s Services Board to present
their story.

The Story of Bethan and Mark’s journey was read out to the Committee.
The story demonstrated how up to 40 members of the Multi-Disciplinary
Team (MDT) enabled a timely and effective approach into the care of
how a low risk patient could suddenly become very ill. The following was
highlighted with Bethan’s treatment:

Bethan was a low risk midwife led pregnancy until 32 weeks gestation
when she suddenly became very unwell. After being reviewed by team
she was a diagnosed with appendicitis. She had an MRI scan and
consequently was diagnosed with a ruptured left kidney. The decision
was made to deliver the baby by emergency caesarean. An epidural
spinal combination was given to Bethan to remain awake and experience
the birth of their first baby. She then underwent a procedure to place
stents in both kidneys. The diagnosis was renal obstruction and
hydronephrosis secondary to rabbit uterus which was extremely rare.
Bethan received seven days of intravenous antibiotics and was cared for
by the multidisciplinary team who were able to provide continuous care
ensuring she had a positive experience after a worrying event.

Arrangements were being made to meet for a debrief with the multi
professional team where discussions around the incident and planning
for the next pregnancy would take place.

The key points in learning for the team were that women who were low
risk may become very ill quite quickly. Skilled multi professional teams
working and training together provided safe, effective and timely care
even in most high risk and complicated circumstances. It showed that
continuity of care by the right people in the right place could be achieved.
The team also ensured that the couple were placed at the centre of care
during their journey.

A thank you and complimentary letter was received from Mark and
Bethan which was read out citing the genuine care they received and
thanking all individuals involved.

The Chair stated the patient story was very moving and drew attention to
the MDT’s exceptional communication where it worked well. The Head
of Midwifery expressed the importance of teams and how those involved
had touched the family and the continuity of care and compassion was
clearly expressed in the letter.

On behalf of the Committee the Chair asked to send thanks and
congratulate the team for their work.

The Committee resolved that:
a) The Patient Story be noted.
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QSE 19/09/008 | CHILDREN AND WOMEN’S CLINICAL BOARD ASSURANCE
REPORT

The Director of Nursing for Children and Women'’s Service Clinical Board
provided an overview of the Assurance Report, which detailed the
arrangements, progress and outcomes in relation to the Quality, Safety
and Patient Experience agenda over the past 12 months. The following
comments were made:

Over the past year specialist CAMHS and cancer services had
transitioned to the Children and Women Clinical Board. A summary of
the aims of the quality, safety and patient experience was provided.

Staying Healthy: The Safer Pregnancy Campaign was considered to
be well embedded in the Clinical Board and promoted a healthy lifestyle
for pregnant women where positive outcomes were seen. Detailed
developments for 2019 were pointed out, this included the ChatHealth
app for young people and children which would be developed further.

Highlighted was concern over compliance rates of the 8, 12 and 16 week
contacts required by the Healthy Child Wales Programme and in spring
last year this was below the Wales average. A deep dive was
undertaken and measures had been put in place to address the issue
and the Committee could be reassured that compliance had improved
quarterly since capturing the data.

Safe care: There had been a considerable reduction of still birth rates
since 2016.

Infection prevention and control: Improvements had been made
regarding health care acquired infections in comparison to last year and
there had been no incidents of MRSA for almost two years. There were
robust investigations of all incidents and these would be presented to the
QSE Sub Committee.

There had been further developments in paediatric surgery where the
number of consultant paediatric surgeon posts had increased to seven.
The services had been streamlined into specialties and the trainee rota
had been fully recruited to.

Dignified care: The launch of the Young Person Charter was at every
bed space and in all outpatient clinics. There was further progress in
delivering awareness sessions in conjunction with representatives from
Unicef. Developments were underway for children admitted with mental
health.

Individual care: A significant amount of compliments continued to be
received and management of concerns remained a key priority of the
Clinical Board. Virtual reality was currently being trialled to support
women’s experience when given birth.

As part of discussions the following was asked:
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Regarding paediatric surgery work undertaken over the past two years
what was the greatest learning in regard to the all incidents? The
Clinical Board Director responded that the key was to understand the
issues and treat people with respect, to work in ‘real time’ and not to
postpone any actions but to listen and deal with concerns as quickly as
possible. Also to recognise that there were complexities which may take
time to work through.

In regards to governance arrangements being changed it was stated that
people had been reminded of their responsibility to report, to scrutinise
and to be open and transparent. Training sessions had been put in
place for all members of staff. Robust systems were in place to feed into
QSE Sub Committee and issues had been escalated where appropriate.

In response to the work undertaken by staff raising concerns, it was
stated a pulse survey had been initiated and focus groups had been set
up with staff side representatives and human resource colleagues.
Attendance was increasing and night time visits had been undertaken.
All of the information would be collated and an improvement plan
developed. Work with staff continued as there was a need for solutions
to come from staff themselves. A Neonatal Board would be set up and
five themes had been identified. In addition, a Task and Finish Group
would also be set up. It was highlighted that all staff members in the new
unit were positive.

Independent Member — Legal asked whether we were on track
complying with the 8, 12 and 16 week contact for young people and
children. It was stated that from a recent review the team considered
they were back on track. The department did not have administration
staff to input information and this information was not on the database.
The review of the skill mix and the profile of some of the work with the
health visiting team was currently underway.

It was confirmed that the Young Person’s Charter was enshrined fully.
This would start with the C&W Clinical Board and subsequently be rolled
out to embed throughout the Health Board. Work was being undertaken | C&WCB
on this in the Emergency Unit. An update was requested for a future
meeting detailing the steps taken.

In regard to the repatriation of the CAMHS service, it was stated there
was a plan in place and this would be presented at the next Board | SC
meeting. The specialist CAMHS external report was being reviewed
which contained a good summary with actions from the Management
Team. The CAMHS plan was very clear and by end of the month all long
waiters would have been addressed with a new system in place. It was
envisaged for additional staff to be in post by November.

Independent Member — Trade Union asked whether there were any
comparisons to be made over the past two years regarding incident
reporting from staff? The Committee was assured there was a healthy
reporting culture with an increase in the number of incidents being
reported and a trigger list had also been developed. Weekly meetings
were undertaken regarding Datix incidents to see whether further
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investigation was required and if necessary incidents were escalated.

In summary the Chair commented this was a comprehensive report and
addressed taking responsibilities seriously it also highlighted that the
culture of quality improvement had been embedded in the Clinical Board.

The Committee resolved that:
e The progress made by the Clinical Board to date be noted.
e The content of this report and the assurance given by the
Specialist Services Clinical Board be approved.

QSE 19/09/009 | YOUTH THEMATIC REVIEW

The Children and Women’s Clinical Board Director presented the above
all Wales Thematic Review stating not all of the actions were pertinent to
Cardiff and Vale Health Board. It was recognised that children with
mental health needs admitted to Noahs Ark Children’'s Hospital and
cared for within the wards would be re-provided with a safe place to stay.
The following comments were made:

In regards to the CAMH service the Medical Director asked what their
three big concerns were from the external review? In response, it was
stated the main concern was the structure and relationships across the
teams and in future it would be important to work through and recognise
the need for mutual respect. There were gaps around staffing and the
service had evolved in ways of working that were considered to be
ineffective and there would need to be assurance that the ways of
working were fit for purpose. To review the skill mix and redress the
culture would be the biggest challenge. This would need to be done
without taking away individual confidence and self-assurance. There
was a need to ensure staff were up to standard across specialist CAMHS
and that they understood the framework. In addition it was essential to
work on the single point of access. On a positive note they had
successfully recruited into the Governance and Senior Nurse posts and
had filled a number of outstanding vacancies.

The Committee resolved that:
a) The position outlined within the report in Appendix 1 be noted and
the concerns raised be noted.

QSE 19/09/010 | CWM TAF UHB MATERNITY — CARDIFF AND VALE LESSONS
LEARNT

The Director of Nursing for Children and Women'’s Clinical Board stated
the report and assurance framework had been reviewed and changes
had been made since that time. The rag rated chart demonstrated that
there was one red area left with the actions in place. The following
comments were made:

Four consultants had been appointed in regard to the on-call service.
Appropriate challenges from the midwifery team regarding a consultant
presence on the labour wards had been received. Time had been spent
obtaining agreement to change the job plan of consultants to include
provision of evening cover . They were also contracted to be present on

ﬁ;

Bwrdd lechyd Prifysgol
Caerdydd a’r Fro
Cardiff and Vvale
University Health Board

CARING FOR PEOPLE & [ar] L e
e g
KEEPING PEOPLE WELL NHS




weekends. The Clinical Board had been made aware of the lack of
regular ward rounds on the ante natal unit and this would be audited to
see that these ward rounds were taking place in a routine manner.

In terms of the ambers turning to green, the Executive Nurse Director
confirmed that HIW would undertake an independent review shortly
which would address the issues. HIW were aware of the local pressures
to secure expected shifts within the services. Conversations were
ongoing on a regional planning basis.

Independent Member — University, in reference to lean midwifery
management and leadership, asked whether this was a quantitative
issue i.e. not enough midwives in senior positions or a qualitative issue
about how people approached leadership. In response it was stated that
it was a combination of both and for a service of this size it would be
expected for someone senior to be in a clinical governance role in order
to have oversight of the assurances, in particular with changes in flow
that would shortly be undertaken. There were two consultant midwives in
place and from a strategic point of view strengthening the governance
umbrella would be welcomed. An appointment to the deputy had been
filed and conversations were underway with the Clinical Board about
‘backfill ’ to provide more resilience in the team.

In response to seeing a number of women coming from Cwm Taf to the
UHB it was stated that the drift started in October 2018. When the Royal
College of Gynaecologists published their report, requests for transfers
increased significantly and triggered pressure on the Cardiff and Vale
service in particular the difficulties with women unable to be seen in a
timely manner. There had been discussions with Cwm Taf colleagues
and this had settled down. The challenge remained as to what would
happen come October 2019.

There was wider discussion on the robustness of the maternity services.
The challenge for the service was around indecision, the lack of
communication and the issue around the single point of access. The
paediatric and maternity picture was similar and the lack of regional
planning to some of the issues was the greatest challenge. The Health
Board had been proactive around the over recruitment of midwives for
future flow but the presumption of flow from other Health Boards had not
been clarified. There was a structure in place but this was not based on
the findings and the matter had been escalated from the CEO to the
Director General of the NHS.

The Committee resolved that:
a) The current position of the UHB against the recommendations in
the report be considered.
b) Progress had been made on the areas of non and partial
compliance and the impact, in terms of patient flow to Cardiff and
the Vale UHB and how this was being mitigated was agreed.

QSE 19/09/011 | GOSPORT REVIEW
The Assistant Director of Quality and Safety introduced the report, and
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stated there were three areas to provide assurance on, relating to
anticipatory prescribing and what we had in place across the
organisation, what we were doing in terms of mortality rates and trends
in death certification. A high level of assurance could not be provided
as there was still work to be undertaken on all three areas. The
following comments were made:

Anticipatory Prescribing: An All Wales Framework was in place with
an end of life care pathway. There was a national audit report on
anticipatory prescribing practices and this confirmed the need to take
forward an e-medicines code in anticipatory prescribing. In addition,
there was a need to strengthen Cardiff and Vale local audit
arrangements, provide more robust audits and look at how we monitor
our commissioning services.

Mortality rates: It was recognised there was more to do in routine
monitoring and reporting of mortality rates. Although regular reports
were brought to the QSE Committee, early flags needed to be placed on
the system.

Death certification: This would be addressed with the implementation
of the Medical Examiner (ME) system. This had been agreed with the
information team and revised with EMAT. Coding software would be
introduced in death certification to analyse trends and themes.

The Medical Director provided an update on the Medical Examiner role
and advised there would be an obligation to report all deaths within our
Hospitals by April 2020 and all deaths within our Health Board by April
2021. There would be an office on both sites with an on-call service at
weekends. The stage 1, 2 and 3 reviews and requirements were
explained. The three outputs would be:
1. Back to the medical examiner;
2. Back to the service providing the care for the individual and
3. To the central governance unit to ensure thematic learning would
be driven from this. If there was any high level of concern this
would be put into the Sl process.

The Medical Examiner Officer role had been appointed to; the position
of the Medical Examiner post had not been filled as yet but a number of
people had been trained on line.

The Executive Nurse Director stated the findings were more complex
and from the Gosport Inquiry not all of the issues were known. It would
therefore be helpful to wunderstand the timeframes as the
recommendations were being taken forward. It was considered helpful | CE
to provide an update at the next Committee meeting.

The Committee resolved that:
a) The contents of the report were considered and
b) Further action was required and had been identified for
improvement.
c) Outside of the national audit to undertake a local audit of end
of life cases analysing opiate use and whether it conformed to
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national guidance.

QSE 19/09/012 | OMBUDSMAN ANNUAL LETTER AND REPORT

The Assistant Director of Patient Experience confirmed the report was
positive in relation to the number of complaints received from the Health
Board. The number of investigations had reduced this year while more
cases were upheld in whole or in part but fewer cases had been
investigated. There were 10 public interest reports across Wales last
year. Two of those reports were issued against our Health Board which
had been reported to the Committee. One had been closed and awaited
a closure letter on the second case. Clinical information provided from
experts for the Ombudsman had been successfully challenged by the
Health Board and had not been upheld.

The team was commended for the management of complaints through
the system.

The Committee resolved that:
a) the findings of the Ombudsman’s Annual Letter 2018/2019 be
noted

QSE 19/09/13 | PUTTING THINGS RIGHT ANNUAL REPORT

The Assistant Director of Patient Experience provided an overview of the
report regarding the complaints system. The report demonstrated that
although the concerns team was small it showed the work they did could
make the process efficient. The Clinical Boards were engaged by having
weekly tracking meetings to talk through their concerns. This had made
a difference with sustained performance and did not compromise on
quality.

In regards to car parking, feedback had been sent to Parking Eye and
the parking office. Recently there had been favourable comments
around Park and Ride and people found it much improved on the UHW
site. Llandough was becoming an issue but this was around signage
and the inability to contact anyone by phone.

The Committee was provided with the current claims position. Members
were informed that the Health Board paid out claims under one £1m, if it
exceeded this figure it went forward to Board. In the past these were
very few but it was highlighted that in the future there would be a greater
number of detailed claims going forward to our Board. The Executive
Director of Nursing stated recently that a number of incidents had been
reported retrospectively that had not been identified previously.

In regard to engaging the public with the Health Board, it was
commented that Clinical Boards and Directorates needed to send
compliments they received upwards. The new smiley face machines
positioned around the hospital enabled users to leave compliments.

Members were advised that the General Medical Practice Indemnity
came into effect on 1 April 2019 and the Health Board would be named
as a defendant in a case. Training with Primary Care and GP services
had been undertaken. More information would be known once the
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practices started to engage with the Health Board around their concerns
and claims. The Health Board would make the decision in relation to the
complaints going forward. From a governance perspective this would
provide more clarity to the Health Board of the undertakings in general
practices. To provide assurance it was stated the Welsh Legal and Risk
Pool service managed these claims. Concerns were raised that the
number of concerns could escalate in 2-3 years’ time. The Deputy
Director of Finance advised that this was a national initiative and the
National Assembly was behind the resource implications and should be
deemed resource neutral.

The Committee resolved that:
a) the content of the Annual Putting Things Right report be noted

QSE 19/09/014 | POLICIES AND PROCEDURES FOR APPROVAL
An overview of the policies and procedures were provided to the
Committee for approval, these were the:

1. Parental Infusion Pumps Policy

2. Research Governance

3. Framework for the Management of Performance Concerns in
General Medical Practitioners (GPs) on the Medical Performers
List Wales

The Committee resolved that:
a) The policies and procedures be approved

QSE 19/09/015 | DIABETIC RETINOPATHY - PATIENT RECALL

The Executive Nurse Director provided an overview of the report stating
this was the final paper regarding the processes and systems that had
been put in place. The following comments were made:

Welsh Government had asked the Health Board to host the Diabetic
Retinopathy Service until 2015 when it was moved across to Public
Health Wales. It was identified that there was no robust fail safe in place
across the pathway. A considerable amount of work was undertaken
and 2,848 patients had been identified as waiting longer than one year
for an appointment and there was considerable concern that these
patients may come into harm. Having gone through the process there
was a cohort of 336 patients that needed to be seen immediately. Once
seen a Root Cause Analysis was undertaken. 124 cases were referred
back to their Local Health Boards. Of those 124, four patients were of
concern and suffered mild / moderate harm. These went through the
redress process. One patient was still in the redress process, two cases
had settled and one patient declined any financial settlement.

The learning from this incident had been applied to other screening
services.

The Chief Operating Officer joined the meeting at 10.45am

In response to lessons being learnt it was stated they had received one
new incident of a patient that came to harm because they were delayed
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on the waiting list for eye care. At the last QSE Committee meeting
there had been a detailed plan presented by the Chief Operating Officer
(COO0) on the issues of people waiting on the system. There was a need
to enable plans previously presented be embedded into the service
before any further updates. It was highlighted that one of the key
messages and lessons learnt was the risk to people who did not attend
screening. This would be shared with other Health Boards.

The Committee resolved that:
b) The level of work undertaken be noted.

QSE 19/09/016 | CENTRALISATION OF ENDOSCOPY DECONTAMINATION

The Executive Director of Therapies and Health Sciences provided a
verbal update advising all decontamination in the Health Board would be
centralised to ensure they were clean and safe. There had been
discussions with ME and a piece of work was being undertaken to
develop an options appriasal. A meeting would be held with the group | FJ
and shared services; the Committee would be kept informed as the work
progressed.

The Committee resolved that:
a) The verbal update on the Centralisation of Endoscopy
Decontamination be noted.

QSE 19/09/017 | UPDATE ON STROKE REHABILITATION MODEL AND WORKFORCE
The Director of Therapies and Health Science introduced the report on
the Stroke Rehabilitation Centre (SRC). It was confirmed that:

The rehab model and the current position was being reviewed. The
Committee were advised that there would be ongoing service
improvements looking at patient pathways. A Hyperacute Stroke Unit
was being considered in the revised service model and would look at
future demands for SRC which was likely to change by taking patients in
an acute state.

Out of 44 falls only one Serious Incident had been reported to WG with
improvements being made on pressure damage reporting. There was
good work on patient flow with reduced Length of Stay. In recent months
the Deputy Head of Occupational Therapy had been reviewing the
workforce model with the Senior Nurse and Lead Nurse. The Committee
was assured that there was considerable work being undertaken to
finalise the workforce plans to provide a model that was sustainable.

The Executive Nurse Director explained to the Committee the concerns
which had been raised by staff on the unit when she visited with the
Chair. Patient Experience work was undertaken which reinforced the
need for improvement. Very good assurance had been provided that
progress was being made and the quality issues had improved
considerably. The key was to have a workforce model that was different
and it was this approach which was being progressed. When this model | FJ
was completed a verbal update would be required at the December
Committee.
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Independent Member — Legal asked although Length of Stay (LOS) had
reduced was there a target to be achieved? The Executive Director of
Therapies and Health Sciences replied that the SRC stratified their
patients using an assessment tool which provided a range of services
needed for that client. To ensure patients were in the appropriate place
for the appropriate length of time they did not have a target to be
achieved because of the different mix and range of patients.
Benchmarking data was provided through a SNAP audit and would also
benchmark against other organisations.

The Committee Resolved that:
Immediate actions for SRC to be implemented included:

a) Revision of Multi-disciplinary documentation to enhance current
processes and improve cross-professional and patient
communication.

b) Discussions with the Integrated Discharge Service and Primary
Care about further support to the SRC rehabilitation model.

c) Agreement for the Nursing and Therapy Leadership model to
support the change in consultant model and to sustain the Quality
Improvement Agenda.

QSE 19/09/018 | NATIONAL AUDIT UPATE
The Executive Medical Director provided an update on the National Audit
and confirmed the following:

The audit showed results over the past six months and how it aligned
with the broader work of the national audit and how the organisations
were working towards being compliant with all the national requirements.
There were some audits which showed positive outcomes. It was
acknowledged that there were some areas where improvements were
needed.

It was highlighted that outside the list, a pre alert relating to the hip
fracture database, had shown concerns and was currently working
through the data to take forward.

The Chair commented on the National Audit of Dementia stating the
report highlighted 42% of people over 70 with an unplanned admission
had dementia. In response it was stated that it encompassed a whole
range of cognitive impairment and many of the cases were unrelated to
admission but it was acknowledged that this was a big issue. The
Executive Nurse Director explained that when patients were admitted to
hospital they become more confused and cognitively impaired and this
was challenging for the nursing team in terms of managing the patient.
The Enhanced Framework was embedded in Medicine Clinical Board
and was being rolled out into Surgery and Specialist Clinical Boards. The
real key was to avoid patients coming into a hospital setting and there
was a need to get that message across to clinical teams.

In regards to presenting a more detailed report, the Hip Fracture data
was being worked through and would be escalated through the
governance process. Also highlighted was the National Lung Cancer
audit which was one of the main drivers for the Thoracic work and
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Cancer Services.

The Committee Resolved that:

a) the assurance provided by participation in the National Audits and
the headline results and associated quality improvement actions
in place be noted and;

b) a detailed assurance report would be presented at a future
meeting on the audits presented.

QSE 19/09/19 | HEALTH INSPECTORATE WALES ACTIVITY UPDATE

The Assistant Director of Quality and Patient Safety provided an
overview of HIW activity since April. The following comments were
made:

It was expected for HIW to undertake an unannounced visit to the
Maternity Services. Therefore a self-assessment had been completed. A
self-assessment was also carried out for Specialist Services and the
necessary evidence had been submitted. A further unannounced visit
was anticipated in that area.

Unannounced visits had been undertaken in the Assessment Unit and
Emergency Unit at the end of March and there had been some
immediate assurance issues. Time had been taken to work through
these with HIW. The main area of focus in the Assessment Unit was the
lounge area and concerns had been raised relating to the quality, safety
and patient experience. The Chief Operating Officer and Executive
Nurse Director had a productive meeting with HIW and it had been
acknowledged that some of the improvements which needed to be put in
place would be medium to long term.

There were issues in terms of surgical flow and the improvement work
centred on this area. Development of a Trauma Ambulatory Care Unit
had been completed to address the flow in the lounge area and the
extension of the Surgical Assessment Unit would be opened in
November. The Clinical Board met on a weekly basis to monitor the
plan.

The outcome of the unannounced visit to Mental Health services
provided a positive report. There was a full action plan in place to
address maintenance of the gardens. The Deputy Chief Executive
attended the May 2019 Board meeting and provided a report on the
performance throughout the year.

The Chair asked whether assurance had been received from a patient
perspective. In response it was stated that over the past few month’s
smiley face machines had been placed in the area to capture feedback
on a daily basis and as a result of this an increase in patients stating they
had received a positive experience had been seen. The trend was
improving and had picked up on themes around handover times.
Volunteers were also providing feedback and the team were undertaking
some bespoke patient experience activity.

Independent Member — Trade Union asked how did the work fit in with
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the Workforce Strategy on culture and behaviour and if this needed to be
a priority for the staffing group on the Emergency and Assessment Units.
It was stated that at an operational level there was good work between
Human Resources and Emergency Unit colleagues. Recognition of
behaviour being perceived in a particular way was necessary in order to
change behaviour and further work was needed on this area.

In regards to raising concerns at GP practices the Committee was
informed that information was constantly being refreshed in GP surgeries
and worked jointly with the Community Health Council (CHC) on this
matter. The CHC had introduced a texting system which was working
well. People were encouraged to raise issues promptly for an early
resolution.

The Committee Resolved that:
a) The level of HIW activity across a broad range of services be
noted.
b) The appropriate processes were in place to address and monitor
the recommendations.

QSE 19/09/020 | HEALTH INSPECTORATE WALES PRIMARY CARE CONTRACTOR
ACTIVITY

The Assistant Director of Quality and Patient Safety provided an update
of HIW activity relating to Primary Care contracts relating to general
medical services and dental services and explained the HIW process.
The following comments were made:

Since last years’ report there had been five General Medical Inspectorate
visits and two surgeries had been issued with immediate assurance
letters. Both practices had implemented the systems and processes
required to deal with the issues and these were being routinely
monitored.

More activity had been identified in General Dental Services with
immediate assurance issues relating to storage of health care waste in a
couple of practices HIW had visited. The Health Board had recently
been advised of similar findings in other practices and was looking at this
more robustly. The Primary Care Clinical Board was communicating with
Primary Care colleagues on this.

The Committee Resolved that:
a) The ongoing monitoring and performance management systems
and outcomes for Primary Care Dentists and GMS contractors be
noted.

QSE 19/09/021 | CARER MEASURES

The Assistant Director of Patient Experience presented a report on the
Annual Carers Report for 2018/19 and the following comments were
made:

A meeting with Cardiff and the Vale Local Authorities was being
arranged to discuss and agree how to support carers. the Report
provided an overview of the objectives the Health Board must deliver.
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Also being reviewed was supporting carers in general practices and
discharge from hospital planning. A pilot would be undertaken on the
Llandough site and further discussions would be held with the Local
Authorities and in particular with the Head of Integrated Care and the
Discharge Team.

The work and schemes undertaken was maturing and there were
champions within GP practices for recognising carers. Young carers in
schools were inspiring and this was being acclaimed in schools and it
was confirmed that the Sam Davies Ward in Barry Hospital had received
a silver accreditation award recently.

The next phase of work was to focus on the recognition and number of
carers in the Cardiff and Vale workforce. A survey would be distributed
within the next few weeks. It was further stated that there was evidence
that those in caring roles, as a profession, were often carers at home and
there was a need to look at how they could be supported further.

Independent Member — Trade Union asked about the integrated
approach and CRTs and the drive towards personalised planning that
was not captured in the report. It was stated that the report focused on
what had been undertaken with transitional funding and the comments
made would be reviewed.

Independent Member — Legal asked how a carer gained access to carer
support workers. It was explained carers had an assessment at the first
point of contact which would put them in touch with the support and
services they need.

The Committee Resolved that:
a) The ongoing work which was taking place be noted.

QSE 19/09/22 | DELIVERY UNIT REPORT: IMPACT OF LONG WAITS

The Chief Operating Officer provided a report against the Delivery Unit
Review regarding an increased number of patients across Wales
waiting greater than 52 weeks. It was confirmed that:

The review comprised a three stage approach. Cardiff and Vale was
aware of the position which was improving but more work was needed.

There were a number of recommendations which had been made and it
was confirmed that these were routinely monitored by the Strategy and
Delivery Committee. Action plans had been developed and the report
set out actions to improve the position. The main action being pursued
was not to have long waits for planned care. The Health Board was
fixed on the strategy of removing long waits across all specialties. This
was the year of compliance and the aim was to eliminate, not only over
52 week waits, but also over 36 week waits by the end of the financial
year.

It was explained that they had moved from a volume problem to a target
issue. In 2015/16 there was just under 1000 waiting more than a year.
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At the end of last year it was 150 and this figure now currently sat at
120. One hundred of these cases were in orthopaedics with complex
surgery. A clinical risk based approach had been taken to clear areas
where there was likely to be greater clinical risk. Orthopaedics had
been dealt with later because it was deemed more complex and the
clinical risk was not as great as in other areas.

In response to the plan for IT and patients in the system it was stated
that in all of the correspondence there was advice for patients to visit
their GP if they continued to experience problems. There were also
processes in place for GPs to expedite referrals. But the end point was
to reach the target of 26 weeks. The pathways were explained and the
Committee was advised that many were receiving treatment. There
was a wider IT plan to use digital platforms to engage and empower
users such as Patient Knows Best and PROMs.

The Committee Resolved that:
a) The findings and recommendations of the Delivery Unit’s review
of the impact of long waits for Planned Care on patients be noted
b) The action plan developed in response to the recommendations
be noted.

QSE 19/09/023 | ITEMS RECEIVED FROM CLINICAL BOARDS QUALITY SAFETY
AND EXPERIENCE COMMITTEE

The Assistant Director of Quality and Safety stated she had observed
there was a lack of medical engagement in the Clinical Board QSE Sub
Committees. A meeting would be arranged to address the issues.

The following minutes from Clinical Board Quality Safety and Experience
Sub Committees were noted:

Clinical Diagnostics and Therapeutics — March and April 2019
Mental Health — May 2019
e Primary, Community and Intermediate Care — May 2019

e Specialist Services — March and April 2019
e Medicine — March 2019

e Surgery — March 2019

e Children and Women — March 2019

QSE 19/09/024 | ITEMS TO BRING TO THE ATTENTION OF THE BOARD / OTHER
COMMITTEES
e The Ombudsman Letter.
e The report for Putting Things Right.
e The HIW Report in which the Assessment Unit received
considerable attention.
e The Carers Annual Report.

REVIEW OF MEETING
e The Chair would meet with the Lead Executive and Director of
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Corporate Governance in relation to some of the papers.

¢ Alot had been covered in a short space of time.

¢ Independent Member — University would like to discuss some of
the items with the Medical Director.

QSE DATE OF THE NEXT MEETING OF THE QUALITY AND PATIENT
19/09/025 SAFETY COMMITTEE:

It was confirmed that the next meeting of the Committee was scheduled
to take place on 15 October 2019 at 9.00am, Medical Education Skills
Suite, A2-B2 link corridor, UHW
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UNCONFIRMED MINUTES OF QUALITY, SAFETY AND EXPERIENCE COMMITTEE
HELD ON TUESDAY, 15 OCTOBER 2019
MEDICAL SKILLS SUITE, A2 - B2 LINK CORRIDOR, UHW,

Committee Chair and Independent Member —

Local Government

Present:

Susan Elsmore SE
Gary Baxter GB
Akmal Hanuk AH
Michael Imperato MI
Dawn Ward DW

In attendance:

Independent Member - University
Independent Member - Community
Independent Member — Legal
Independent Member — Trade Union

Deputy Chief Operating Officer
Consultant Anaesthetist, Programme Director

and Simulation Lead

Caroline Bird CB
Dr John Dunn JD
Carol Evans CE
Nicola Foreman NF
Angela Hughes AH
Fiona Jenkins JJ
Science
Louise Kennedy LK
Annie Procter AP
Hywel Pullen HP
Jayne Tottle JT
Dr Cellan Thomas CT
Geoff Turner GT
Paul Twose PT
Ruth Walker RW
Stuart Walker SW
lan Wile W
Glynis Mulford GM Secretary
Observers:

Matthew McCarthy

Apologies:

Robert Chadwick RC
Steve Curry SC
Abigail Harris AH
Fiona Kinghorn FK

Assistant Director of Patient Safety and Quality
Director of Corporate Governance

Assistant Director of Patient Experience
Executive Director of Therapies and Health

Ward Manager A5

Clinical Board Director, Mental Health
Assistant Director of Finance

Director of Nursing, Mental Health
Maxillofacial Consultant

Consultant Gastroenterologist
Physiotherapist

Executive Nurse Director

Executive Medical Director

Director of Operations, Mental Health

Patient and Safety Facilitator

Executive Director of Finance

Chief Operating Officer

Executive Director of Strategic Planning
Executive Director of Public Health

QSE 19/10/001

WELCOME AND INTRODUCTIONS

The Committee Chair welcomed everyone to the annual special meeting.

ACTION

QSE 19/10/002 | APOLOGIES FOR ABSENCE

Apologies for absence were noted.
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QSE 19/10/003 | DECLARATIONS OF INTEREST

There were no interests to declare.

QSE 19/10/004 | CHAIRS ACTION TAKEN SINCE LAST MEETING

No Chair’s action had been taken since the last meeting.

QSE 19/10/005 | HOT TOPICS

The Assistant Director of Patient Safety and Quality (ADPSQ) informed
the Members that a paper would be presented on the ophthalmology
issues in December and that she had instructed experts to review 13
cases the team were concerned with.

Health Inspectorate Wales (HIW) had carried out two unannounced visits.
One visit took place at the Stroke Rehabilitation Centre, where one
assurance issue was raised around regularly checking the resuscitation
equipment. It was acknowledged that this was an area of concern and
work had been undertaken on this matter.

The second visit took place at Rookwood Hospital on wards 4 and 5 and a
positive outcome had been received in the care of patients.

The ADPSQ had a meeting with HIW who informed her that a summit
would be held with all the key external stakeholders including Welsh
Government. This was important for the organisation in terms of our
escalation status.

QSE 19/10/006 | SERIOUS INCIDENTS AND NEVER EVENT PAPER OCTOBER 2018-19

The Executive Director of Nursing provided an introduction to the report.
The purpose of the report was to look at whether the organisation was
learning from quality, safety and patient experience Serious Incidents
(Sls). It was important to note that the Health Board did have a culture of
reporting incidents. Work had been undertaken by the Patient Safety
team to motivate people to report incidents and to ensure that those in
leadership positions were able to respond appropriately. Reporting
incidents focused mainly on ensuring that there was an understanding as
to what had occurred, that the organisation was open and transparent and
was a learning organisation. The following comments were made:

Over the past year 297 Sls had been reported to Welsh Government. No
comparison could be made as there was no comparable data from other
Health Boards. Five of the Sls were Never Events (NEs). The number of
Sls had gradually increased but there had not been an increase in Never
Events. It was identified that these events were reported differently in
England to Wales. There was learning from the Dental service with the
number of NEs. A ‘WHO’ checklist had been developed within the service
and some changes had been implemented and further recommendations
had been made. It was acknowledged that there could be an increase in
NEs when changes were made.
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The Executive Medical Director stated that failure to reduce the number of
NEs was a national phenomenon and he did not view this as a failure.
The same number of NEs had occurred as in previous years. It was
suggested that the report could be seen as a success, with a key
component being the reporting culture. Therefore there was a need to
take a balanced view in comparison to the number of SIs. The Executive
Nurse Director highlighted that the NEs were not repeat events. There
was a need to see how things were categorised and that a Sl was also
serious for the patient.

Independent Member - Trade Union asked if the data could be explained
on Never Events. It was stated that on page 9 the data covered the whole
of Wales and on page 7 it covered four years of data in the Health Board.
It was further explained that, when the word ‘open’ was used it meant that
the process was still happening and it usually took 6 months to complete a
Root Cause Analysis. It was also highlighted that sometimes cases may
be open for longer as they may not have been concluded or
predominately, because the investigation had not been completed. In the
particular reporting period there had been overlaps of time periods and
there had been five NEs in the past 12 months but the Executive Nurse
Director was comfortable that actions put in place had been addressed.

The Chair asked if we could take assurance that we knew what was going
on in our system. The Executive Nurse Director explained that we could
not look at one Sl in isolation to see if we had a robust quality and safety
process in our Health Board. There was a need to look at a number of
things such as incident reporting, S| reporting, complaints and
compliments, claims, patient experience feedback, internal inspections,
clinical audit, inspections, outlier data and mortality data. Individual topics
were presented to the Committee but also, behind the scenes, this was
being triangulated. The challenge nationally was the RTT position and the
financial position which had very robust data supporting the information
provided. Some of the information was in the dashboards and this was
escalated upwards. Fundamentally the organisation is dependent upon
staff being open and transparent about their reporting. It was reasonable
to look at improving sources of information and use this as a start point to
understand what was happening within system.

It was highlighted that in an evidence based survey, the single measure
used to ensure we were running a safe service was the staff engagement
score. The Executive Nurse Director stated there was a need to ensure
we had sufficient people in the Patient Safety Team to review the reports
to ensure there was robustness and challenge.

Independent Member Trade Union, commented that the staff culture
needed to be addressed as the surveys were going in the wrong direction.
The Executive Nurse Director informed that staff were reporting incidents
but they did not feel they received the level of feedback they should. This
was being addressed in the Patient and Safety Team who were
reinforcing the importance of this.

Independent Member — Community, said he was assured in terms of
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understanding the reporting structure and the multifaceted factors
undertaken to gather and analyse the data was helpful. It was
encouraging to hear what staff and patients were saying. In regards to
looking at categories of incidents he felt reassured that he had a greater
understanding of unexpected deaths and severe harm.

The Chair stated that the report centred on the culture and also
highlighted there was no complacency. Comments were made on the
language used regarding assumptions in the paper and that this should be
considered for future reports.

The Committee resolved that:
a) appropriate assurance has been provided in relation to the trends,
themes and resulting actions, including the plans to address areas
of concern

QSE 19/10/007 | TRACHEOSTOMY SIMULATION

When introducing the simulation the Executive Nurse Director stated that
Tracheostomy had been an issue with more patients having procedures.
In the past care for people in a hospital setting was unsatisfactory and the
team would share with Members the improvements the team had put in
place.

Dr John Dunn, Consultant Anaesthetist, Programme Director and
Simulation Lead, gave a presentation and introduced the team, Louise
Kennedy, Ward Manager on A5 North; Gail Prosser, Practice Educator A5
North; Paul Twose, Physiotherapist and Dr Cellan Thomas, Maxillofacial
Consultant. Dr Dunn then provided a presentation for people who were
not familiar with simulation and explained how it was used to train the
multidisciplinary team. The following comments were made:

It was explained that simulation was used to put training, which had been
taught theoretically, into action in the simulation suite.

Simulation was a safe learning environment with clear learning objectives
and could be used to simulate isolated tasks or more complex clinical
situations, which could be practised repetitively. = Ownership was
encouraged and also that champion were identified in each Directorate.

When teaching simulation, various competencies were looked at such as;
communication, situational awareness, leadership, role clarity and
coordination. Medical errors occurred during simulation for a range of
reasons, including: medication errors, poor communication and
dysfunctional teams.

Patients were safer and received higher quality care when providers
worked as a highly effective team. Multidisciplinary simulation ensured
patient safety and Continual Professional Development for consultants
and allied professionals. This created a happy work environment and
demonstrated benefits to patients and services.

Prior to the simulation, Dr Cellan Thomas explained the scenario that
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would have been undertaken and the type of patient that would be treated.
He explained that when doing complex surgery in the head and neck
region certain procedures required a tracheostomy and when this was
blocked it was not a good experience for either the patient or staff as it
became very stressful. By attempting to replicate and practice stress, a
positive outcome at the end was more likely to be successful. In the past
when a patient had a blocked trachea the arrest team would be called in
but would not know anything about the patient. The nursing staff tended
to step back although they would know much more about the patient.
Therefore, it was important to train the whole team which involved the
arrest call team, the nursing staff, physiotherapists, outreach team and
anaesthetist.

In summary, it was stated that there was a need to provide medical staff
with confidence in performing procedures and to de-brief the team
following a procedure. It was emphasised that unless this was practiced
medical staff would not understand the real thing and this was a key
component of the training programme.

The Committee resolved that:
a) That the presentation and simulation be noted.

QSE 19/10/008 | ANALYSIS OF TRENDS AND THEMES IN DEATHS OF PATIENTS
WITH MENTAL ILLNESS

The Executive Nurse Director stated that there was a growing concern at
Board meetings regarding the numbers of unexpected deaths of patients
known to mental health services. The conclusions would be fed back to
the other members of the Board.

Dr Annie Procter, Consultant Clinical Board Director for Mental Health, lan
Wile, Director of Operations, Mental Health and Jayne Tottle, Nurse
Director, Mental Health provided an overview of the trends and themes
identified from Serious Incidents (Sls) and what actions had been taken to
address the risks and shortfalls. The presentation also looked at the
growth of the Mental Health Services which provided context to the
amount of work the service undertook throughout the year. The diversity
of Mental Health Services and a comprehensive overview was presented
to the Committee. The following comments were made:

Suicide prevention had a good evidence base. The tools available would
help with suicide prevention but could not identify when a patient would
take their own life. Less than 5% of the service focused on service users
in hospital as most were seen in the community.

The National Confidential Inquiry into Self-Harm (NCISH) published an
annual report which the Health Board audited itself against. The Health
Board was set in the middle on suicide rates per 1000 compared to the
rest of Wales. This year the NCISH focused on 10 ways to improve
safety. The review started with safer wards. Wards within new builds
were built to a higher specification and discussions had been undertaken
nationally when there had been incidents on the Hafan y Coed wards. For
instance, doors which had ligature points, had been removed and funding
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was secured to replace these with collapsed swing doors.

There was early follow up with patients being seen five days post
discharge. This would be reviewed to see whether this could be reduced
to three days. This could be piloted following the remodelling of the
outreach service. The Framework for Dual Diagnosis had been set up
recently. This process was used for patients who had self-harmed or tried
to commit suicide and came out of NICE guidance which had suggested
3-12 sessions. The Health Board committed to 3 sessions which allowed
difficult conversations to take place in a frank and safe way.

Thematic reviews were undertaken each year and the next one would be
undertaken in December. The theme would focus on zero tolerance for
suicide. It was acknowledged that although there would be suicides there
was a need to aspire to prevent as many suicides as possible. It was
highlighted that over 70% of suicides had not used our services.

It was acknowledged that the Mental Health Team had not been efficient
with identifying risk in patients with psychoses. Regarding the Community
Mental Health Team and community changes; mathematical feedback had
been received from the Delivery Unit who provided encouraging figures.
The service had wasted people’s time 60% less than before the changes
had been made and the effect on some principles had started to show
some benefits. The Third Sector was commissioned last year to
undertake some patient feedback and provide improved data. Care Aims
training had been undertaken in the Vale and would be rolled out across
the rest of the locality.

There had been one patient suicide this year. This had not gone to
inquest as yet. There had been 12 community deaths. The circumstances
for nine suicides had been hanging and five had not as yet gone to
inquest. Two patients had left suicide notes. There had been no obvious
theme that connected any of the suicides other than the method.
Improvement plans were always in draft as more information could be
collated from the Coroner’s Inquest. There had been nine deaths that
were ongoing and had not gone to inquest. Nothing had been found to
suggest the incidents were suicide attempts.

There was a need to balance risk taking and wanting people to recover
and rehabilitate. It was deemed that patients’ should take responsibility
against the risks of suicide and self-harm. The principle of mental health
was not to be restrictive and to provide people with the option of freedom
to choose.

The Chair asked Members for comments and questions:

The Executive Nurse Director stated that the presentation helped to
explain the complexity of the service provided and the way in which the
services were managed by introducing different processes and services
on a changing demand. Members were able to understand that some of
the behaviours presented in mental health were not increasing risk but
behaviours to seek attention which did not always change into a risk. The
ability of teams to have systems and processes in place with skills and
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knowledge to assess patients was crucial. It was important to empower
patients in making the right choices but to support them when they made
the wrong decisions. This helped the Committee to understand and
provide assurance to the Board that we were not concerned with the
service. There was a need to understand this when we had gone through
our internal processes and the Coroner had provided a conclusion. No
clear themes had emerged and based on the national data available we
were not an outlier but took what had been advised as being best practice
and implemented this.

The Clinical Board Director of Mental Health stated there was a need to
evidence our support for staff and service users, and train them correctly.
The service users were an integral part of the conversation.

The Executive Director of Therapies and Health Sciences said there was
a need to balance risk and provide people with independence and she
was assured that the service covered all the elements required. The
strategic changes made around the service provided low level intervention
upfront and linked the strategy to reduce the risk.

Independent Member — Legal asked, what was the best way to display the
Board-level data as it could potentially be alarming when seen in isolation
from the presentation. In response the Executive Nurse Director stated
that at the next Board meeting the presentation would need to be
reinforced by the size, depth and the complexity and how many people
used or were involved in our mental health service and to reinforce some
of the messages.

Independent Member — Trade Union, stated she had reassurance from
the discussion but needed to take back to other Independent Members
who looked at the level of tolerance as zero and was not sure this was
aligned correctly.

The Executive Director of Therapies and Health Science left the meeting
at 11.38am

The Executive Medical Director quoted the National Confidential Inquiry
into Suicide and Homicide and made the following comments:

1. The Celtic nations had a historic higher suicide rate than
England. This was felt to be environmental in nature.

2. Out of the Health Boards, Cardiff had the second highest rate in
Wales with factors influencing the suicide rate clearly different
between the Health Boards.

3. If Cardiff and Vale were compared with the English counties it
would have the second highest rate in the data presented. If
Cardiff and Vale was the best English county, it would have half
the suicide rate in the data presented.

This was not just about mental health services, all of these things
highlighted something more inherent was underlying these rates. There
was a need to ask as a Health Board whether we were prepared to review
what we were we doing and address the bigger issues related to
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socioeconomic causes of ill health.

The Executive Nurse Director stated it was important to understand the
difference as it was not imported in the bigger picture. The bigger picture
for our duty for health to try and prevent people from committing
suicide. The presentation stated patients who committed suicide who
were involved in our Mental Health services, the picture was slightly better
that it would be elsewhere in Wales but in relation to our population this
was a Public Health issue.

The Executive Medical Director commented when Sls were reported to
the Board what was often reported related to the population. Board
members received S| around recurrent events which raised concerns and
there was a need to be clear of the population component in relation to
our Mental Health Service.

The Director of Operations for Mental Health highlighted that referrals
could escalate to 100k a year because of the contact with primary care
services. If the primary care workers and third sector was equipped to
have some of the difficult conversations with people and recognised risk
factors, there was the potential to get information out of the core of the
population of Cardiff. This could contribute to the Public Health debate.
The Chair emphasised that the issue was not just about health but
included health inequalities, housing and poverty. This was a public
sector response which was much broader than health.

It was suggested that what was learnt from the session, was that
individuals who used our services were part of the population which we
serve. The statistical data informed we had a suicide rate that was higher
than expected. Many of the people included within the data had not yet
used our Mental Health Services. The data suggested that as a
community we had to do more with our local authority colleagues to have
a debate and to consider a summit regarding the suicide rates in our
population.

The Clinical Board Director agreed that a much broader conversation
would be welcomed and Members acknowledged that more could be done
in partnership for the population.

The Clinical Board Director Mental Health, Director of Operations Mental
Health and the Director of Nursing Mental Health left the meeting 11.49am

In summary, the Chair stated that the Committee had analysed trends and
looked at deeper levels of assurance where hope and a way forward was
described. She acknowledged that the service was very complex with
interdependencies and how, at times, we may try to simplify the issues.
Also highlighted was the prospect of working in partnership across the
public sector.

The Committee resolved that:
a) The position taken by the Clinical Board be supported and the
presentation be noted
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QSE 19/10/009 | MANAGEMENT OF ENDOSCOPY SURVEILLANCE PATIENTS

Dr Jeff Turner, Consultant Gastroenterologist provided a presentation on
the above. The following comments were made:

Gastrointestinal (Gl) Endoscopy is used when patients are symptomatic or
have diagnosed conditions and is part of the national outcome screening
programme. The surveillance is important for the organisation in terms of
the SI's we experienced. Surveys were undertaken of patients with
increased risk of cancer but part of the problem experienced was that
historically, surveillance waiting times had not previously been reported to
Welsh Government.

24 Sls were experienced over a period of 4 years due to the surveillance
backlog and this was a Wales wide issue. A presentation was made on
the basis of the work undertaken and focused on how improvements had
been achieved within the Health Board on a national level. As part of this
a robust action plan had been developed.

As there were issues around surveillance, a clerical and clinical validation
of around 1000 cases was undertaken, as a result of which, a risk
stratification spreadsheet was developed. This meant that the highest risk
patients were being reviewed and treated first. The endoscopy rate was
identified as high risk in patients over 80. Surveillance clinics had been
developed and patients had been invited for face to face discussions
around the risks and benefits of surveillance. When patients had an
informed conversation it was realised they did not want to undertake the
risk.

An insource provider was used to clear the backlog but decided to exclude
very high risk patients from the cohort. To support the insource company,
robust governance structures were in place with a consultant presence
every weekend and we were able to review live, all of the people that had
received an endoscopy.

In September 2018 there were 990 patients with no appointment dates. In
comparison to October of this year, the numbers had significantly reduced
to a minority of 49 patients without appointment dates. The Sls
experienced were as a result of people who had become symptomatic on
the waiting list but, with efficiency work in-house and the insource
contract, the numbers had reduced quickly. The current situation was that
the backlog had been cleared apart from patients who had postponed
procedures. Surveillance procedures had been included into their core
capacity where patients prospectively were booked in, in advance of their
procedure date.

Historically there had been challenges about meeting diagnostic waiting
time. Currently, due to increased demand significant challenges were
being faced. This was again across Wales. Insourcing was still being
undertaken but this had reduced after a big efficiency piece of work had
been undertaken. The insource company would now be used once a
month to meet the waiting time targets and it was confirmed that there had
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been no further Sls. Members were assured that there was an open and
honest reporting culture seen within the Directorate which proactively
managed any risk to patients. There was a robust plan to address risk
and good team working was highlighted.

The Chair invited comments and questions:

Independent Member — Legal asked, what does insource mean? It was
explained that an external private provider (A gastroenterologist) was
brought into the unit with a team to deliver the work.

Independent Member — Trade Union asked how did we get to the position
in the first place and what plans were in place to ensure this did not
happen again? In response, it was stated that, in terms of surveillance,
this had changed and the UHB now reported these cases to WG along
with diagnostics and cancer waits and the UHB was looking across all
areas of the endoscopy service. It was acknowledged that there were
very significant challenges and it was predicted that a 6% increase year
on year would be seen in the symptomatic referral rates. Part of the
national endoscopy programme would look at a longer term sustainable
strategy due to the pressure envisaged on the service.

The Executive Medical Director commended the team for the turnaround
and good clinical leadership, stating there were a number of strategic
changes to review which would help provide solutions across the long
term demand capacity work. He was also asked to explain what the role
of the Joint Advisory Group Accreditation (JAG) was and why it was it
important. It was explained that JAG was a national accreditation process
and looked at all specifications of the service and exemplified good patient
care, experience and environment. JAG had visited the UHB in 2012
where all of the standards were met apart from timeliness. The UHB were
looking how to achieve JAG Accreditation and confirmed waiting times
were significantly better but this needed to be sustained. An external JAG
assessor would visit the unit shortly and provide informal guidance on
areas for improvements and provide support in achieving JAG
Accreditation. Regular directorate meetings were in place and an action
plan would be devised.

The Executive Director of Therapies and Health Science commented that
the presentation showed good governance when we needed extra
capacity, in that patients remain ours and in our facility, and this was to be
commended. In regards to endoscopy decontamination, there was a
need to plan for the future. It was stated that locally there was scope in
Llandough for expansion as it provided bowel cancer screening and other
advanced endoscopy. On a regional aspect, as part of the national
programme, this was largely in terms of training as there may be
challenges as this looked at a core group of patients. It was further
considered that whilst insourcing does cost to have an external provider,
it provides better governance by having oversight of the patients that
come into the system and by having the reports on our local reporting
systems.

The Executive Nurse Director acknowledged that Dr Geoff Turner had
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undertaken a number of RCAs to get to the root of the problem and made
the necessary changes. He did however acknowledge that sometimes it
takes time to understand the issue. The comments on insourcing and
outsourcing were relevant and a paper would be brought to a future QSE
Committee around this. It was explained that there were no nurse
endoscopists initially, but complimented this skill as the capability and
numbers were growing and he was using them in an appropriate way.

Independent Member — Community asked how we were overcoming the
perception of the risk of going through this procedure, and were we going
into the community for screening to reduce incidents? In terms of
perception, more people were being treated ‘direct to test’ which
endeavoured to strengthen information gathering and developed an
endoscopy platform on the internet. The team had also implemented text
message reminders. The point of contact for the patient was with
administrators in primary care, but there were nurses to provide
information and redirect to clinic for face to face conversations. There
was a continuation of the intention to expand nurse endoscopists and
work was underway to improve their knowledge in endoscopy.

In terms of bowel screening, demand would increase five fold over the
next five years; this will assist in identifying polyps and cancers at an early
stage. Funding had been secured for a pilot on fit testing in a
symptomatic group of patients. This could be broadened and would help
stratify people’s risk in the community. As part of this work, GP training
would be undertaken and national initiatives had been looked at.

The Chair stated that she would write a personal letter of commendation
and thanks from the Committee. She further asked if there was any
learning to share across the Health Board. In response, it was stated that
the supportive processes put in at the weekend provided great assistance
and therefore had their own internal governance structures whereby
reports could be reviewed and if things could be improved there was the
potential to have dialogue.

In summary, the Executive Medical Director stated that the key issues
discussed helped to focus on any service that was struggling, for them to
be open and transparent, to look at everything and to be frank. The key
role in clinical leadership was in developing future planning and demand
capacity, and for the clinical governance team to identify areas that need
to be addressed. This was an exemplar of using our governance
processes.

The Committee resolved that:
b) The current position and ongoing work in relation to the
management of patients overdue their endoscopy surveillance
procedure be noted

QSE 19/10/010 | ITEMS TO BRING TO THE ATTENTION OF THE BOARD AND OTHER
COMMITTEES

e The committee would be comfortable to provide assurance to the
Board they had reviewed themes and trends emerging from serious
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incidents.

e Assurance was provided around tracheostomy and endoscopy.
Assurance was also provided in relation to the clinical team and its
ability to identify significant areas of concern and make the changes
necessary to address those areas.

e The serious incidents were debated at length and there was a summit
to support the multiagency team in place across our partnership
arena. There is progress that we need to make on our population
suicide position, as currently we were seeing themes and trends from
a health perspective that we had concerns about.

QSE 19/10/011

DATE AND TIME OF NEXT MEETING
Thursday, 17 December 2019 at 9.00am
Coed y Bwl Room, Ground Floor, Woodland House, Heath, Cardiff
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ACTION LOG
QUALITY, SAFETY AND EXPERIENCE COMMITTEE

SEPTEMBER 2019 MEETING

MINUTE REF | SUBJECT

| AGREED ACTION

| DATE BY | LEAD

| STATUS/COMMENT

Actions Completed

QSE 19/06/007 | Patient Story — Co- To talk to the Directorate Manager R Walker COMPLETED. Verbal Update for
joined Twins (ALAS) regarding the change to the September meeting.
pressure damage assessment tool
QSE 19/06/010 | Patient Experience Putting Things Right Annual Report to be | 17.09.19 A Hughes COMPLETED. On agenda for
Framework and considered at next meeting. September meeting.
Improvement (ltem No: 1.14)
Indicators Public Services Ombudsman outlined
new powers on agenda for September See action (QSE 18/135)
meeting.
The Patient Safety Walkabout to be 29.08.19 R Walker
brought to Board Development Session To be brought to August Board
for discussion. Development meeting
QSE 19/06/012 | Infected Blood Chair confirmed she was content with 25.07.19 S Elsmore COMPLETED. Within Chair’s report to
Inquiry Update the stance that the UHB was not the Board on 25.07.19.
disagreeing or challenging the views and
opinions of the patients and families To continue to align with the UHBs
involved commitment to the Blood Inquiry Charter.
QSE 19/06/14 Car Parking Update | To address issues raised by public and 17.09.19 A Harris COMPLETED. Very proactive social
Report staff and to explore avenues for media campaign has been launched for
publicising the service the start of the P&R to UHL.
QSE 19/06/17 Stroke Rehabilitation | An update to be provided setting out 17.09.12 F Jenkins COMPLETED. On agenda for
Model and deadlines, timeframes and further detail September meeting.
Workforce in relation to priorities (Agenda item: 3.2).
QSE 19/06/20 Cwm Taf UHB Improvement plan progress update to be | 17.09.19 R Walker COMPLETED. On agenda for
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MINUTE REF | SUBJECT AGREED ACTION DATE BY | LEAD STATUS/COMMENT
Maternity — Cardiff brought to next meeting emphasising September meeting.
and Vale Lessons non and partial compliance. (Agenda item: 1.11).
Learnt
As meeting was not quorate, the 25.07.19 S Elsmore Within Chair’s report to the Board on
resolutions would be ratified by the 25.07.19.
Board
QSE 19/02/10 Gosport A report to be brought to future meeting | 17.09.19 R Walker COMPLETED. On agenda for

Independent Panel
Report

September meeting.
(Agenda item: 1.12).

QSE 19/04/020

Endoscopy
Decontamination —
Patient Notification
Exercise

To bring a paper to a future meeting 17.09.19 S Walker COMPLETED. Verbal update for
once the new procedures have been September meeting.
embedded

A paper regarding centralisation to be 17.09.19 F Jenkins
brought to September meeting. On agenda for September meeting.
(Agenda item: 3.1).

QSE 18/135

Ombudsman Annual
letter

Present update 17.09.19 R Walker COMPLETED. On agenda for
September meeting.
(Agenda Item: 1.13).

Awaiting QSE & Board decision.

QSE 19/06/16 Policies and Due to the meeting not being quorate 25.07.19 S Elsmore COMPLETED. Within Chair’s report to
Procedures for approval of the policies and procedures the Board on 25.07.19.
Approval would be referred to Board for ratification

QSE 19/04/020 | Endoscopy To bring a paper to a future meeting TBC F Jenkins COMPLETED. To be brought to a future
Decontamination — once the new procedures have been meeting of the Management Executive.
Patient Notification embedded

Exercise

This will be done when the clinical board
has completed this work, currently still

underway.
QSE 19/06/008 | Specialist Clinical As meeting not quorate to be ratified by | 17.12.19 S Elsmore COMPLETED.
Board Assurance Board in July
Report
QSE 19/09/008 | Children and A paper would be presented to the next | 26.09.19 S Curry COMPLETED.

Women'’s Clinical
Board Assurance

Board meeting on the CAMH Service

action plan and redesign. ‘
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MINUTE REF | SUBJECT AGREED ACTION DATE BY | LEAD STATUS/COMMENT
Report
Actions In Progress
QSE 19/09/008 | Children and An update was requested for a future 17.12.19 C Heath On agenda for December meeting

Women’s Clinical
Board Assurance
Report

meeting detailing the steps taken with
the Children’s Charter

QSE 19/09/011 | Gosport Review To provide timeframes from the 17.12.19 C Evans To be completed within 12 months.
recommendations of the Gosport Review
QSE 19/09/016 | Centralisation of To keep the Committee update of F Jenkins
Endoscopy progress
Decontamination
QSE 19/09/017 | Update on Stroke A verbal update to be presented at next | 17.12.19 F Jenkins On agenda for December meeting.

Rehabilitation and
Model and
Workforce

Committee meeting.

QSE 19/06/008

Specialist Clinical
Board Assurance
Report

To bring back to Committee a paper on 17.12.19 S Curry On agenda for December meeting
cardiac surgery waiting times if progress (agenda item 3.6)
was not evident by end of Calendar.

QSE 19/06/009 | Quality and Safety For the next strategy for period 2021 — 14.04.20 C Evans To be added to agenda 14.04.20
Improvement 2024 to be brought to Committee in April
Framework 2020
QSE 19/06/011 | Patient Notification To provide a report to the Committee on | 17.12.19 F Kinghorn Patient Notification Exercise on agenda
Exercises: ESSURE | Patient Notification exercises in the for December meeting
(Issues with the public health arena relating to Cardiff (agenda item 3.8)
Failure of the and Vale population as and when they
Process) occur
QSE 19/06/13 Ophthalmology A short update report including 17.12.19 R Walker A verbal update to be provided for
Report benchmarking data to be brought to December meeting.
Committee
QSE 19/06/20 Cwm Taf UHB To provide an overview of the impact in 17.12.19 S Curry Verbal update for September.

Maternity — Cardiff
and Vale Lessons
Learnt

terms of patient flow to Cardiff and Vale
UHB and how this is being mitigated

QSE 19/02/008

PCIC Clinical Board
Assurance Report

To provide an update on issues A Harris Matters arising for December meeting
concerning the mobile units in the Ely

Hub and Splott Clinic. -
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MINUTE REF | SUBJECT AGREED ACTION DATE BY | LEAD STATUS/COMMENT

QSE 18/155 CD&T Minutes Update on refurbishment works on the 17.12.19 A Harris Update to be provided at December
Bone Marrow Transplant Unit meeting

Actions referred to committees of the Board

_:

Bwrdd lechyd Prifysgol
Caerdydd a’r Fro
Cardiff and Vale
University Health Board

CARING FOR PEOPLE
KEEPING PEOPLE WELL

Q GG
<Ly NS




CLINICAL DIAGNOSTICS AND THERAPEUTICS CLINICAL BOARD

Report Title: QUALITY, SAFETY AND PATIENT EXPERIENCE REPORT
N . . : Meeting December
Meeting: Quality, Safety and Experience Committee Date: 2019
For For For .
Status: . . X For Information
Discussion Assurance Approval

) Executive Nurse Director
Lead Executive:

Report Author

(Title): Clinical Board Director for Quality, Safety and Patient Experience, CD&T

SITUATION

The work outlined within this paper reflects the activity taking place to improve quality, safety and
patient experience within the Clinical Diagnostics and Therapeutics Clinical Board leading to
improved quality and care outcomes for patients.

REPORT

BACKGROUND

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

The Clinical Board consists of 7 directorates:

Laboratory Medicine

All Wales Therapeutics and Toxicology

Radiology, Medical Physics and Clinical Engineering
Medical lllustration

Outpatients/Patient administration

Therapies

Pharmacy and Medicines Management

NoabhowdE

The Clinical Board vision is to ensure the quality and prudent use of Diagnostics and Therapeutics
across the Health Board by:

1. Ensuring that we become better suppliers of services to other Clinical Boards by developing
our supplier strategy.

2. Ensuring that all users have equal access to our service, and are treated with fairness,
dignity and respect.
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. Working in partnership with other Clinical Boards, Public Health and external partner

organisations to improve health outcomes.

Ensuring that the ‘voice of the customer’ is heard and informs the planning, commissioning

and delivery of services.

Behaving in accordance with the values and behaviours of the organisation

. Ensuring that staff working within the Clinical Diagnostic and Therapeutics Clinical Board, are
provided with opportunity to achieve their full potential.

B

o o

The key achievements for the Clinical Board in 2018/19 have been:

Improved quality metrics across the Clinical Board

Consistent delivery of improved waiting time positions for both radiology and therapies
Support to other Clinical services in the delivery of improvements to RTT waiting times
Consistent and high quality support through improved recruitment and retention

Underpinning the overall Clinical Board strategy has been improvements to the quality system in
2018/2019. There have been key improvements to quality within the clinical board demonstrated
by the improved performance metrics and the maintenance of ISO accreditation in laboratory
services.

This year continues to be challenging with regards to Regulatory Compliance. Services in the
Clinical Diagnostics and Therapeutics (CD&T) Clinical Board are amongst the most highly
regulated in the UHB with regulatory bodies auditing these services on a rolling programme of
inspection along with ad-hoc visits from a number of agencies. The experience in Cardiff and Vale
over the last 2 years, supported by feedback from regulators, is that there is an ongoing shift to
raise the bar of the expectations of quality management systems.

The increased expectations from regulatory bodies manifests itself in the following ways:

1. The management of the Quality Management System (QMS) in regulated services needs to
demonstrate more timely action, sustainability and not be in conflict with the delivery of
service. The QMS has developed into a risk based approach where risk management should
be the intelligence for change management. This has led to increases in validation
requirements for change.

2. Demonstrable governance routes, clear routes for both communication and escalation which

includes active listening, visible support, accountability and action.

Clear and concise reporting with the continuous development of the performance metrics.

The requirement to demonstrate shared learning and continuous improvement.

5. In the last two years, particularly in aseptic production environments, the challenge around
improvements to production processes and increased monitoring for microbiological trending

W

has increased.
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The Clinical Board Quality, Safety and Patient Experience (QSPE) governance framework
provides assurance that it is delivering its diverse portfolio of services in a safe and sustainable
manner. The Clinical Board’s QSPE priorities for 2019/20 include:

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

e Supporting the health and well-being of staff

e Regulatory compliance and accreditation

e Continued self-assessment against the Health and Care Standards with improvement
planning against any indicator requiring action

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

e Serious and Adverse Incident Management and Concerns Management

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

e On-going support for continuing service improvement

e Ensuring safe working conditions and environments

e Timely access to services based on clinical need

ASSESSMENT

Governance, leadership and accountability

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

The Clinical Board acknowledged the need to strengthen the governance arrangements with
regards to regulatory compliance. It has established the ‘Regulatory Compliance Group’ with the
specific aim of ensuring that governance arrangements are appropriately designed and operating
effectively to ensure the provision of high quality and safe healthcare and to assist the Clinical
Board, and the Executive Board, in discharging its functions and meeting its responsibilities with
regard to regulated services within the scope of CD&T Clinical Board.

The Clinical Board risk register is a live document which is maintained and updated monthly.

The highest risk issues currently on the risk register are summarised for the Corporate Risk
Register as:
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Risk

UliConsequence
*Likelihood

N Total

Non-compliance with regulatory and accreditation requirements leading to
- impact on service delivery and patient safety (potential for cease and desist
of service
- reputational risk
- financial risk e.g. loss of income, fine for breach of statutory duty
- inability to maintain suitable systems, practices and facilities to ensure on-
going compliance
- increasing requirements from regulators which cannot be met
- mismatch in capacity/demand on QMS which leads to failure to deliver
activities
- patient/staff harm as a result of poor safety governance, e.g. ultrasound,
MR safety, decontamination, POCT
- Health and Safety at Work incidents
- patient concerns, claims and redress
- failure to comply with GDPR and Information Governance
Workforce 4 |4 |16
- mismatch between staff capacity and demand for safe delivery of service
- sickness absence, increasing work related stress, MSK sickness
- presenteeism
- fragile out-of-hours services (e.g. paediatric Radiology, Laboratory
Medicine)
- difficulties in recruiting, retaining, training and maintaining competence of
staff
- lack of staff engagement
- barriers from professional boundaries in developing services/skill mix
Non-delivery of a balanced year end finance position due to 4 |5 |20
- increasing cost
- increasing demand
- failure to meet CRP targets
- locum use due to recruitment timelines for winter
- outsourcing due to capacity shortfall (e.g. Radiology, pathology)
- impact on income from external customers, e.g. Radiopharmacy, SMPU
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Operational Effectiveness/Performance 4 |4 |16

- failure to deliver against national standards and guidance leading to risk
of patient harm and variation in practice e.g. Diabetes and Stroke

- commissioning models do not support the development of CD&T's
supporting clinical services e.g. tertiary radiology services, lab support to
WHSSC commissioned services, pathology support for Dermatology

- difficulty in matching existing capacity to demand compromising the
delivery of safe services and achieving quality indicators such as RTT
and cancer performance

- delay in reporting times (Radiology, Pathology) which impacts on service
delivery/delays to diagnosis

Infrastructure 5 |4 |20

- the fabric of some estate is suboptimal to delivery of modern, safe and
sustainable healthcare, e.g. Radiopharmacy, Mortuary, Physio UHL

- inadequate provision of capital and non-capital equipment
impact from aging hardware and software, slow delivery of key IT
systems, on-going stability issues (WCCIS, LIMS, Telepath)

- no electronic requesting in Radiology (inability to address patient
identification issues)

- lack of Radiology results notification and acknowledgement system

- poor uptake of lab medicine electronic test requesting by other Clinical
Boards (leads to mislabelling of samples, poor test requesting, slower
processes in the lab)

- new equipment not meeting service user specification (e.g. Biochemistry
analysers)

- lack of access to the medical record including physical and digital storage

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

Health and Care Standards

The Clinical Board QSPE sub-committee agenda is framed around the Health and Care
Standards. Below are examples of work being delivered against the standards through this
framework.

Staying Healthy (Theme 1)

Health Promotion, Protection and Improvement

The uptake of the Influenza vaccination is a key priority for the Clinical Board. The uptake rate for
frontline staff for the season 2018/19 was 70.4%. This was slightly lower than the previous year.
Considerable work has been undertaken in developing the role of peer vaccinators and an
evaluation of the outcome of this work will be undertaken at the end of the vaccination season.

__—/
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The Clinical Board is working collaboratively with Public Health Wales to deliver a package
designed to encourage increased activity, healthy eating and mindfulness in the work place.

\WORK HEALTH
My HealTh

Safe Care (Theme 2)

Regulatory Compliance and Accreditation

The Clinical Board services are well regulated and subject to regular inspection against
legislation, regulation and standards. In 2018/19 the following regulations inspections took place:

13t December 2018, the MHRA inspected the Blood Transfusion Laboratory for compliance
against the Blood and Safety Quality Regulations. It is recognised that significant effort has been
undertaken by the team in BTL to improve the quality management system within the service.
Whilst progress has been made since the last inspection (December 2018) and the team are in
the process of embedding those improvements, the pace of this improvement was seen by the
regulator as slow. The inspector also raised concerns about the level of very senior management
oversight. Significant work has been undertaken within the service to bring all metrics within
expected compliance.

22" January 2019, the Human Tissue Authority undertook an inspection in the Stem Cell unit (the
service is delivered by Specialist Clinical Board in partnership with CD&T who provide laboratory
services). The purpose of this visit was to assess compliance against the HTA standards and
assess the suitability of premises on which HTA licensed activities take place. The inspection
identified a small number of shortcomings. In response to this the Clinical Board and service
developed an immediate response plan in order to begin corrective actions within a governed
framework. The HTA continues to be satisfied with the actions taken and the quality of our

submissions. |-
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24" January 2019, the MHRA undertook a regulatory visit against compliance with Good
Manufacturing Practice and Good Distribution Practice (GMP/GDP) in St Mary’s Pharmaceutical
Unit (SMPU). The inspection raised a concern that SMPU lacks the necessary resource to
complete all Quality Management tasks. There was also a concern that there was insufficient
pace with progress with remediation, and resource difficulties at SMPU. The Licensing Authority
reviewed our submitted response and considers that the commitments/proposed actions are
acceptable. However, the quality resource in this area remain challenging and delivery of the
required improvement is unlikely without additional resource. This resource is captured within the
‘Quality Led Governance’ business case.

14t March 2019, Welsh Risk Pool undertook an assurance review of standards to ensure that
abnormal unexpected findings identified during image reporting are acted upon in a timely
manner. The review found that in services through the whole Health Board, there is substantial
assurance that a process is in place whereby if a critical or emergency finding is identified and
included on a diagnostic imaging report it will be notified to requesting clinicians and support
provided in determining the appropriate clinical pathway or treatment.

In relation to urgent, unexpected or abnormal findings, there is reasonable assurance that receipt
and action will be achieved within a satisfactory timescale. The report recommended that as a
matter of urgency the NWIS lead for RADIS explores the options for initiating an electronic
solution that can provide flagging, alerting and auditing tools that will reduce the risk of delayed or
missed response to abnormal diagnostic results and make a recommendation for an all-Wales
solution.

The report concluded that ‘the RADIS solution does not offer a long term solution and a more
bespoke intervention will be necessary to provide a more robust assurance against the risk of
failure to act. Whilst recommendations other than an electronic solutions have been made in the
past, and there has been attempts at implementing non electronic solutions in many services, the
installation of an electronic solution is considered by the study authors to be the only cost-
effective measure which will provide an increased assurance in this area of risk’. Therefore, a
recommendation was made that Welsh Government should consider options for an all-Wales
electronic flagging and alert tool to support all organisations in managing the risks associated with
this issue.

30" April 2019, Natural Resources Wales undertook a regulatory visit against compliance with the
Environmental Permitting Regulations (radioactive waste management). The inspector noted
overall we had demonstrated very good compliance with the conditions of our permit. He
recommended one small change to a form which has been completed.

23" July 2019, the MHRA undertook a regulatory visit against compliance with GMP/GDP in
Pharmacy Aseptic Unit in Llandough. A small number of shortcomings were identified which are

being addressed. I

CARING FOR PEOPLE GlG
KEEPING PEOPLE WELL NHS

Bwrdd lechyd Prifysgol
Caerdydd a'r Fro

Cardiff and Vale
University Health Board

Q
o
0




25" July 2019, the MHRA undertook a regulatory visit against compliance with GMP/GDP in the
Radiopharmacy, UHW. The Inspector found that the UHB had failed to comply with the provisions
of the manufacturers licence due to
¢ the existing Radiopharmacy facility not meeting current design and maintenance
expectations;
e site management had not ensured that a sufficient number of staff and resource were in
place to support site activity;
e Pharmaceutical Quality Systems were deficient;
e production controls and process design did not minimise contamination risks.

The Clinical Board are currently managing the response to the MHRA through its enhanced
governance and monitoring arrangements. Shortly after the inspection microbial trending in the
Radiopharmacy indicated an on-going risk to product sterility and the Radiopharmacy was closed
to enable some remedial works to take place. This is a short term solution and the Clinical Board
continues to be engaged with the capital scheme for replacement of the Radiopharmacy.

29t October 2019, the HSE undertook a visit following our report to them of an Interventional
Radiologist receiving an eye dose in excess of the annual limit. The UHB was issued with two
improvement notices and two recommendations on material breaches of the lonising Radiations
Regulations.

Laboratory Medicine underwent a number of surveillance accreditation visits against ISO15189
and successfully maintained accreditation across all laboratories. Accreditation ensures safe
delivery of services, technical competence, timely, accurate and reliable results and good quality
management.

It has been another challenging year of inspections with regulation bodies increasing their focus
on quality management and resource in light of their perceived ‘squeeze’ on financial resources
across the NHS. This has led to the Clinical Board re-evaluating its governance arrangements
with regards to regulation by ensuring appropriate senior management oversight, escalation of
issues, and monitoring of performance. This governance arrangement is through the Clinical
Board Regulatory Compliance Group which uses a combination of metrics to drive the compliance
dashboard.

Each regulated area is provided with a compliance dial which demonstrates their Quality
Management System (QMS) compliance against a range of metrics. These metrics have been
given varying weightings and are aggregated to give a compliance score (% compliance). This is
displayed on the dial along with an indicator of the likelihood of inspection based on known

inspection cycles.

CARING FOR PEOPLE GlG
KEEPING PEOPLE WELL NHS

Bwrdd lechyd Prifysgol
Caerdydd a'r Fro

Cardiff and Vale
University Health Board

Q
o
0




An example of the dial is shown below:

Improvement required on time of longest incident

Possible inspection (December 19)

Likelihood of inspection

% compliance with Quality
Management System

The Clinical Board has undertaken a review of the Quality workforce resource and recommended
a workforce model designed to gain synergistic benefits from cross-board working which was
presented as ‘Quality Led Governance’ as part of the Clinical Board IMTP submission.

Central to the Quality Led Governance framework is the requirement for an independent quality
function which will

provide the necessary capability and capacity to deliver the framework moving quality
resource between directorates to ensure improvement across regulated and accredited
services

present an opportunity to create a system-wide approach to quality improvement

support the bi-directional quality accountability and escalation route from the service to the
CD&T Clinical Board and to the Executive Board

provide oversight of decision making processes for the various groups that monitor quality
and safety

offer independent assessment/audit and provide scrutiny of independent investigation
reports

allow opportunities for shared learning

ensure effective communication and closer working with all partners and stakeholders

The Clinical Board awaits the outcome of its Business Case submission for this scheme.
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Patient Safety Incidents

In the period 1/4/18 to 31/8/19 (17 months) there were five Serious Incidents reported in the

Clinical Board. These were:

Mortuary

Delayed return of fetal remains

Pharmacy

Dispensing error leading to 10x overdose of
Furosemide in a paediatric patient

Biochemistry

Software error leading to incorrect Troponin
results being issued

Speech and Safeguarding referral following choking incident in
Language a patient who had undergone SLT assessment.
Therapy The patient later died.

Radiology Delayed rupture of cerebral aneurysm post flow

diversion in neuroradiology which led to the
patient death.

Between 1/4/18 and 31/8/19 there were eleven IR(ME)R reportable incidents (reported to HIW).

Total incidents Reportable

incidents
Referrer error: wrong 5 4
patient (wrong addressograph)
Referrer error: illegibility of 2 1
information
Operator error: failure to 1D 4 3
patient
Operator error: no check 2
back of previous
Operator error: wrong 4
anatomy/laterality
Operator error: wrong 1 1
exposure set
Operator error: modality 2 2
selection

This is significant increase on the four IR(ME)R incidents reported the previous year (8 reported in
16/17). A theme and trends review was undertaken and actions implemented to reduce the
number of IR(ME)R incidents.

Learning from serious and adverse incidents is shared at the Clinical Board QSPE sub-committee
and recorded in the risk register where appropriate. There are adequately trained staff to

__—/
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undertake robust investigations including RCA. Significant effort has been made to ensure closure
of old incidents and submission of closure forms within WG timescales.

Incident Reporting

For the period 1/9/18 to 31/8/19, 2725 incidents (previous year 2681) were reported by Clinical

Board staff using e-Datix.

E-Datix queue are regularly reviewed and managed with emphasis placed on managers and DIF2
users to action and close incidents in a timely manner. There has been significant improvement in
the number of incidents held in ‘queues’ and this work will further continue into 2019/20.

Therapy Services, 378
Therapeutics, Poisons

and Clinical
Toxicology, 4

Radiology, Medical
Physics and Clinical
Engineering, 300

Pharmacy, 213

Outpatients and

Laboratory Medicine,

Patient 1747
Administration, 73
Media Resources, 10
The top 10 reported incidents were (previous year in brackets):
Reported in | Number
this period reported last
year
1 | Diagnostic processes/procedures 1139 924
2 | Blood/plasma 331 315
3 | Patient medication 218 249
4 | Documentation 207 395
5 | Patient falls 176 175
6 | Staff accidents 111 116
7 | Service disruption 110 59
8 | Staff exposure to environmental hazards 83 67
9 | Behaviour towards staff (including violence and aggression) 76 72
10 | Communication 39
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Some themed analysis work has been undertaken with regards to incidents; these include patient
identification and medication errors. The Clinical Board are supporting the work being undertaken
by the Patient Safety Team to reduce addressograph errors and continues to petition for core IT
systems which allow electronic referral for diagnosis to mitigate some of the risk.

Health and safety issues

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

There have been 8 RIDDOR reportable incidents in the period 1/4/18 to 31/8/19:
e Fall on step (2)
o Trip (2)
¢ Manual handling (4)

No common themes were noted. All cases have been managed with the support of the Health and
Safety Unit.
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Concerns and compliments
The management of concerns continues to be a key priority for QSPE and significant efforts have
been made towards timely response to patient concerns.

The number of concerns is relatively small with 66 being raised in the period 1/4/18 to 31/3/19
(compared to 70 last year). The themes were:

Theme Number
Clinical diagnosis & treatment 26
Communication between staff & pts 24

Deficiency of treatment & facilities
Waiting times

Case notes issues

Staff shortages

NI~ O|D

Tracking of concerns is undertaken and every effort is made to ensure compliance with
timescales for formal responses. The average 30 day response rate for the Clinical Board is 81%.
Delays in response times were due to complexity of some of the concerns and multi-disciplinary
and multi-clinical board input requirements.

In contrast, 105 compliments were received by the Clinical Board in the same period and it is
pleasing to note the positive reports received from patients.

Key patient safety risks

Preventing Pressure and Tissue Damage

E-Datix is used to monitor the number and grade of pressure ulcers reported by Clinical Board
staff. In the period 1/9/18 to 31/8/19 there were 8 reported incidents, none of these were graded
as major harm.

The Podiatry service within CD&T is responsible for the management of all heel pressure ulcers
across all healthcare boundaries including instigating treatment plans for in-patients and out-reach
settings to manage these wounds.

Education of Nursing and HCSW is imperative in risk management of these compromised patients
to reduce incidence of pressure damage and Podiatry are involved in the delivery of this
education. In particular at:

1. Pressure ulcer pressure study days
2. HCSW induction days (diabetic foot awareness)
3. Undergraduate education of nurses and use of diabetes e-tool to identify diabetic foot risks

__—/
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Appropriate beds, chairs and other equipment are made available to reduce the risks of pressure
and tissue damage and all staff are trained in manual handling/moving techniques.

Falls prevention
E-Datix is used to monitor the number and severity of falls within the Clinical Board.

108 patient falls were reported in 2018/19 (reduced from 140 in 17/18 and 195 in 16/17). The
majority of falls (94%) resulted in no, or minor, harm. There have been no injurious falls reported
in the Clinical Board.

Risk assessment of environments and of individual patient needs have been undertaken. Patient
flow has been assessed to ensure patients can safely traverse clinical areas along with removal of
potential trip hazards. Physiotherapists and Occupational Therapists assist with mobility and
transfer assessments and the majority of falls (89/108) were associated with this. Appropriate
beds, chairs and other equipment are made available to reduce the risks of falls. A review of safe
staffing support for therapy sessions has also been undertaken. In the Mental Health
environment, physiotherapy are leading on work to reduce falls associated with dementia.
Guidance for falls in out-patient areas has been produced and the Clinical Board is represented
on the UHB Falls Delivery Group and the Community Falls Alliance.

Infection Prevention and Control (IP&C)

There are Clinical Board Governance structures in place for IP&C. There are Directorate leads
across the Clinical Board who champion IP&C and link workers in each Directorate. There is a bi-
monthly IP&C group which links through the chair to the UHB IP&C committee. There is Clinical
Board membership on the Decontamination Committee, Ultrasound Governance, IP&C
committee, and Water Safety group. IP&C risk assessments have been undertaken in all
Directorates. E-learning compliance in IP&C and Environment and Waste is monitored by QSPE
sub-committee. Physical environments are maintained and cleaned and there is good compliance
with the Decontamination of Reusable Medical Device policy.

The Clinical Board has reported a single bacteremia this year related to Transrectal Ultrasound
Biopsy and an RCA is currently underway.

Proper arrangements exist for handling and disposal of waste including human tissue.

Nutrition and Hydration

Nutrition and Dietetics sit within the Clinical Board. Their work involves menu work, auditing,
training staff, patient satisfaction and events. Nutrition and Dietetics also deliver structured
education programmes. Speech and Language Therapy (SLT) also sit within the Clinical Board.
People with swallowing difficulties are assessed by SLT and where necessary training in assisting
people to swallow food or drink safely is given.
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Medicines Management

Pharmacy sits within the Clinical Board. The Clinical Board also has a number of diverse
specialties where medications are administered and stored in departments i.e. out-patient
department (OPD), radiology and podiatry. Nutrition nurses and dieticians treat inpatients and
administer nutritional supplements on the wards. Medication audits have been undertaken in
Outpatients and Radiology departments by the Clinical Board Senior Nurse. Improvement in
compliance with medication storage has been demonstrated with new cupboards /fridges and
digital locked key holding cupboards being installed. Patients are given information to enable
them to make informed choice in OPD. Medications used for invasive and non-invasive
procedures in radiology are explained to patients and are also incorporated in patient pre-
assessments. Nutritional supplements are also explained by nurses and dieticians.

The Medicines Information and Yellow Card service are hosted within the Clinical Board.
Pharmacy are involved in the development of medicines-related treatment pathways and
medicines-related education and training sessions are provided regularly

Medication errors are reported as per UHB policy and monitored through e-Datix. Themed work
on dispensing errors and extravasation of contrast has been undertaken.

As part of the IMTP submission this year the Clinical Board proposed the development of an
‘invest to save’ plan for the implementation of an antimicrobial stewardship team within the Health
Board.

Safeguarding Children and Safeguarding Adults at Risk

There are two Designated Lead Managers (DLM) for Safeguarding within the Clinical board.

There is Clinical Board representation at Health Board meetings and Safeguarding is a standing
item on the Clinical Board and Directorates QSPE meeting agendas. Due to the diversity of =
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directorates/ departments in the Clinical Board staff require different levels of competence
depending on their roles and their degree of contact with children, young people and their families
and adults. The Clinical Board intend to develop a Safeguarding training strategy to provide a
process by which the Clinical Board can audit the type, level and frequency of safeguarding
training required.

Due to the relatively low numbers of referrals, the Clinical Board has a ‘buddy’ arrangement with
other Clinical Boards to ensure the DLMs maintain their competence.

Blood Management

The Blood Transfusion service sits within the Clinical Board. The Transfusion Laboratory is fully
compliant with the BSQR cold chain regulations and systems are in place to achieve 100%
traceability of blood components. Regular audits of transfusion practice are undertaken including
participation in relevant National Comparative audits and implementation of any findings.

There is comprehensive documentation available for patients with massive haemorrhage or
persisting haemorrhage to ensure they are treated within defined pathways and receive timely
haematological advice. Adherence to pathways is audited and significant delays in intervention
investigated. The Transfusion Laboratory regularly participate in the Welsh Blood Service blood
management scheme and there is evidence of acting on findings to optimise stock and reduce
wastage.

All staff involved in the transfusion process receive regular training and have been competency
assessed. There are systems in place to ensure ongoing compliance. Staff are able to recognise
and report transfusion reactions and incidents. These are promptly investigated and corrective
and preventative actions are implemented. Incidents with actual or potential risk of harm and/or
recurring incidents are escalated within the organisation, discussed at the appropriate governance
meeting and lessons shared through the organisation.

There are systems in place to ensure effective communication of transfusion information to
medical and nursing staff.

Medical Devices, Equipment and Diagnostic Systems

Clinical Engineering sits within CD&T. Clinical Engineering manages medical devices within the
UHB, ensuring compliance with required regulations and policies. The Clinical Engineering
Equipment Management Policy outlines the core areas of activity from pre purchase to disposal.

Part of the equipment base is directly managed through the equipment libraries ensuring
decontamination after every use. A fully planned maintenance programme is in place for all
equipment for which Clinical Engineering is responsible, ensuring compliance, with reference to
manufacturer instructions.
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Training and competency within Clinical Engineering is covered in various ways. Infusion devices
are covered by two specialised trainers ensuring user training and ongoing competency
assessment.

Technical training takes place with instructions from manufacturers and where appropriate,
through an internal training programme with documented training assessment forms.

Incident investigations are carried out on various pieces of equipment, when reported, linking in
with Datix and patient safety team. Field safety notices are managed and actioned for equipment
managed by Clinical Engineering and reporting to MHRA takes place in appropriate
circumstances.

Disposal of medical devices is managed through Clinical Engineering, ensuring it is clearly
documented, with the asset register being updated, with some valve items auctioned through
approved auction companies.

ISO registration to 9001:2008, a quality management system, ensures we have the necessary
protocols and procedures in place to cover all activities within Clinical Engineering. Audited
regularly, the MEG (Medical Equipment Group) is in place to ensure compliance and governance
for medical devices within Cardiff & Vale.

Effective Care (Theme 3)

The Clinical Board is committed to delivering effective clinical audit in all the clinical services it
provides. The Clinical Board sees clinical audit as an important component of its arrangements for
developing and maintaining high quality patient centred services. In addition to national,
mandatory audits, enormous benefit is gained from small-scale clinical audit projects designed by
local teams, and focused on local care. The Clinical Board has a Clinical Audit Lead and there
are Clinical Audit Leads in each of the Clinical Board Directorates.

Best Practice guidance received from WG/NICE/Royal Colleges at QSE sub-committee.
Implementation involves evaluation of likely impact on other services. New evidence has resulted
in adoption of new techniques/approaches which demonstrate measurable improvement.

The Clinical Board has an active Research and Development committee and it is keen to further
develop this area of practice. Service Improvement initiatives are supported and encouraged and
there are regular participants from the Clinical Board on improvement programmes.

The Clinical Board is actively engaged in cross-cutting work including stroke, dementia, diabetes
and cancer and fully supports pathway redesign and the reduction of waste, variation and harm.
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The Clinical Board are actively engaged in the Transformation work and have developed an
innovation forum to encourage and develop new ideas.

Record Keeping

The Clinical Board provides a vast range of core services to a myriad of departments and
partners. It does so through a variety of processes and mechanisms, all of which record, process
and manage data in different ways.

Most departments will have trainers, or roles with training functions, often complemented by UHB
training. Passwords for electronic systems such as PMS, are only provided after training has
been completed and an IT security form signed and approved. Restricted access is in place to
areas storing records (often via electronic entry). Plans are in place to extend this. Access
reviews form part of some departments’ audit / operational plans.

The Clinical Board has key involvement in the UHB Records Groups. There is also close
alignment to relevant recommendations in the Internal Audit Department's report on Records
Management (2015) and the ICOs Audit Review (May 2016).
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There are good examples of audit and monitoring i.e. in Laboratory Medicine with Quality

Assurance systems such as QPulse. However, this contrasts with other departments, which
require a strengthening of their Records Management plans and / or structure to support this.
Some areas have looked to do this by adjusting role profiles accordingly i.e. Health Records.

Dignified Care (Theme 4)

Staff are supported by the Clinical Board senior nurse, professional leads and directorate
management teams to implement measures to ensure dignified care and support continuous
service improvement.
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The CHC environment audits are regularly conducted and improvement plans are robustly
monitored to ensure completion of actions.

Equality and Diversity are embedded within the Clinical Board Values. There is a developing
Equality Champion network and partnership working is an integral component of the Clinical
Board governance process.

The Clinical Board has developed a dementia action plan including the role of the Dementia
Champions and the Dementia Friends initiative. Clinical staff have undertaken Mental Capacity
Act (MCA) training and a baseline audit of MCA compliance has been undertaken within the
Clinical Board. Further development of this work will take place in the coming year,

The Clinical Board is involved in the development of use of the Welsh language in the workplace
and recognises the importance of providing care through the medium of Welsh.

Timely Care (Theme 5)

Meeting the Diagnostic and Therapeutics Waiting Times access targets is a key priority for the
Clinical Board. A number of IMTP schemes have been developed for meeting Planned Care
needs. These schemes aim to ensure diagnosis and treatment that is compliant with national
target delivery times and best practice guidance, and also efficient, affordable and sustainable.

Performance against these targets is monitored on a weekly basis and improvement actions
implemented as required. Proactive capacity planning is undertaken to ensure capacity meets
demand. Where patients are not able to be seen within the access target their risk is assessed
through a process of clinical prioritisation.

The Clinical Board is actively involved in pathway redesign and is keen to ensure effective and
efficient use of resources. -
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Excellent progress has been made against the delivery of diagnostic wait targets. Further work is
being undertaken to ensure on-going improvement with the delivery of report turnaround times for
Radiology and Cellular Pathology tests.

Individual Care (Theme 6)

Patient feedback is received in a number of ways for example informal, two minutes of your time,
national surveys, concerns and compliments and Datix reports. Stakeholder surveys in Laboratory
medicine have been undertaken and Imaging services patient surveys have been conducted in
Radiology.

Issues that are observed or raised in patient feedback are received by the Clinical Board and
discussed at QSPE. Trend analysis of patients concerns has also been undertaken. Complaints
and resulting improvement plans are fed through QSPE structures to allow for shared learning.
Targeted ‘customer care’ training has been delivered in response to identified ‘hot spots’.

The Clinical Board has developed a ‘Patient Experience and Engagement Framework’ with the
aims:
— Tolisten to and learn from user experiences to improve services together in
partnership.
— To increase the volume of feedback received from patients through a number of
methods
— To demonstrate feedback received is acted upon
— To demonstrate improvements in user/patient experience, satisfaction and
outcomes
— To develop co-production partnerships with patients/families/users and the wider
community

Work has been undertaken by the Clinical Board to increase the number of National User
Experience Framework questionnaires completed and returned. Particular effort has been taken
to improve return rates.

Patient feedback has been collected in Radiology and OP utilising some of the technology
available (e.g. touch points, interactive kiosks).

__—/
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The Clinical Board has further developed the use of patient stories within the QSPE agenda.

Staff and Resources (Theme 7)

The Clinical Diagnostics and Therapeutics Clinical Board (CD&T) consists of approximately 2022
wte staff as at September 2019.

At September 2019, CD&T had a turnover rate of 7.17% and a cumulative sickness absence rate
of 3.82% (against a sickness target of 3.24%). The Operational HR Team continue to undertake a
significant amount of work in ensuring that our staff are appropriately supported and that sickness
absence is managed in a timely manner.

A considerable proportion of the CD&T workforce is made up of registered professionals
(including Scientists, Therapists, Pharmacists, Nurses, Radiologists and Radiographers) and as
such, regulatory compliance continues to be both of significant importance and risk to the Clinical
Board. This is noted within the relevant Directorates’ and Clinical Board’s Risk Registers.

The Clinical Board considers staff appraisal to be invaluable and all Directorates are working hard
to improve their PADR compliance. The current compliance as at September 2019, is 48.3% for
non-medical staff. The roll-out of Values Based Appraisal is on-going and PADRSs are planned to
improve this figure.

The Statutory and Mandatory training compliance rate at September 2019 is 81.77% against a
target of 85%.

The engagement of staff in the development of the Board is inherent to its values, as is working in
partnership with Trade Union colleagues. The Clinical Board has an engagement place in place
for 2018/19, which was developed in partnership with the Clinical Board’s Lead Trade Union
Representative. The Board has also undertaken a significant amount of work to improve
engagement amongst our Medical Workforce.

The Board’s quarterly Newsletter continues to be a huge success and provides great
opportunities to showcase the fantastic work and achievements of our staff. In addition to this, our
bi monthly ‘Lunch with the Board’ and a ‘day in the life of scheme (whereby members of the
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Board shadow different professionals within their workplace) have been beneficial in getting to
know our workforce much better, as well as the challenges they face on a regular basis.

The Clinical Board continues to ensure that the UHB’s values and behaviours are evidenced in
everything we do — from recruitment, induction and PADR processes, through to Board meetings
and team discussions. Through our Reward and Recognition Scheme, the Board has strategies in
place to recognise those who ‘live out’ the values in their everyday working life, as well as robust
mechanisms to manage those who fail to adhere to the required standards.

CD&T Clinical Board Values and Behaviours Recognition Card
Kind and Caring  Respectful  Trustand Integrity ~ Personal Responsibility

V { N4

We often take for gravted

the acts of kindvess

our colleagues malee..
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P
Say thank you to your colleague... R GIG |arssimseniao Bostchans
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With staff leading the way, the CD&T Clinical Board continues to maintain and drive the key
guality improvements required to ensure optimum patient experience and staff development.

RECOMMENDATION
The Quality Safety and Experience Committee is asked to:

e NOTE the progress made by the Clinical Board to date and its planned actions
e APPROVE the approach taken by the Clinical Board
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Shaping our Future Wellbeing Strategic Objectives
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

6.Have a planned care system where

1.Reduce health inequalities demand and capacity are in balance

2.Deliver outcomes that matter to

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

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant, click here for more information

Prevention x Longterm X Integration X Collaboration  x Involvement x
Equality and

Health Impact  Not Applicable

Assessment If “yes” please provide copy of the assessment. This will be linked to the report
Completed: when published.

Kind and caring Respectfu Trust and integrity Personal responsibility
Caredig a gofalgar mdd rett nio Cyfrifoldeb personol

__—/

alg
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REPORT TITLE: HEALTH AND CARE STANDARDS

MEETING

MEETING: Quality Safety and Experience Committee DATE: 17:12:2019

STATUS: F(_)r . For X For For Information
Discussion Assurance Approval

LEAD EXECUTIVE: Executive Nurse Director

?I'IIE'FSE?T AL Patient Safety and Quality Assurance Manager

PURPOSE OF REPORT:

SITUATION:

The Health and Care Standards set out the Welsh Government’s framework of standards to
support the NHS organisations in providing effective, timely and quality services across all
healthcare settings.

The standards provide a consistent framework that enable health organisations to look across the
range of their services in an integrated way, to ensure that the care that they provide is of the
highest standard and they are doing the right things, in the right way, in the right place, at the right
time with the right staff and to allow service users to understand what they can expect.

REPORT:

BACKGROUND:

The current set of Health and Care Standards came into force on 1 April 2015 and incorporates a
revision of the “Doing Well, Doing Better” Standards for Health Services in Wales (2010) and the
‘Fundamentals of Care Standards (2003).

Since 2016 there has been a programme of alignment of Health and Care Standards to existing
groups and committees within the health board, the aim of this approach was to reduce variation
and to support ongoing monitoring and quality improvement. A corporate assessment of each
standard that has been aligned to a group or committee is undertaken annually to give assurance
about the UHB performance against that standard and to develop a set of actions to address
requisite improvements. Currently 17/22 standards have been aligned with a group and where an
appropriate group or committee has not been identified the Clinical Boards will undertake a self
assessment of their performance against that standard. The identified corporate lead will use the
information included in the self assessment to develop an assurance report incorporating the
identified board actions.

Corporate Leads will seek Executive sign off of each of the 22 annual corporate assessments prior
to presenting the final assessment to the Independent Members. Details of the Corporate,
Executive and Independent leads are detailed in Appendix 1.

ASSESSMENT:
CARING FOR PEOPLE d&p GIG | Borsaiecya o
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The Committee received a report on the outcome of the 2018/2019 self-assessment at the June
2019 Committee. An additional 6 monthly update on the progress against the requisite actions set
out in the self- assessment has now been completed and the results are outlined in Appendix 2.

Overarching themes from progress reported on actions

The maijority of health and care standards have reported RAG ratings as green or amber. For those
actions reported as red there does not appear to be a common theme emerging. Two standards
report a lack of resources as impeding progress ie, Standard 2.5 Nutrition and Hydration report a
lack of a funded dietitian impacting upon the service provided in the Emergency Unit, while
Standard 3.3 Quality Improvement, Research and Innovation report a lack of resources available to
facilitate national clinical audits such as paediatric asthma, paediatric epilepsy and vascular audits.

It is anticipated that the agendas for the committees that have been aligned to a Health and Care
Standard will reflect the criteria dictated in that Standard. Monitoring of Clinical Board performance
against these criteria will be reported into the relevant committees at appropriate intervals. These
standards have been chosen because there is already an established group/committee with a well
developed infrastructure to support this development.

The 2019/2020 approach will remain the same as the previous year and the additional 6 monthly
update on the progress against the requisite actions set out in the self- assessment will again be
incorporated and presented to the December 2020 QSE Committee.

The overall approach and timescales for 2019/20 assessment:

Timescale Activity Lead

Start End

06/01/20 | 24/01/20 | Revision of HCS Driver Diagrams | Corporate Leads

27/01/20 | 24/04/20 | Self Assessment of standards Clinical Boards Quality and
1.1 3.1 3.3 35 41 42 6.3 Safety Leads

TBC Internal Audit Assessment Internal Audit Manager

27/04/20 | 07/05/20 | Corporate Validation of self Corporate Leads

assessments and completion of
Corporate Assessments
07/05/20 | Assessment of compliance Related Group/committee
against standards 2.1 2.2 2.3
24 25 26 27 28 29 3.2 34

516.16.27.1
11/05/20 | 15/05/20 | Executive member Sign Off Executive Leads
18/05/20 | 22/05/20 | Independent Member Sign Off Independent Leads
16/06/20 Paper to QSE Patient Safety and Quality
Assurance Manager
12/2020 Update paper to QSE
RECOMMENDATION:
The committee are asked to: ‘-
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ardiff and Vale
KEEPING PEOPLE WELL b N HS Sniversity H\éalth Board




Note the progress made against the actions identified in each of the Health and Care Standards

SHAPING OUR FUTURE WELLBEING STRATEGIC OBJECTIVES RELEVANT TO THIS
REPORT:
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

. . 6.Have a planned care system where
1.Reduce health inequalities v demand and capacity are in balance

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

8.Work better together with partners to

3. All take responsibility for improving our deliver care and support across care
health and wellbeing sectors, making best use of our people
and technology
4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are 6 sustainably making best use of the o
entitled to expect resources available to us
10. Excel at teaching, research,
5.Have an unplanned (emergency) care : . .
. . . innovation and improvement and
system that provides the right care, in ; .
; O provide an environment where
the right place, first time : . .
innovation thrives

Please highlight as relevant the Five Ways of Working (Sustainable Development Principles) that
have been considered. Please click here for more information

Sustainable

development Long

principle: 5 ways of Prevention x erm X Integration Collaboration x Involvement X
working

EQUALITY AND

HEALTH IMPACT Not Applicable

ASSESSMENT If “yes” please provide copy of the assessment. This will be linked to the
COMPLETED: report when published.

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gafalgar ddiriedaeth ac uniond Cyfrifoldeb personol

= __d
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Appendix 1

Prevention and Control

(IPC) and

Decontamination

Director

Control

Assistant Director of
Therapies and Health
Sciences

and Experience
Committee Chair

Standard Executive Lead Corporate Lead Independent Group /
Member Committee
Standard 1.1 Health Executive Director of | Consultant in Public Strategy and Strategy and
Promotion, Protection Public Health Medicine Delivery Delivery
and Improvement Committee Chair | Committee
Standard 2.1 Managing | Executive Director of | Head of Health & Health and Safety | Health and
Risk and Promoting Workforce and Safety Committee Chair | Safety
Health and Safety Organisational Committee
Development Assistant Director

Patient Safety & Audit

Quality Committee

Head of Corporate

Risk and Governance
Standard 2.2 Preventing | Executive Nurse Deputy Nurse Director | Quality Safety Pressure
Pressure and Tissue Director and Experience Damage
Damage Committee Chair | Group
Standard 2.3 Falls Executive Director of | Assistant Director of Quality Safety Falls Delivery
Prevention Therapies and Therapies and Health and Experience Group

Health Sciences Sciences Committee Chair

Standard 2.4 Infection Executive Nurse Director of Infection Quality Safety IP&C Group

Standard 2.5 Nutrition

Executive Director of

Head of Dietetics

Quality Safety

Nutrition and

and Hydration Therapies and and Experience Catering
Health Sciences Committee Chair | Steering
Group
Standard 2.6 Medicines | Medical Director Chief Pharmacist Quality Safety Medicines
Management and Experience Management
Committee Chair | Group
Standard 2.7 Executive Nurse Deputy Nurse Director | Quality Safety Safeguarding
Safequarding Children Director and Experience Steering
and Safeguarding Head of Safeguarding | Committee Chair | Group
Adults at Risk
Standard 2.8 Blood Medical Director Haematology Clinical Quality Safety Blood
Management Director and Experience Transfusion
Committee Chair | Group
Standard 2.9 Medical Executive Director of | Assistant Director of Quality Safety Medical
Devices, Equipment and | Therapies and Therapies and Health | and Experience Equipment
Diagnostic Systems Health Sciences Sciences Committee Chair | Group

Standard 3.1 Safe and

Executive Nurse

Assistant Director

Quality Safety

Clinical Board

Clinically Effective Care | Director Patient Safety & and Experience Self
Quality Committee Chair | Assessment
Assistant medical
Director
Bwrdd lechyd Prifysgol
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Standard 3.2 Executive Director of | Assistant Director of UHB Chair Strategy and
Communicating Workforce and Workforce Delivery
Effectively Organisational Committee

Development

Standard 3.3 Quality

Assistant Director

Quality Safety

Clinical Board

Improvement, Research Patient Safety & and Experience Self
and Innovation Medical Director Quality Committee Chair | Assessment
Director of R&D
Standard 3.4 Director of Head of Information Independent Digital Health
Information Governance | Transformation Governance Member Intelligence
and Communications Head of IT Information Committee
Technology Management and
Technology
Standard 3.5 Record Chief Operating Health Records Independent Clinical Board
Keeping Officer Manager Member Self
Head of Information Information Assessment
Governance Management and
Technology

Standard 4.1 Dignified
Care

Executive Nurse
Director

Assistant Director
Patient Safety &
Quality

Deputy Nurse Director

Quality Safety
and Experience
Committee Chair

Clinical Board
Self
Assessment

Standard 4.2 Patient

Executive Nurse

Assistant Director

Quality Safety

Clinical Board

Information Director Patient Safety & and Experience Self

Quality Committee Chair | Assessment

Assistant Medical

Director

Equality Adviser

Lead Nurse Patient

Experience

Mental Capacity Act

Manager

Mental Health Act

manager
Standard 5.1 Timely Chief Operating Operational Planning Strategy and Strategy and
Access Officer Director Delivery Delivery

Committee Chair | Committee
Standard 6.1 Planning Executive Director of | Assistant Director of Quality Safety Get Me Home
Care to Promote Therapies and Therapies and Health and Experience Work Group
Independence Health Sciences Sciences Committee Chair
Standard 6.2 Peoples Executive Director of | Assistant Director of Strategy and Strategy and
Rights Workforce and Workforce Delivery Delivery
Organisational Committee Chair | Committee

Development

Equality Advisor

Standard 6.3 Listening

Executive Nurse

Assistant Director

Quality Safety

Clinical Board

and Learning from Director Patient Experience and Experience Self
Feedback Committee Chair | Assessment
Bwrdd lechyd Prifysgol
CARING FOR PEOPLE d,%o QIQ | Seravaa ar o
~, .
Cardiff and Vale
KEEPING PEOPLE WELL b N HS University Health Board



Standard 7.1 Workforce | Executive Director of | Assistant Director of Strategy and Strategy and
Workforce and Workforce Delivery Delivery
Organisational Committee Chair | Committee

Development

;_d
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Immediate action
Action v
Update

Information Request

ATTENTION

All staff in areas that possess a Resuscitation Trolley.

SITUATION

It has become apparent during formal inspections of Clinical Areas that
the formal checking of the contents and operational functionality of
Resuscitation Trolleys is not being undertaken within the correct
timescales as specified within the Cardiff and Vale UHB Resuscitation
Procedure.

BACKGROUND

The Resuscitation Procedure stipulates the contents of the UHB
Resuscitation Trolleys, and also the checking procedure. This
procedure is in line with the Quality Standards for Resuscitation
Equipment as defined by the Resuscitation Council (UK) guidelines
2016

The Cardiff and Vale UHB Resuscitation Procedure section 10 states

“10.0 RESUSCITATION EQUIPMENT

All departments within Cardiff and Vale UHB will ensure that they have

a Resuscitation Trolley with the appropriate equipment as designated

by the Resuscitation Committee.

10.1 Acute Hospital Resuscitation Equipment

e Pocket masks should be easily accessible throughout clinical

areas as well as with the resuscitation equipment. These are
used to prevent direct person-to-person contact, and may
reduce the risk of cross infection between patient and rescuer
(Quality Standards for cardiopulmonary resuscitation practice
and training, 2016)

e Adult and paediatric resuscitation equipment should follow the
standardised equipment list, which has been based on current

mO——0Z <Hmmx>x>w
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UK Resuscitation Council guidelines and ratified by the UHB'’s
Resuscitation Committee.

Trolleys should be located on each ward or appropriate clinical
area with additional portable oxygen and suction equipment
distributed so that it is rapidly available to all other areas of the
hospital.

Portable oxygen and suction devices should always be available
on or adjacent to all resuscitation trolleys. Where piped or wall
oxygen and suction are available, these should always be used
in preference.

Each ward or department should have access to a manual or
automated external defibrillator, so those patients who require
defibrillation do so within three minutes of collapse as
recommended by RC (UK).

All resuscitation equipment on the acute hospital sites, including
portable suction devices, wall suction and defibrillators must be
checked daily.

Community hospitals must check their resuscitation equipment
and defibrillators on a weekly basis.

If the Resuscitation trolley is wrapped, then a sticker with the
earliest expiry date must be displayed on the trolley. A member
of staff must still sign daily to confirm that the expiry dates have
not been exceeded and that the cling film is still intact. Monthly,
the cling film should be removed, all equipment thoroughly
checked and then the trolley should be re-cling filmed with the
expiry sticker as before.

ASSESSMENT

There appears to be significant variance in the frequency of checking of
Resuscitation Equipment within Cardiff and Vale UHB. This does not
comply with the Cardiff and Vale UHB Resuscitation Procedure as
explained above. As such, this represents a clear risk to patient safety,
as during a Resuscitation attempt, equipment may not have been
checked and/or available for use.

Patient Safety Team Page 2 of 3 Date of issue 2" October 2019
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RECOMMENDATIONS

1. Clinical Boards and directorates are asked to disseminate this Internal
Safety Notice to their clinical staff. Please confirm dissemination to the
Patient Safety Team by 16" October 2019

2. The Patient Safety Team will circulate this notice via the CAV You
Heard newsletter process.

3. All staff within areas that possess a Resuscitation Trolley are asked to
familiarise themselves with the relevant section(s) of the Resuscitation
Procedure.

4. Checking of Resuscitation Equipment should comply with the
standards set within the Cardiff and Vale UHB Resuscitation Procedure
as detailed within the Background of this Safety Notice.

5. It should be Registered Practitioners who check the Resuscitation
Trolleys (GMC, NMC, HCPC, GDC)

6. Staff that check the Resuscitation should be rotated, so that the
Resuscitation Equipment is not checked by the same staff each
day/month.

7. The checklists attached to this Safety Notice are to be used for
recording the checking process.

8. Ward areas may wish to appoint Resuscitation Trolley Champions to
ensure compliance with Quality Standards.

9. The Resuscitation Service will audit compliance of Resuscitation
Trolley checks during audit processes and report any issues in the
most appropriate manner.

10. Staff checking the Resuscitation Trolley should use the checklists
attached to this Safety Notice.

11.For further information or advice on Resuscitation Equipment, or the
procedures surrounding Resuscitation, please contact the
Resuscitation Service

Patient Safety Team Page 3 of 3 Date of issue 2" October 2019
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Daily Resuscitation Trolley Checklist

Year:

Day

Clingfilm Intact

Defibrillator
Operational

Comments

Print Name
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Year:
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Monthly Resuscitation Trolley Checklist

Print and Sign

Date

Contents
Checked
and Present
Y/N

Contents all working?
Y/N

Trolley Clingfilmed
Y/N

Comments

January

February

March

April

May

June

July

August

September

October

November

December




October 2019

For all areas with a resuscitation trolley

This safe practice reminder has been published as part of Internal
Safety Notice 2019/003. Formal inspections of clinical areas have found
that checks of resuscitation trolleys are not being carried out correctly.

If the correct equipment is not available during a resuscitation event,
patient safety could be compromised.

What do | need to know?

The guideline for checking resuscitation equipment is available on the
Resuscitation Services intranet page.

Only registered practitioners should check the resuscitation trolley.

Staff should rotate the responsibility for checking resuscitation
equipment so that it is not checked by the same individual each time.

At acute hospital sites, resuscitation equipment must be checked daily.

At community hospital sites, resuscitation equipment must be checked
weekly.

For resuscitation trolleys that are clingfilm wrapped, this must be
removed and the trolley contents checked monthly.




[Appendix 2]

Health and Care Standard Update on actions from Corporate Assessments

Standard Action Update RAG
1.1 Health 1. Adopt a systematic approach to recording of smoking 1. The number of patients (Outpatients, in-patients and
Promotion status and referral to smoking cessation services EU visits) with smoking status systematically recorded
Protection and on the electronic patient management system for Qtr 1
Improvement 2019, 2020 was 1,177 which is similar to the same

quarter, last year (1,155 2018-2019). Of these, 37% of
smokers were referred to the UHB’s hospital based
Smoking Cessation Service, which is an increase from
19%, for the same quarter last year (2018-

2019). Overall, 23% of all patients booked/admitted
were recorded as smokers suggesting a higher
smoking prevalence rate than the general population
(16%, National Survey for Wales, 2017-2018).
Community based smoking cessation services have
transferred into the UHB from 1st October 2019
providing an opportunity to provide a fully integrated
service with the smoker’s needs at the centre of
provision, offering hospital and community based
support by reviewing the current smoking cessation
pathway

2. Deliver the UHB commitments in the Active Travel Charter )
2.Cycle storage being procured for Woodland House;

EV chargers available at Woodland House; Nextbike
staff membership agreed (jointly funded with
UC12:C15nison) and due to launch autumn 2019;
regular comms messages on healthy travel; regular
visible senior leadership; increased availability of
videoconferencing facilities




3. Maintain a focus on improving uptake of staff flu
immunisation

4. Improve recording of BMI in patients and appropriate
onward referral to weight management services

5. Increase the numbers of people accepting the invitation
for screening

3. Staff flu campaign launched 7/10/19. Steady
increase in uptake since the launch, currently
approximately 33.7% uptake. Some delays in
vaccination to some staff groups due to vaccine supply
and delivery delays

4. Referrals to Dietetic Weight Management Services
continue to increase. Recording of BMI improving in
some areas. Additional focus required.

5. Screening uptake kept under regular review with
Screening Division; inequalities evident, with lowest
uptake in areas of deprivation, particularly for bowel
screening; bowel screening adopted as a specific
focus and action plan developed to increase uptake
and reduce inequalities; action to promote bowel
screening also included in partnership plans

2.1 Managing Risk
and Promoting
Health and Safety

1. Implement plans to further reduce both the number of
Actual Fires and False alarms by a minimum of 10% during
the coming period

2. Health & Safety & Fire Annual Report on performance and
submit for assurance to the H&S Committee

1.

» Working group with Fire& Rescue service

» Agreed 32% reduction in False Alarms over 2018/19
achieved

» Reviewed mental health smoking controls and
monitoring resulting in significant reduction (9-3) fires

2.
» Annual Fire Safety Report submitted and considered
at the October H&S committee

3.

» Board has approved a revised Risk management
Strategy and Risk Register approach

* Director of Governance has revised and issued
procedure on risk assessment inc inter-relationship
with above




3. Review the interrelationship between updated of Board
Assurance Framework and Risk Assessment system and
progress e Datix for risk assessment data base

4. Assess the compliance and status of the key risks of
Manual Handling and Personal Safety with an aim
implement finding to diminish the risk

5. Progress and deliver Health & Safety Training for
managers

* Working and Managing safety course amended to
reflect above

4,

* H&S Dept undertaken briefing and audit of training
status of both Man Hand & Personal safety reporting
finding to both Operational H&S Group and H&S
Committee

+ Audit of patient Hoisting equipment completed
showing significant improvement in age and condition
status

* Review of Link worker role initiated to minimise need
for classroom based training

5.« Training course developed and delivered on regular
basis —take up good current frequency 2 course per
month offered and filled

» On- going programme to managers training offered

2.2 Preventing
Pressure Damage

1. Update and review the UHB audit tool documentation

2. Input into the UHB Total Bed Management contract

3. Developing a standardised approach to formulary ordering
and management

4. Progressing work to meet the Welsh Information
Standards for reporting of all stages of pressure damage to
WG and the safeguarding process

1.Complete - however may need to be looked at again
as policy has been updated due to Purpose T

2. Taken out of scope of group — to be taken forward
by Deputy END
3. Progressing

4. Delayed as does not fit in with new WHC. Clinical
areas are reviewing pressure damage incidents using
the investigation tool set out in the Welsh Health
Circular. An issue is timely completion of the reviews.
Where the reviews are completed we are reviewing
them to ensure we report on to WG as Serious




5. Implementation of Welsh Health Circular WHC (2018) 051
to ensure the correct reporting processes are in place

6. Monitoring of Welsh Health Circular WHC (2018) 051
developing a SoP to ensure and robust governance
arrangements are in place

7. Roll out of the ‘Guidelines for the Prevention and
Treatment of Moisture Associated Skin Damage’ (MASD)

8. Roll out the All Wales PURPOSE-T risk assessment
across the UHB and all wales

9. Developing a process to review the learning from all
serious incidents which were reported in 2018

10. Review of our heel off-loading products as no
standardisation across Wales

Incidents where required. A revised safeguarding
flowchart was also circulated in 2019 and we are
aiming to ensure that any changes needed on Datix
align to the safeguarding flowchart and WHC
requirements.

5. Rolled out. Timely review of incidents using the
pressure damage tool is a challenge.

6. Patient Safety Team has made some amendments
to the Datix incident reporting module to help us to
monitor pressure damage incident forms with greater
rigour and in line with the Welsh Health Circular. We
have made changes and tested them in order to see if
further customisation is needed on Datix. A revised
flowchart is in place from Safeguarding regarding
management of referrals to them in relation to pressure
damage and the Patient Safety Team needs to ensure
that Datix changes now align to this where appropriate.
A key factor is timely review of reported incidents by
clinical areas and timely completion of the pressure
damage investigation tool where applicable.

7. This has been rolled out across the UHB
8. Roll out in Dec 2019

9. Alterations required in Datix for this to progress. The
Sls reported in 2018 were all reviewed in order to
determine themes from them. This now needs to be
developed into an improvement project.

10. Audit results shared and objectives need
developing




2.3 Falls 1. The Falls pathway has been identified as a priority for the 1.Progressing and being taken forward by the Alliance
prevention Health Pathways programme of work associated with
Canterbury the Cardiff and Vale way.
2. The Falls Delivery Group will form the basis for the 2. Complete
development of a falls alliance for Cardiff and The Vale of
Glamorgan
3. Evaluation of the Pace setter funded model for the
Community
4. Simulation suite training to spread and embed 4.Training established monitoring of uptake by area
5. Follow up audit of call bells 5. To be undertaken early 2020
6. Review of the procurement and governance of hover jack 6.Adequate hoverjacks procured to support UHL and
equipment and training UHW however further work required to ensure a
sustainable solution
7. Standardisation of advice around lying and standing BP 7. Agreed approach Lanyards available in two clinical
recording boards to provide guidance. Needs rolling out across
_ . _ other Clinical Boards
8. Set up of an inpatient falls alliance 8.This will be taken forward by falls delivery group from
January 2020
9. Ongoing development of Nursing e-documentation related 9. This work stream is being led on an All Wales basis.
to falls risk on wards (All Wales) A pilot is scheduled
10. Pursue funding for improved pathway from EU to ) ) )
community services for people aged 75+ at risk of falls 10. A transformation bid has been submitted to
support this work-stream
2.4 1PC and 1. Support the Clinical Boards to deliver the standard

Decontamination

2. Continue to support the antimicrobial resistance delivery
plan

1. Progressing
2.The Senior Nurse for IP+C attends the CAVUHB
Antimicrobial Group meetings

3. The Senior Nurse for IP+C meets with members of
the procurement team to identify stock and equipment




3. Work closely with C&V and NHSSS procurement
departments to standardise products and equipment in use
and to eliminate unnecessary costs to the Health Board

4. To support Clinical Boards to roll out ANTT to all relevant
staff, including medical staff, and ensure allocation of time
for staff to attend training, time and IT access to undertake
the e-learning module, and purchase of appropriate
equipment.

5. Work with relevant Clinical Boards to develop further
robust winter plans to deal with outbreaks of infections e.g.
norovirus, influenza, to avoid disruption to patient flow

6. Continue to work with companies and suppliers to ensure
support with audit and education and promotional
opportunities e.g. WHO Hand Hygiene Awareness week

7. Continue to develop the IP&C Link Practitioner programme
to ensure that engaged and knowledgeable staff are out in
clinical areas to support the IP&C agenda

8. Continue to support the AMR Patient Safety walkabout
programme with the Medical Director

9. Support the Clinical Boards with the RCA process to
ensure a multidisciplinary approach and to make sure

that can be standardised for use throughout the Health
Board e.g. Fluid repellent surgical masks, however
there is room for improvement. Members of the IP+C
team also attend many of the All Wales procurement
groups overseen by NHSSS Procurement to
standardise equipment throughout Wales e.g. Hand
Decontamination product group

4. IP+C have included ANTT in all educational
sessions delivered to clinical staff and most front line
nurses have undertaken the e-learning and have been
assessed as ATTA compliant. However, Clinical
Boards have struggled to ensure Medical staff have
completed the e-learning and/or get competence
assessed. There is no central place to capture the
medical staff compliance with ANTT

5.The Senior Nurse for IP+C met with the DON for
MCB and Virology to develop a plan for Rapid Testing
for Influenza during the winter season and the CNS in
IP+C aligned to MCB has been working closely with
the CB to ensure robust pans are in place for
managing the winter season

6. The IP+C team work closely with our suppliers, they
have undertaken audits of practice to identify areas for
improvement and they also support the team with
delivering education.

7. Most areas throughout the Health Board have
identified Link Practitioners for IP+C. The IP+C team
hold 3 full study days a year for the link practitioners
and have an average attendance of 50+ staff
8.Arrangements with new medical director to be
agreed for 2020.

9. All Clinical Boards are undertaking RCA'’s for target
bacteraemia, supported by the IPCN’s when required,
as and when requested. The lessons learned are




lessons are learned from incidents/outbreaks of healthcare
associated infection

10.Monitor the Clinical Board rolling programme for
maintenance or replacement of equipment

11. Monitor the Clinical Board work with Capital & Estates to
develop a rolling programme for ward/department
refurbishment and to ensure the IP&C team is involved at the
start of Capital projects related to new builds

shared and discussed at either the CB IP+C or the
Q+S meetings

10. The team are not aware of CB rolling programmes
for equipment replacement therefore cannot monitor.
IP+C audits of equipment are still identifying items of
equipment not suitable to be in use.

11. The Senior Nurse for IP+C meets monthly with
Capital, Estates and Facilities where new schemes,
trials and issues are discussed

2.5 Nutrition and
Hydration

1. The Nutrition & Hydration Bed plan to be embedded in
ward routine and processes as the tool that is used to record
patients dietary needs and for the Nursing and Midwifery
Board to mandate its use for all wards across the UHB
requires further work

2. Ward managers take up the role of supporting the
implementation of the bed plan on the ward through raising
awareness of the benefits of using the tool and auditing its
use on the ward

3. Review the role of the qualified nurse in overseeing the
meal service and develop a role profile

4. Ensure new descriptor for dysphagia International
Dysphagia Diet Standardisation Initiative (IDDSI) knowledge
is embedded across the Health board

1.Audit of bed plan usage and nutritional safety briefing
is planned for specific medicine wards by lead nurses
and the outcome will inform number 2 and 3 (Deputy
Executive Director of Nursing Jason Roberts has
undertaken a walk around to understand situation)

Dependent on action 1

Dependent on action 2
4.Health board wide training has been carried out but
ongoing training is continuing in specific areas eg
mental health AAU

5. Meeting has been undertaken with Cardiff University
regards curriculum nutrition content for undergraduate
nurses, Newsletter updates have been developed,




5. Development of a suite of models of delivery for nutrition
training offer in the light of reduction in nurse induction time

6. Address concerns highlighted in the CHC visit and HIW
report around nutrition and hydration at front door following.
No funded dietetic service in the Emergency Unit

7. Subject to business case approval the Implementation of
All Wales catering IT system

8. Roll out of model ward for Nutrition and Hydration to other
wards in the UHB subject to a funding stream

9. Roll out of essential nutrition training for ward based
caterers to include allergy and IDDSI.

online updates available. Further training to be planned
with practice development nurses

6.Immediate concerns addressed but remains no
funded dietetic service at front door

7. Trial of the system is currently being undertaken on
UHL site

8. Executive team currently looking at the outcome
measures.

9.Programme in place

2.6 Medicines
Management

1. Strengthen medicines-related audits in non-ward areas
and address findings

2. Medicines storage, security and destruction compliant with
UHB Medicines Code (and updated MARRS policy when
available

1. Following the release of updated guidance from the
Royal Pharmaceutical Society (2019) and an
embedded audit programme for medicines storage and
practice in ward areas in the UHB, a plan to amend
and extend this audit to non-ward areas will be taken
forward in 2020. PSN 030 R Medicines Storage —
Cupboards a revision of the original PSN0O30 is
expected early in the new year with an associated risk
rated audit tool.

2. The UHB Medicines Code is a live document that
sets out medicines procedural guidance in the
organisation as recommended by the Nursing and
Midwifery Council and the Royal Pharmaceutical
Society. It is updated every six months as a minimum.
The code is in alignment to current national and local
guidance.

3. Some limited work completed with hearing loops
installed in all UHB dispensaries and staff trained to
use. Further work is required to support visually




3. Specific support to patients/carers in presence of sensory
loss

4. Work to understand and reduce medicines-related
admissions

impaired patients with medicines labels. To note we
are committed to 100% of the pharmacy staff being
Dementia friends and over 85% of staff have had some
training

4. This work is progressing as part of the WHO
medicines safety challenge. A research project
protocol is under development with the aim of initiating
early in 2020

2.7 Safeguarding
Children and
Adults at Risk

1. PCIC CB will introduce Annual Governance review visits
during this year to include questions on safeguarding policies
and staff training.

2. Ensure C&W CB audit of the effectiveness of the Looked
After Child service during 2019.

3. Monitor MH commencement of a pilot to support the Public
Service call centre in conjunction with ABMU and Cwm Taf
Health Boards.

4. Oversee the (DOSH) completion of an audit during 2019 of
the use of SERAF.

5. Monitor MH improvement in mandatory training
compliance

6. Undertake a corporate audit to ensure that the needs of
children aged 16-17 years admitted to adult wards are met
and documented on a risk assessment check list

7. The UHB will undertake an audit during 2019 to evaluate
the support offered to staff involved with a child or adult
practice review

8. Continued compliance with the duty to report and
investigate cases of child or adult at risk cases where abuse

1. PCIC found the visits to be unfeasible however they
are able to evidence regular safeguarding processes
are in place for GPs, Dental and Pharmacy

2. The Looked After Children Team are working on this
and will be reporting progress to the SSG meeting in
March. Objectives have been discussed.

3. Pilot has been extended to end of March 2020

4. Previous audit in 2018. Another will be completed in
the next 6 months

5. Safeguarding training is monitored on a bi-monthly
basis through SSG.

6. This audit is underway and will be completed by
March 2020

7. This audit is underway and will be completed by
March 2020

8. This is on-going work in safeguarding. With the
introduction of the new Wales Safeguarding




or neglect is suspected using the framework within the Social
Services and Well-being Act (2014)

Procedures in November additional training for all
areas will be required. This will need to be introduced
in a new work plan from April 2020

2.8 Blood 1. Competency assessments for pre-transfusion sampling 1. The ESR is now able to be populated with the
Management and the administration of blood products to be held within the transfusion competency assessments and the
Electronic Staff Record and discussed as part of annual transfusion team are in the process of uploading the
PADR Monitoring of the compliance position will be a backlog of data. This is time consuming as there is
standing agenda item at the Transfusion Group little info on Staff number in our records. We hope to
be in a position to use this information in the new Year
2. Review of the pre transfusion sampling process 2. The LIPs project has been completed. We are
presently setting up a pilot project with the E.U
department to trial a new procedure. We have good
anecdotal evidence that the number of duplicate
samples has significantly reduced following the ‘Urgent
communication from Executive Team for all staff who
undertake pre transfusion sampling’ sent out in April
2019. Our LIPs findings have been shared with the
Welsh National Oversight Group for transfusion and it
is recognised that this is a national issue
3. The UHB to look towards the implementation of electronic 3. No progress
blood tracking and electronic fating of blood products at the
patient bedside.
2.9 Medical 1. Revision of UHB Medical Equipment Management Policy 1. Awaiting publication of MHRA revised guidance
Devices in line with the pending revised MHRA guidance therefore not able to progress until this happens

2. Progress delivery of the UHB’s Medical Equipment
Strategy

3. Implement the welsh Audit Office Improvement Plan

(publication is anticipated in time to meet planned
timescales)
2. Delivery via IMPACT programme underway




3. Necessary structural changes implemented to
facilitate continuous improvement

3.1 Safe and
Clinically Effective
Care

1. Implementation of the Falls Framework

2. Implementation of the revised WG guidance for pressure
ulcer reporting and investigation

3. Embedding a human factors approach through education
and training
4. Putting in structures to support the medical examiners role

5. Focus on national safety standards for invasive
procedures in particular Central Line, Chest Drain and
Nasogastric Tube insertion

6. Introduction of an electronic clinical audit system

7. Continued increase in compliance with patient safety
solutions

8. Focus on compliance with level 1 mortality reviews and
further review processes

1. Plans to appoint to a position to oversee the
implementation of the falls framework.

2. Complete

3. Incorporated in to LIPS, RCA and Action planning
workshops. Funding to be identified for specialist
training .

4. Progress around the medical examiners role is
progressing in line with the national work-stream.

5.Some progress towards compliance with safety
standards but individual components remain
outstanding

6.Consideration is being given to a collaborative
approach between health boards in Wales in
commissioning a system

7.Some progress towards compliance with safety
standards but individual components remain
outstanding

8.Mortality reviews now form part of the Executive
performance reviews and compliance is reported as
part of the Key Performance indicators

3.2
Communicating
Effectively

1. An action plan is developed and implemented so that the
UHB can continue its work on implementing the Welsh
Language Standards

1. The organisation has now received its Welsh
Language Standards Compliance Notice. We have
begun work on implementing the Standards. About a
third of the standards have been started or completed.
However, there are some standards that are really
challenging for the organisation. With this in mind, Len
and Martin are meeting with the Welsh Language
Commissioner in early December to have discussions




2. Developments are progressed within our IT systems to

record communication preferences and flagging as a priority.

3. The UHB develops its next four year Strategic Equality
Plan ready for implementation from April 2020

about our progress and how we can find re/solution to
the challenges that we face.

2. Our PMS systems and PARIS have the ability to do
this in terms of the Welsh Language and as required
by the Welsh Language Standards. The RADIS system
is proving a more difficult proposition as it a more
Wales wide system. Discussions with others, i.e.
NWIS, is taking place as to how we can make this
happen.

3. Consultation on this has begun with staff and the
public. We are also working in collaboration with
Velindre and other national bodies to a wider
perspective. The development on the plan is on time.
Our new Strategic Equality Plan- Caring About
Inclusion 2020-24 will be ready for its April 1st deadline

3.3 Quality
Improvement
Research and
Innovation

1. Implementation of the All Wales R&D Finance Policy

1. UHB agreement to implement All Wales Finance
Policy given in March 2019.

Research Delivery Management Board (RDMB) first
meeting on 1/5/19.

RDMB has met monthly to agree on internal allocation
of R&D budget from Welsh Government.

R&D Cost centres set up at Clinical Board and
Directorate level at month 6.

Work is ongoing to allocate a small proportion of yet
unallocated budget.

Further work is planned for 2020/21 to ensure
Commercial Trial income and grant income is also
managed transparently through established cost




2. Progress with the vision of a Joint R&D Office with Cardiff
University

3. Continue to develop capacity and capability in R&D, Audit
and improvement skills

4. To develop a clinical audit plan aligned to clinical Board
quality and safety priorities

5. To identify the resources required to facilitate the National
Paediatric Asthma audit, the National Paediatric Epilepsy audit
and to support the National Vascular audit

6. To further develop governance arrangement for reporting
Clinical Board level clinical audits.

7. To increase PPI where applicable

centres to ensure reinvestment in R&D.
Processes to ensure adequate oversight of new cost
centres is ongoing

2. Implementation Board meetings have continued
through 2019.

"Transforming Services' work-stream in Cardiff
University has caused some unavoidable delays with
progressing at a faster pace.

Regular meetings to work on a Framework agreement
continue.

A suitable location for the Joint Office has been
identified on the UHW site and plans for refurbishment
have been discussed.

3. Capacity in terms of open trials and patients
recruited is on target (no official figures yet available).
Issues remain with both Pharmacy and Radiology
support in terms of capacity.

14 new R&D posts agreed at Research Delivery
Management Board which has the potential to
markedly increase capacity.

Capability agenda is being driven forward by a
comprehensive training and education agenda led by
the Senior Nurse, Research Education and Training.




4. A clinical audit report was taken to QSE that
identified all Tier 1 and 2 clinical audits planned for
2019/20

5. The Clinical Board has been tasked with identifying
the required resource to facilitate these audits

6. A Governance framework is being developed as
part of the QSI framework and will incorporate this
detail

3.4 Information
Governance and
Communications
Technology

1. To ensure that the key GDPR requirements are known,
understood and followed by all UHB staff.

2. Ensure that CBs can ensure continuity of core business
delivery in the event of temporary IT system failure

3. All clinical board BC plans are monitored via the Chief
Operating Officer as part of their quarterly performance plans

4. Continued investment in line with agreed plans will be
required to ensure resilience of IT systems and to counter
Cyber security threats.

5. Implementation of the IMTP workplan including national and
local IM&T Projects continues in line with plan and resources
assured via IT & Governance sub-committee (ITGSC).

1. All CBs engaged, e-learning module developed and
made available.

2. Business continuity (BC) plans in place

3. In place is a quarterly business continuity review
with each of the Clinical Boards chaired by the COO.

4. Reported to DHI committee and aligned to digital
fund allocations

5. Priorities for local and national plans agreed - digital
funding agreed




6. Co-ordination of IT assurance process is through continuous

review via the ITGSC.

6.Assurance via quarterly reporting to the Digital/HI
committee of the UHB Board

3.5 Record
Keeping

1. Record keeping audits and more regular reviews need to
be further developed and applied consistently throughout the
organisation

2. The outputs of these need to be better aligned with
corporate assurance mechanisms

3. Key assurance indicators need to be developed to
support the above audits and reviews

4. Continued and enhanced promotion of good record
keeping practice, particularly through targeted staff training

5. Improved attendance and participation at relevant
assurance groups; both at Clinical Board and Corporate
levels
6. To gather specific evidence and assurance is required of
good record management arrangements for non-medical
records

1. See point 2.

2. Mechanism for governance is delayed. Medical
Records and Non-Medical Records Management
Groups dissolved, with the Information Governance
Executive Team (IGET) established as the route to
providing assurance to DHIC. Changes related to
incoming and departing senior UHB personnel have
impacted on the regularity and defined scope / work
plans of IGET, and as such, related groups e.g. the
Data Quality Group and Medical Records Operational
Group

3. See point 2.

4. Digital progress and work streams, such as the E-
Nursing Record and local 'Case Note Tracking App'
are aiding the prominence of good record keeping
requirements and positively improving practice

5. See point 2.

6. See point 2.

4.1 Dignified Care

1. Continence- review of provision of continence products
and training

1. Revised training package is complete and a review

of continence products is complete. Wrap around pads
can now only be ordered for specific patients that meet
defined clinical criteria. Procurement process has been




2. Trans awareness training

3. Evaluation of mouth care provision

4. Wider adoption of Red to Green days

5. Continue to build on work undertaken to improve
environment of care for patients with cognitive impairments

reviewed- the variations in the ordering system have
been revised.

2.Training has been undertaken relating to transgender
awareness and vocabulary

3. Questions relating to mouth care provision have
been incorporate into internal inspection process, to
establish the extent to which mouth care assessments
are being undertaken. Currently 40> wards reviewed.

4 .Roll out completed in Medicine clinical board. Roll
out now extended to surgery clinical board

5. Local examples of charity bids, estates requests,
and refurbishments are evident in the improvement of
ward environments.

4.2 Patient
Information

1. All CBs to ensure that at least 75% of their medical
staff have undertaken MCA training.

2. All CBs to undertake an audit of mental capacity
assessments and report their findings at a CB quality and
safety/audit meeting.

3. PKB is being rolled out across other specialities and
pathways.

4. To further develop the learning disability questionnaires
and to share more widely the services changes that has
resulted from this feedback.

UHB level 2 MCA compliance for medical and dental
workforce is 19.95%.

This ranges from 12.99% in Specialist Clinical Board to
30.18% in Children and Women'’s.

In progress

3. There is a roll out plan agreed




5. Ensure compliance with the Welsh Language Standard.
6. To develop the information centres and use more
interactively the screens installed in the centres to share
information in a variety of formats eg visual. Audio, BSL and
other languages.

4. We have ongoing LD surveys sent out to patients
and carers on a monthly basis

5. As per standard 3.4 -The organisation has now
received its Welsh Language Standards Compliance
Notice. We have begun work on implementing the
Standards. About a third of the standards have been
started or completed. However, there are some
standards that are really challenging for the
organisation. With this in mind, Len and Martin are
meeting with the Welsh Language Commissioner in
early December to have discussions about our
progress and how we can find re/solution to the
challenges that we face.

6. We have developed a BSL video with our deaf
community on how to raise a concern-we are in
discussion with the deaf community regarding further
BSL leaflet translations.

5.1 Timely Access

1. Complete roll out of new primary care models to increase
capacity and improve access to in hours primary care
services

1. On schedule to roll out the MSK and Mental Health
cluster based services by the end of the financial year
as planned

2. Good progress made to date:

UHB shadow reporting from June. Improvement seen
in performance - from 75% in June to 81% in
September.

Work continues on development of Tentacle to meet
immediate requirements and PMS functionality to




2. Implementation of single cancer pathway replace Tentacle and integrate with other systems.
With support of WG funding, recruitment being
progressed to support increased capacity in radiology
and endoscopy

Local improvement projects in urology and GI. Further
work to be done re. national optimal pathways

3. RTT - As at the end of September, the UHB
reported 683>36 week breaches. This position
represents 261 fewer patients than last September but
133 above IMTP trajectory

Diagnostics - As at the end of September, the UHB
reported 51 > 8 weeks; a 95% reduction on the
previous September

Some specialty specific challenges but the main risk
remains the adverse impact on capacity as a result of
staff not willing to undertake additional sessions due to
NHS pension taxation charges related to exceeding
the ‘annual allowance’ for pension growth — a UK wide
issue. The UHB continues to identify and implement
actions e.g external capacity to mitigate this risk

4. Specialist CAMHS repatriated from CTMUHB in
early 2019 and is now a mainstream service in
C&VUHB. Work is ongoing to integrate the service with
the primary CAMHS service and increase capacity to
reduce waiting times.

5. Good progress made in reducing length of stay - in
particular for those patients with longer lengths of stay
(>14 days) - through the roll out of Red 2 Green and
the development of new services such as Get Me

3. Elimination of patients waiting over 36 weeks for elective
treatment and over 8 weeks for a diagnostic

4. Improved access for specialist child and adolescent mental
health services following repatriation of the service to the
organisation




5. Continued improvement in the performance of emergency
services

6. Roll out of health pathways to continue to improve the
interface between primary and secondary care and reduce
waste, harm and variation.

Home+. Demand for unscheduled care has increased
significantly again this year (4% increase in EU
attendances, 5% increase in admissions) eroding
some of these gains and contributing to increased
pressure in the system.

6. 63 pathways now in place within Health Pathways.

6.1 Planning Care
to Promote
Independence

1. Move from a position of service improvement to service
transformation in promoting independence, focusing on
Primary Care and Community.

2. Monitor the use of Advocacy services within the hospital
setting

1. Work is ongoing to offer every patient who requires
support at home is provided the opportunity to
experience a period of rehabilitation and assessment
at home or care home prior to long term care decisions
being made. CRT trial team established and working
from S&E offices. The team are testing out an asset /
strengths based approach to supporting people in the
community, but focussing on 'what matters' to the
person,

2. Through working in partnership with Cardiff and the
Vale of Glamorgan local authorities, the UHB has
extended the access for hospital inpatients to a wider
range of Advocacy services through the Cardiff and
Vale Advocacy Gateway. The Gateway supports
access to Independent Professional Advocacy and
compliments the long established routes for IMCA and
IMHA to ensure that all eligible people have access to
an advocate.




3. Develop further opportunities for alliance work with all
sectors to create patient focussed Pathways

4. Monitor and review of Model ward

5. Evaluate the opportunities within the new St David’s model
aimed at prevention of deconditioning and encourage active
reablement

6. Evaluate and monitor the services provided by Third

Sector colleagues within the hospital environment

7. Monitor and improve attendance at discharge planning
training

8. Continue the deconditioning campaign and promote
independence via comprehensive training programme

3. CRT to test out MDT Triage approach from Hospital
discharges. Go live date planned for 11th of
November. The aim of the pilot is to simplify the
process for hospital wards wishing to expedite a safe
discharge. The MDT team will comprise, FPOC
workers with links to third sector, social worker,
clinicians and Homecare Managers. The aim will be to
identify how best to support the person to return home
from hospital safely, and to maximise their
independence.

6. A range of activities are now available within St
David’s hospital environment. Funding has been
approved to develop a Cognitive Impairment
therapeutic suite within UHW ,which will offer a range
of activities from third sector providers, project delayed
due to lack of confirmation of WG funding

7.Training programme developed , attendance
improved at Get Me Home workshop ward based
training available which enables easier access for staff

8. Get me home workshops actively promotes
independence and emphasises the deconditioning
agenda. Medicine Clinical Board has involved Prof
Dolan in training seminars which have been made
available to all staff

9. Patients and Families are involved in DPM .The
FPOC officers work closely with families and carers to
ensure that they are provided with an opportunity to a
participate in the What Matters conversation prior to




9. Explore further opportunities to involve patients with
planning care and discharge planning

10. Continue to promote and roll out the ‘Get Me Home’
campaign strengthening linkage between HCS 6.1 Promoting
independence and 2.1 Falls Prevention

11. Further roll out of John’s campaign to more clinical areas
within the health board.

any discharge arrangements. The recent National
Dementia audit indicated an improvement in discharge
planning arrangements from previous years

10. See item 3 above. The pilot will focus on the GMH+
wards in the first instance with a view to a rapid roll out
across all wards.

11. Due to staff resourcing the roll out of John’s
campaign was placed on hold, however there is now a
member of staff leading on the roll out who has begun
to contact wards managers, concentrating in UHL, to
arrange meetings to discuss taking the campaign
forward. In addition Carers Trust Wales is approaching
the wards undertaking the John’s Campaign to be
involved the Carer Friendly Award.

6.2 Peoples’ rights

1. An increase to at least 85% in equality training compliance
figures.

2. To undertake internal and external consultation on the next
Strategic Equality Plan

1.We have increased this percentage from 76% to
80%

2. Consultation on this has begun with staff and the
public. We are also working in collaboration with
Velindre and other national bodies to a wider
perspective. The development on the plan is on time.
Our new Strategic Equality Plan- Caring About
Inclusion 2020-24 will be ready for its April 15t deadline




3. More identifiable work in relation to the Rights of Older
People and the UN principles

3. As part of our consultation work on the Strategic
Equality Plan we are looking to develop actions on this
particular protected characteristic

6.3 Listening and
Learning from
Feedback

1. Further development of patient feedback in our Children’s
Centres

2. Reinstate the Dental Public and Patient involvement
group

3. Broaden Feedback to the ward areas in Medicine and
individuals so that key messages and experiences are
shared; Development of Sister/Charge feedback session
from Serious incidents and RCA so that they in turn can
share this with their ward staff

4. Development of an over-arching action plan in Mental
Health following untoward events will assist in the
implementation of action plans and the development of
theme specific training

5. Continue to develop the planning in PCIC to secure
patient and service user feedback and engagement against
the PPE framework

6. Ensure compliance in Specialist with regard to response
times for informal and formal concerns as per KPI's

7. Explore options for Surgery to action feedback from PKB
( patient Knows Best)

8. Train over of 500 staff across the UHB in basic BSL
training

9. June 2019 sign the BSL charter

1.Patient feedback machines insitu and volunteer roles
developed to support feedback

2. TOR and membership of such a group drafted and
to be taken forward through Q and S meeting

3. Ward based reports shared but further work on
developing a triangulated report is underway

5.Primary care activity is underway and planned
throughout the year

6.Response times improved and sustained

7. PKB is being rolled out and further engagement is
required regarding use of feedback

8. 500 plus staff trained

9. BSL charter signed in June 2019




10. Further public meetings with seldom heard groups to
listen and engage with communities to focus upon improving
their experiences and access to our services.

10. Further meetings planned -awaiting confirmation of
dates

7.1 Workforce

1. Leadership Capability through engagement and
development for the leaders of the UHB which commenced
in March 2019 and will continue throughout 2019/20

2. By September 2019 we will streamline our Employment
Policies, and we will continue to monitor their effectiveness
in partnership

3. By March 2020 9 clinical boards / service boards will have
robust workforce plans which will be aligned to SOFW and
the IMTP

4. By March 2020 we will recruit to 95% of the nursing
establishment in line with Project 95%

5. Continuation of developing the diversity of our workforce
through entry level apprenticeships and widening access for
example working with Elite and Wallach organisations

1. Leadership Capability through engagement and
development for the leaders of the UHB which
commenced in March 2019 and will continue
throughout 2019/20

2. By September 2019 we will streamline our
Employment Policies, and we will continue to monitor
their effectiveness in partnership

3. By March 2020 9 clinical boards / service boards
will have robust workforce plans which will be aligned
to SOFW and the IMTP

4. By March 2020 we will recruit to 95% of the nursing
establishment in line with Project 95%

5. Continuation of developing the diversity of our
workforce through entry level apprenticeships and
widening access for example working with Elite and
Wallach organisations




Point of Care Testing
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PURPOSE OF REPORT:

SITUATION:

The Point of Care Testing (PoCT) Department is under pressure and struggling to provide a robust service for its
users. The areas of major concern are categorised as follows:-

1. Unclear governance/ reporting arrangements:

Appendix 1 details the perception of the PoCT organisational structure and reporting arrangements, as held by the
PoCT team. Whilst most agree PoCT should be managed within the Clinical Diagnostics and Therapeutics Clinical
Board there is not agreement that the operational structure as described has ever actually been in existance. The
CD+T CB Leadership team do not hold that view for example.

In addition, the reporting arrangements/ escalation route via the POCT Group are currently also unclear within the
organisation. Furthermore, there has been poor engagement/ representation from Clinical Boards at the PoCT
Group meetings.

2. No succession plan for Head of Service:
Currently, there is no Head of Service/ PoCT Clinical Lead, as the prior incumbent has ‘retired and returned’ to a
new role in WEQAS, and a succession plan has not yet been implemented.

3. No secure funding for PoCT Service to join Clinical Board:

There are no secure funding arrangements in place for the PoCT Dept to become part of the C,D+T CB. A
business case was submitted in the CD&T 2018 IMTP. However, that PoCT case was then not approved by the
BCAG process.

4. Accommodation

The PoCT Dept. is located within Unit 6, Parc Ty Glas Llanishen, a unit which is primarily occupied by Wegas, an
International EQA organisation hosted by Cardiff and Vale. Rent, rates, furniture and fixings and all services for
this building are financed by Wegas. Weqas is expanding its services and requires the office and laboratory space
currently in use by POCT to be released back to them. Furthermore, PCIC Clinical Board have submitted a
business case for their ‘Pacesetter Programmes. The programme proposals advocate possible investment of
additional resource for the PoCT Dept. to help oversee implementation of PoCT Services across the Community/
Primary Care Clusters. If successful, additional staff will need to be recruited and accommodated within the PoCT
Dept.
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REPORT:

BACKGROUND:

Point-of-Care Testing (PoCT) is defined as “any pathology test performed for a patient by a healthcare
professional outside the traditional centralised laboratory”. Users of PoCT within Cardiff and Vale Health Board
(UHB) include:- medical practitioners, nurses, midwives, healthcare assistants, pharmacists, podiatrists, medical
students and other Healthcare professionals. These tests may be carried out in a wide range of non-laboratory
sites, including: A&E, ITU, SCBU, general ward areas, theatres, clinics, outpatient departments, general practice,
pharmacy, community dental services, community nursing services, family planning clinics, Out-of Hours services
and any other third party services commissioned by the UHB.

As the focus shifts to managing patients in a primary care/ community-based setting, PoCT will inevitably become
more integral to both the needs of patients and clinicians, thus helping to facilitate the reduction in acute
admissions. It is important, therefore, to ensure that the right equipment is used in the right clinical setting, it is
managed appropriately and the effectiveness of PoCT in the clinical pathway is reviewed. The governance and
management of POCT within the UHB is described in the PoCT Policy and PoCT Procedural documents.

The PoCT Department is responsible for agreeing a specification for proposed acquisition of PoCT devices and
their integration into patient care pathways, as part of clinical effectiveness. Its remit is extensive and covers
procurement advice, equipment evaluation, training and competency assessment, device connectivity, quality
assurance, performance surveillance, audit, governance surveillance and incident reporting within the UHB.
Accuracy and imprecision of results, robustness of device and traceability of results all need to be evaluated
before acquisition; the POCT Department will advise on the suitability of devices. The POCT Department works
with the respective Departments in this process. The repertoire of devices managed by the PoCT Department
includes, glucose, ketones, urinalysis, pregnancy testing, anticoagulation, thromboelastography,
thromoelastometry, haemoglobin, HbA1c, fetal fibronectin, blood gases and co-oximetery devices.

ASSESSMENT:

The effect of not supporting the PoCT Dept. will ultimately result in a decline in the quality and safety of PoCT
used across the UHB and the risks identified in the Failure Mode Effect Analysis matrix. The investment required
to maintain the PoCT Department is small compared with the risks to the UHB of not providing this service. The
benefits of providing a robust PoCT Department are clear and will ultimately enable efficiencies of resources and
effectiveness of service delivery.

Potential Failure Mode Potential Effect Frequency | Likelihood Risk Probability
of failure of effect
mode
Failure to maintain quality | Oversight of the UHB
assurance, performance Policy on PoCT
surveillance and management will become 4 5 20
governance aspects of the | unsustainable. Uncontrolled
service and unsafe testing.
Failure to support audit and | Increased clinical incidents.
risk assessment. 5 5 25
Failure to provide training Quality and safety of
and competency patient testing not
assessment of operators safeguarded.
on PoCT equipment. 5 5 25
Non-compliance with Increased litigation
National Policies covering
PoCT regulation. UHB
PoCT Policy/ Health 4 5 20
Bwrdd lechyd Prifysgol
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Standard.

Lack of co-ordination for No-harmonisation of
procurement of PoCT equipment and
equipment, consumables leading to
increased errors.
Inappropriate equipment 4 5 20

purchased, unsuitable for
purpose and waste of
resources. Inefficiency.
No evaluation of devices Inappropriate methods/
devices used. Inefficient.
Poor quality. Unsafe.
Ineffective. 4 5 20

The PoCT Dept. have recently been approached to collaborate with UKRI/ Life Sciences Hub in new R&D
evaluations/ proposals. If the Department is unsupported it will be unable to deliver on key Health Board and
National strategies. Furthermore, PoCT is rapidly expanding due to increasing demand and is a crucial
requirement for the future of Community-based diagnostics.

RECOMMENDATION:

This SBAR was presented to a Task and Finish group consisting of Medical, Nursing and Executive Leads for
initial discussion on 31/10/19. It was agreed that the group escalate the matters described in the SBAR to the QSE
for further discussion and that the PoCT Dept. should be incorporated within CD&T Clinical Board, with
appropriate resource support. Thus, the following matters require further discussion and resolution:-
1. To clarify the governance reporting arrangements/ escalation route for the PoCT Group on an
organisational level. To ensure ongoing engagepentfromatt-Ctinicat-Boards-atthe POECTGroyp.
2. To succession plan for a Head of Service/ Clinidal Lead. UHB Board
3. To secure sustained funding for the PoCT Dept
4. To source suitable premises for the PoCT Dept.

Quality and Safety

Appendix 1 Committee
CDA&T Clinical Board

Via Medical Director

Operational Accountability POCT Group chair
AMD
POCT Department staff N e N
POCT
Director
POCT Governance Group
POCT Manager
Band 8A
POCT Co-ordinator

- - Band 6 (1wte)
POCT Quality Officer POCT Support (2wte)
Band 6 (1wte) 1*Band 3 & 1*Band 4
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SHAPING OUR FUTURE WELLBEING STRATEGIC OBJECTIVES RELEVANT TO THIS
REPORT:
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

6.Have a planned care system where

1.Reduce health inequalities demand and capacity are in balance

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

people
8. Work better together with partners to
3. All take responsibility for improving v deliver care and support across care
our health and wellbeing sectors, making best use of our people
and technology
4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are v sustainably making best use of the v
entitled to expect resources available to us
10. Excel at teaching, research,
5.Have an unplanned (emergency) innovation and improvement and
care system that provides the right v b v

provide an environment where
innovation thrives

Please highlight as relevant the Five Ways of Working (Sustainable Development Principles)
that have been considered. Please click here for more information

care, in the right place, first time

Sustainable
development Lon
principle: 5 Prevention v terrr? v Integration v Collaboration v Involvement v

ways of working

EQUALITY
AND HEALTH Yes / No / Not Applicable
IMPACT o : is will be |
If “yes” please provide copy of the assessment. This will be linked to the
ASSESSMENT report when published
COMPLETED: P g '

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gofalgar ddiriedaéth ac uniond Cyfrifoldeb personol
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REPORT TITLE: CLINICAL AUDIT PLAN UPDATE 2018 /2019

MEETING: Quality Safety and Experience Committee g'ff;!NG 17.12.19
STATUS: E‘i)srcussion For Assurance x Apzr?c:val For Information
IIEE(QEUTIVE: Executive Medical Director

25?35; (TITLE): Head of Patient Safety and Quality Assurance

PURPOSE OF REPORT:

SITUATION:

The purpose of this paper is to present an update of the UHB 2019 / 2020 Clinical Audit Plan and
additional clinical audit activity.

REPORT:

BACKGROUND:

A targeted programme of clinical audit measuring the standards of care delivery against evidence based
guidelines is a valuable tool in providing assurance and also in informing quality improvement projects.

The NHS Wales National Clinical Audit and Outcome Review Plan (NCAORP) is developed annually by
Welsh Government and confirms the list of National Audits and Outcome Reviews which all health
boards and trusts are expected to participate in. In addition there are a significant number of national
clinical audits administered by national professional bodies eg Royal College of Physicians, that are not
included within the NCAORP but that provide valuable assurance around the quality of care provision.

The National Clinical Audits are an integral part of the quality improvement process and are embedded
within the Welsh Health and Care Standards. The requirement to participate and learn from the audits is
a central component of the Delivery Plans developed for NHS Wales.

The results of audits should be used as part of the Clinical Board assurance arrangements, informing on
the effectiveness of care delivery. Full assurance can only be obtained if the requisite improvements are
implemented and performance is re audited post improvements. The Board should institute a
programme of improving the arrangements for audit in all clinical departments and make participation in
accordance with contemporary standards of practice a requirement for all relevant staff.

Local clinical audit functions best as part of a planned programme of quality improvement activity. The
development of a clinical audit plan should be informed by local quality and safety priorities and should
meet the priorities of each Clinical Board. Clinical Boards should have governance arrangements in place
to ensure that clinical audits are planned, prioritised, undertaken and reported in a way that maximises
the benefit of the audit to the organisation. When deciding on clinical audit activity consideration should
be given to recent:

e Serious Incident / Never Events

o Patient Safety themes

o Patient outcomes

___./
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e Release of new or revised best practice guidance.
ASSESSMENT :

In May 2019 the 2019 / 2020 clinical audit plan was presented to the committee. The plan comprised Tier
1 and Tier 2 audits planned by directorates.

e Tier 1 National clinical audit.
e Tier 2 Local clinical audit undertaken to address the patient safety and quality agenda,
o Tier 3 Local clinical undertaken for any other reason including revalidation and CPD purposes.

The audits incorporated within the clinical audit plan were identified as being a priority to inform the
Directorates and Clinical Boards through the systematic review of their services against explicit criteria. It
is therefore implicit that progress with these audits are monitored and all clinical audit outcomes are
presented at the Directorate Quality Safety and Experience Committees or similar forums where the
results can be considered and where the appropriate support can be provided to implement
improvements. Where necessary clinical audit results should be escalated to mitigate any risk associated
with the findings. Appendix 1 details the progress made against the 2019 / 20 clinical audit plan and
where the audits have been completed a brief outline of the results.

In addition there is significant Tier 3 clinical audit activity throughout the Health Board. All Tier 1, 2 and 3
audits are registered with the Clinical Audit Department to quality assure the projects and to ensure that
Information governance requirements are adhered to.

RECOMMENDATION:

The Committee are asked to note the progress being made against the 2019 / 20 Clinical Audit Plan and
the overall clinical audit activity for 2018/19.

__J

CARING FOR PEOPLE d'Q“o GG | B echya Prtsgol
X7 NHS
KEEPING PEOPLE WELL 3

Cardiff and Vale
University Health Board




SHAPING OUR FUTURE WELLBEING STRATEGIC OBJECTIVES RELEVANT TO THIS REPORT:

This report should relate to at least one of the UHB'’s objectives, so please tick the box of the relevant
objective(s) for this report

6. Have a planned care system where

1. Reduce health inequalities demand and capacity are in balance

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

8. Work better together with partners to

3. All take responsibility for improving our deliver care and support across care

health and wellbeing sectors, making best use of our people and
technology

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

5. Have an unplanned (emergency) care 10. Excel at teaching, research, innovation
system that provides the right care, in and improvement and provide an X
the right place, first time environment where innovation thrives

Please highlight as relevant the Five Ways of Working (Sustainable Development Principles) that have
been considered. Please click here for more information

Sustainable

development

principle: 5 ways Prevention  x
of working

Long

term X Integration Collaboration x Involvement

EQUALITY AND
HEALTH
IMPACT
ASSESSMENT
COMPLETED:

Not Applicable
If “yes” please provide copy of the assessment. This will be linked to the report when
published.

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gofalgar Ymddiriedaeth ac unionde Cyfrifoldeb personol
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Appendix 1 - Cardiff and Vale University Health Board - Local Clinical Audit Plan 2019 / 2020

Clinical Board Directorate Tier Audit Title Progress results and recommendations
Tier1
National The national COPD audit results support data sharing across primary, community and secondary care teams, notably
PCIC primary Care Audit National COPD Audit Continuous |in the provision of diagnostic spirometry in order to improve outcomes for patients.
Tier 1 GPs should review the procedures in place to identify patients with CKD stages 3-5 to improve regular review. Further
National research is required to understand the link between primary care CKD coding, hospital admissions and mortality
PCIC primary Care Audit Acute Kidney Injury Ongoing rates.
Develop and implement systems for GP practices that clarify who has attended patient education courses.
Reduce variation in perfromance between practices and clusters.
Tier 1 Seek new approaches to improving management for the group with the worst results, i.e. people of working age and
National younger
PCIC primary Care Audit National Audit of Diabetes Ongoing
Tier 2 Quality Over ordering was noted in 942 /1696 patient records audited. 86% of pharmacists actively target respiratory patients
community and Safety |Short Beta Antagonists in for MURs; 96% check inhaler technique as part of that review while 47% use an in-check device to do so
PCIC pharmacy priority asthma patients Complete
Tier 2 Quality Compliance with ANTT e-learning varies between 50% and 100% across Cardiff and the Vale (including nursing homes),
and Safety with specialist team compliance generally 100%. Compliance with face-to-face training generally comparable or
. . higher.Compliance re DOPS assessment varies between 62% and 100%.
PCIC primary Care priority ANTT Complete
Tier 1
National anticipated completion date March 2020
PCIC Primary Care Audit NATROX Ongoing
NW Locality and T':;jg?:i::y results to be reported to PCIC QSE January 2020
PCIC CRT priority Falls Completed
Cardiff CRT sees a much higher rate of referrals than the Vale CRS (VCRS). Referral time between the two are
comparible but significantly longer that the national average. The majority of care goals set on admission to
National Audit if Intermediate the service were met. There is a large discrepancy in the average contact hours between Cardiff CRT and
PCIC Localities Care VCRS,
Audit of management of
Department of Chlamydia in Cardiff
PCIC Sexual Health department of Sexual Health  [Complete The provision of patient information leaflets was identified as an area for improvement
A range of malignancies are being diagnosed in HIV positive patients, not just AIDS defining malignancies. At
' ' ' least 88% of patients were discussed between HIV and oncology services, and the communication was largely
Tu'er 1 Nat|.onal Audit m_c HI\{ and about treatment, both about antiretrovirals and chemotherapy. 92% of patients were on antiretrovirals
Department of Natlo_nal M,a“_gnancy Services in Centres before beginning cancer treatment which adheres to the BHIVA guidelines
PCIC Sexual Health Audit within South East Wales Complete




Almost half of patients were identified as dying in the last 36 hours of life. Improved documentation around
discussions with the dying patient, and families could be improved. Review capability and capacity within primary

Tier 1 care, community services and social care, to provide appropriate care at the end of life, and to support families
Palliative Care National National Audit of Care at the through to bereavement, with the aim of better meeting people’s needs and preferences. Review should lead to
PCIC Services Audit End of Life service re-design where potential improvements are identified
Extension of the services from 5 to 7 days has facilitated specialist support to those most in need of it seven days a
week.Unification of 3 service providers has offered a level of flexibility and complexity to service delivery. Analysis of
the service activity data clearly suggests whole service growth, although activity does not automatically translate into
increased efficiency and effectiveness. Develop and widely disseminate a clearly defined core offer, which describes
Tier 2 Quality the aims and objective of the service, who can benefit from it and how to access it, giving consideration to equity of
Palliative Care and Safety [Palliative Care Referral response access
PCIC Services priority Times Complete
Tier 2 Quality 73% of those who were discharged from hospital were discharged with anticipatory medications. Of the patients who
Palliaive Care and Safety |Anticipatory Prescribing in were not discharged with anticipatory medication, 22% were prescribed them at a later date in the community. Only a
PCIC Services priority Palliative Care: Complete very small percentage were not prescribed any anticipatory medication at all (6.5%).
The UHB are exceeding UK perfromance around young people with diabetes receiving all 7 care processes. The
Tier 1 adjusted figure for children with HbAlc >80 mmol/litre was similar to national perfromance. Only 5.8% of children
Acute Child National National Paediatric Diabetes have continuous glucose monitoring less than 50% of the rate across Wales. Key improvements include the
W&C Health Audit Audit Ongoing |development of a nurse led clinic and the development of a new transition pathway.
administration of steroids to mothers delivering between 24 and 34 weeks gestation exceeds national rate.
Administration of magnesium sulphate and recording of temperature on admission are all within national perameters.
Tier 1 There was excellent recording of consultations with parents and senior members of the neonatal team but lower
Acute Child National levels of parents present on ward rounds. 56% of babies born at 33 weeks receiving some of mothers milk at
W&C Health Audit National Neonatal Audit Continuous |discharge from the neonatal unit.
MBRACE- UK perinatal
Tier 1 mortality reporting ( and Perinatal Mortality for 2017 is over 5% higher than the national average. Higher levels of deprivation is noted in
Acute Child National |contributing to Each Babay women giving birth in the health board. Gap and Grow guidelines and safer pregnancy guidelines implemented. 2018
W&C Health Audit Counts) Continuous |stillbirth rates will be reported in 12 months and will have dropped significnant drop.
Tier 1
Acute Child National |Vermont-Oxford Network- Higher rate of late onset sepsis noted in particular central line associated blood stream infections. Introductions of
W&C Health Audit benchmarking Continuous |blood culture taking, long line bundle and closed loop arterial line access bundle.
Tier 2 Quality [All Wales neonatal network:
Acute Child and Safety [Neonatal Sepsis Risk calculator Implementation of the sepsis risk calculator which has led to a 40-50% reduction in antibiotic prescribing in well
W&C Health priority (SRC) complete babies with no increase in readmission rates or early onset sepsis cases
Annual service evaluation
Tier 2 Quality |against All wales Neonatal
Acute Child and Safety |Standards reporting to neonatal
W&C Health priority network awaiting update
Tier 2 Quality
Acute Child and Safety |Review of Necritising
W&C Health priority Enterocolitis cases Ongoing This audit remains in progress
Tier 2 Quality
Acute Child and Safety annual average unplanned term admission to the neonatal unit of 3.6% comapred to the UK target of 5%. Admission
W&C Health priority Review of term admissions Complete rates have dropped over the past 2 years.




Tier 2 Quality

Obstetrics and and Safety |Knowledge and understanding
W&C Gynaecology priority of Diathermy safety awaiting update
Tier 1 BSGE national audit of complex
Obstetrics and National |endometriosis surgery
W&C Gynaecology Audit outcomes and complications awaiting update
Tier 2 Quality [Quality of image optimisation in
Obstetrics and and Safety [gynaecology outpatients
W&C Gynaecology priority department awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority Use of TVT awaiting update
Quality of image optimisation in
Tier 2 Quality |gynaecology outpatients
Obstetrics and and Safety |department after teaching
W&C Gynaecology priority intervention awaiting update
Tier 2 Quality
Obstetrics and and Safety [Hysterectomy methods and
W&C Gynaecology priority complications awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority Antibiotic use in gynaecology awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority Consenting for fetal tissue awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority evaluation of minitouch awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority evaluation of Resectr awaiting update
Tier 2 Quality
Obstetrics and and Safety |Evaluation of Transrectal
W&C Gynaecology priority ultrasound in outpatients awaiting update
Tier 2 Quality
Obstetrics and and Safety
W&C Gynaecology priority management of Hyperemesis  [ongoing This audit remains in progress




This audit was presented in June 2019. The results for the year 2018/2019 have shown an improvement compared to
2017/2018. The Routine enquiry (RE) should be asked on 2 separate occasions. The results for 2018/2019 are given

Tier 2 Quality with the previous year in brackets. The RE was asked once in 99% of cases (90% in 2017/2018). The RE was asked twice
Obstetrics and and Safety in 95% of cases (67% in 2017/2018). the number of recorded disclosures of Domestic abuse in 2018/2019 was 249
W&C Gynaecology priority Antenatal routine enquiry audit cases out of 5406 biths compared to 88 disclosures the year before
An audit of compliance by UDH
Tier 2 Quality [OMFS department to new
and Safety |MRONIJ protocol guidelines
Surgery Dental priority (SDCEP) prior to extractions. abandoned |[This audit was abandoned
Tier 2 Quality
and Safety |Re-audit WHO checklist in oral WHO checklist was completed corrently in 89% cases. Students and Consultants were most likley to complete the
Surgery Dental priority and maxillofacial surgery Complete forms correctly.
Tier1 performance around lung cancer is in keeping with national performance. Systemic anti cancer treatment rates in
National non small cell lung cancer are 51.5% (audit standard 65%). Weekly reviews of oncology treatment delivery clinic
Surgery General Surgery Audit National Lung Cancer Audit Continuous [capacity with a system to idenitfy delays
Tier 1
National |National oesophago Gastric
Surgery General Surgery Audit Cancer Audit Continuous [National report pending
Tier 1 UHB perfromance around breast cancer in older adults meets or exceeds national performance, with the execption of
National |National Audit of Breast Cancer rates of women over 70 years old with high risk early invasice cancer having radiotherapy following a mastectomy. A
Surgery general Surgery Audit in Older People Continuous |shared decision making tool has been introduced into the clinic and PROMS is about to be intirduced into the clinic.
Tier 1
National The national report relates to care delivery in the 2016/17 financial year. Perfromance was in keeping with national
Surgery Urology Audit National Prostate Cancer Audit [Continuous |perfromance and under and over treatment exceeding UK performance.
Tier 1
National |Audit of Stress urinary
Surgery Urology Audit Incontinence | Women Update pending
Tier 1
National
Surgery Urology Audit Audit of Urethroplasty Update pending
Tier 1
National
Surgery Urology Audit Audit of Cystectomy Update pending
Tier 1
National
Surgery Urology Audit Audit of Nephrectomy Update pending
Tier 2 Quality
and Safety |Audit of Scrotal Pain Pathway
Surgery Urology priority Audit Update pending
Tier 2 Quality
and Safety |Audit of Consent for day of
Surgery Urology priority surgery admission patients Update pending




Tier 1

National The 2019 opthalmology audit report indicates issues in collecting post operative visual acuity data for the audit. A
Surgery Opthalmology Audit National Opthalmology Audit  [Complete solution is being taken forward on an All Wales basis
Tier 2 Quality
and Safety
Surgery Anasthetics priority Obs Cymru Ongoing This audit remains in progress
Tier 1
Trauma and National Reviesion rates for Primary Knee procedures is reportedly highre than should be expected. Work is underway to
Surgery Orthopaedics Audit National Joint Registry Continuous |validate the data and to understand the issue.
Tier 1
Trauma and National
Surgery Orthopaedics Audit National Hip Fracture Database [Continuous |The 2019 national report is pending
Tier 2 Quality
and Safety [BAETS UK registry of endocrine
Surgery General Surgery priority and thyroid surgery Continuous |Update pending
Tier 2 Quality
and Safety
Surgery General Surgery priority PQUIP Awaiting update
Tier 1
National
Surgery General Surgery Audit National bowel cancer audit Continuous |National report pending
Tier 2 Quality
Surgery General Surgery and Safety |SWORD pouch surgery database Awaiting update
Tier1
National Pelvic floor national database
Surgery General Surgery Audit (mesh rectopexy) Update pending
Tier 1
National
Surgery General Surgery Audit National Vasular Registry Continuous |National Report pending
Tier 1
National |National Emergency
Surgery General Surgery Audit Laparotomy Audit Continuous |National report pending
Tier 1
National National Diabetes in Pregnancy A greater proprtion of C&V babies born to mothers with diabetes are cared for in the NNU compared with nationally.
Medicine Medicine Audit Audit Continuous |The proprtion of mothers with an HbAlc of <48 is in line with or exceeds national average.
Tier 1
National National Pulmonary
Medicine Medicine Audit rehabilitation Audit Ongoing national report pending
Tier 1
National
Medicine Medicine Audit National Asthma Audit Continuous |National report pending
Tier 1 Compliance with oxygen prescribing will be improved by an ammended oxygen prescribing chart.A COPD admission
National bundle will improve compliance with data collection and work underway with Lightfoot will support renewed efforts
Medicine Medicine Audit National COPD Audit Continuous |to ensure respiratory patients are admitted to respiratory wards.




The UHB performs above national average for patients with suspected early inflamatory arthritis are referred to a

Tier 1 specialist within 3 working days. There are above national average delays between referral and date of initial clinic
National |National Early Inflammatory assessment. 40% of patients start treatments within 42 days of referral. 81% of patients are provided with patient
Medicne Rheumatology Audit Arthritis Audit Continuous [eduction within 3 months
Tier 1
National |National Diabetes Inpatient
Medicine Medicine Audit Audit Continuous |A hospital Characteristics report was published in May 2019 and wales will be excluded from the next inpatient audit.
82.5% of patients spend 90% or more of their stay on a stroke unit 47% are supported by an early supported
Tier 1 discharge team. The number of patients admitted to a stroke unit within 4 hours is subject to seasonal effects. In
National order to mitigate against this there is focused work underway around the stroke pathway beds have been ring fenced
Medicine Medicine Audit National Stroke Audit Continuous [for use in the pathway.
Tier 1 Documetation of assessment of delirium is below the national average for both UHL and UHW. Improvement actions
National include the ammendement of clerking documentation to include the 4AT tool, training of staff around delirium and
Medicine Medicine Audit National Audit of Dementia complete assessment and a Think Delirium campaign to be held on World Delirium Day in March 2020.
Tier 1 21.7% of patients with a severe ulcer had a foot related admission within 6 months of expert assessments compared
National |National Diabetes Footcare with 33.3% nationally. A walk in clinic for foot emergencies is being taken through NDFA quality improvement
CD&T Podiatry Audit Audit Continuous |collaboration. Podiatry colaboration with Vascular out patients clinic
Tier 1
National
CD&T Audiology Audit National Audiology Audit Ongoing National report pending
Tier 1
National secondary preventative medication prescribing above national average. Patients undergoing echcardiography below
Specialist Cardiology Audit National Heart Failure Audit Continuous |national average
Tier 1
National
Specialist Cardiology Audit Cardiac Rhythm Audit Continuous [National AF ablation targets not met .
Tier 1 The 2019 summary report - Waiitng time to first CABG 113 days, reoperation for any cause 4.35% reoperation for
National bleeding 4.35% Deep sternal wound infection 1.09% , Any new post operative CVA / TIA 1.36 New post operative
Specialist Cardiology Audit National Adult Cardiac Surgery A{Continuous (kidney failure 3.28%
Tier 2 Quality
and Safety |National Audit of Percutaneous Door to balloon median time 30 minutes DTB within 90 minutes 92.67% within 60 minutes 83%. Radial access 94.29%.
Specialist Cardiology priority Coronary Interventions Continuous |Drug eluting stents use 96.59%
2019 summary published with some data for commisisoned service. (Post surgical use of ECMO 1.62%, Incidence of
Tier 1 post surgical renal replacement therapy 6.47% Post surgical requirement for pacemaker 2.26% Post surgical
National [National Congenital Heart requirement for prolonged pleural drainage 4.09%, Catheter procedure requirement for emergency complication
Specialist Cardiology Audit Disease Audit Continuous |related procedure 1.0%)
Tier 1 The proportion of NSTEMI patients having angiogrpahy during admission is above national average. Door to Balloon
National |Myocadial Ischaemia National time is keeping with national average. Unadjusted 30 day mortality below national average. Patients undergoing
Specialist Cardiology Audit Audit Project Continuous |echcardiography below national average
Tier 1
Adult Mental National Peformance on physical monitoring was a little above the national average for glucose control however monitoring of
Mental Health [Health Audit National Audit of Psychosis complete interventions was below average. Availability of psychological therapies was below average
Adult and Older | Tier 2 Quality
people's Mental and Safety
Mental Health |Health priority Care and Treatment Plan Audit |ongoing This audit remains in progress




Adult and Older
people's Mental

Tier 2 Quality
and Safety

Matrics Cymru Compliance with

Mental health |Health priority Psychological Therapies Ongoing This audit remains in progress
Tier 2 Quality
Adult Mental and Safety
Mental Health [Health priority Patient Own Medication Audit [Ongoing This audit remains in progress




presented to department QSE

presented to Clinical Board QSE
Presented at Clinical Governance Session
Results escalated to Clinical Board

Complete
Abandoned
Ongoing

Tier 1 National Audit
Tier 2 Quality and Safety priority



Report Title: Cancer Peer Review

Meetina: _ _ Meeting December
eeting: Quality, Safety and Experience Date: 2019

. For For For .
i Discussion Assurance Approval For Information v
Lead Executive: Dr Stuart Walker, Medical Director
?ﬁﬁg)r-t e Alicia Williams, Cancer Services Lead Manager
SITUATION

The purpose of this report is to present the committee with an update regarding the Cancer
Peer Review process. Following peer review of each cancer tumour site, a report is forwarded
to the UHB and an action plan agreed by the multidisciplinary team and relevant Clinical
Board. The action plan is reported back to the Wales Cancer Network and Welsh
Government.

As no actions plans are available for submission (please see assessment section below), this
report provides an update regarding the most recent Peer Reviews undertaken.

REPORT

BACKGROUND
Peer review is a collaborative, quality improvement process which allows for the evaluation
of scientific, academic or professional work by others working in the same field and
constitutes a form of self-regulation by qualified members of a profession. It is designed to
allow peers to share information, learn where their strengths and weaknesses lie and agree
plans for improvements to patient care.

Peer review methods are employed to maintain standards of quality, improve performance
and provide credibility.

In 2011 Welsh Government recommended that the peer review process for cancer services be
led by Health Inspectorate Wales (HIW), working in partnership with the Cancer Networks.
Peer review was then launched in Wales in 2012.

In 2017, through Welsh Health Circular WHC/2017037 the NHS Wales Peer Review
Framework was published and tasked the NHS Wales Health Collaborative to oversee an all-
Wales programme for peer review.

A three yearly re-review process has been developed by the cancer network. Following the
peer review meeting, a report is sent to the UHB. An action plan is then developed and
implemented to address the concerns raised at each peer review and re-review.

ASSESSMENT

The most recent Peer Reviews held are summarised in the table below:
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Peer Review Review Held Report Received | UHB Action Plan Developed
Tumour Site / Update

Thyroid December 2018 February 2019 Submitted to April QSE
Teenage and July 2019 Not received To be submitted to next QSE
Young Adults

Lung November 2019 Not received To be submitted to next QSE

Unfortunately as Teenage and Young Adult report has not been submitted to the UHB to date,
we are unable to develop a formal action plan for submission to this Committee. However it is
worth noting that the clinical teams are proactively taking forward actions to improve the service
based on the verbal feedback given at the visit in July.

The Lung Peer Review was held recently (18" November 2019) and it is anticipated that an
action plan will be submitted to the next Committee meeting.

ASSURANCE is provided by:

e The level of scrutiny applied internally and externally to the Peer Review assessment
and Peer Review reporting process. Any concerns identified are addressed via an
action plan and are regularly reported within the required process; at the Clinical Board
performance reviews and by WG and the South Wales Cancer Network

RECOMMENDATION
The Quality Safety and Experience Committee is asked to:

¢ Note the contents of the report and the delayed action plans awaited from the Wales
Cancer Network.
¢ Note that reports and action plans will be submitted to the next meeting.

Shaping our Future Wellbeing Strategic Objectives
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

1. Reduce health inequalities 6. Have a planned care system where demand N
and capacity are in balance

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

3. All take responsibility for 8. Work better together with partners to deliver
improving our health and care and support across care sectors, making \
wellbeing best use of our people and technology

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

5. Have an unplanned 10. Excel at teaching, research, innovation and
(emergency) care system that improvement and provide an environment
provides the right care, in the where innovation thrives
right place, first time i_
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Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant, click here for more information

Prevention Long term v Integration \  Collaboraton v  Involvement v

Equality and Not Apolicabl
Health Impact ot Applicable . L .

If “yes” please provide copy of the assessment. This will be linked to the
Assessment

Completed: report when published.
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Thyroid and Endocrine Peer Review Action Plan 2019

Cardiff and Vale University Health Board

Area for Improvement Action Required Priority Lead By When Progress to Date
Rare, advanced and complex The Peer review panel . High MDT End 2019
cancer cases were said to be recommended tha_t these patients Lead_/
treated within cancer units (e.g. shoqld be trgated n centres wh.ere Sgrgucal
anaplastic and medullary cancers). ca@o_thoram_c services are available clinical
As the number of cases are small —this is Morriston and UHW. gggrd
thei,ep ea ?r? é Scl:i?(gr? as tf;r:?al\r/leD;'nzhould The health bogrds need to agree tq Cancer
complex cancer cases to be refer such patients to these two Units lead
referred to a nominated specialist _and a referral process needs to be
centre/s for treatment and implemented
management.
The South Wales MDT functions Having an _MDT more frequgntly than | Medium | MDT End 2019
mainly outside of the MDT meeting 1 x month is deswablg but will place a Lead /
where all aspects of patient care challe_nge on current job pllans, DOO
may not be discussed, certainly espeC|.aIIy for support services such CD&T
prospectively. More regular as radiology and pathology. / Caqcer
meetings would ensure all aspects A plan should be developed to have /Sseg\r”?ce;l
of care are considered in a a r?mre frequent (2 x mogth) meeting cIinicgaI
multidisciplinary approach. and need to have board
The South Wales MDT should be 1) An MDT room
adequately supported by 2) Agreement from members of
administrative provision. the MDT with backing from
Health boards for a change to
job plans
An annual service review or The estaplishment of the Thyroid Medium | MDT End 2019 MDT Lead has.
Cancer Site Group under the Lead invited expressions of




business meeting would aid the
South Wales MDT in service
development, education and sharing
of audit/improvement project
findings.

umbrella of the All Wales Cancer
Network will provide the forum for
educational meetings. A core group
is being established to develop this
programme

interest to join the
Core Group

There is one clinical nurse specialist
providing support for all thyroid
cancer patients in the region who is
based in Velindre Cancer Centre.
The CNS will see patients attending
Velindre Cancer Centre but can
only try to make contact by
telephone with other patients. This
does not extend at all to patients in
south west Wales routinely who
may/may not have some support
from the H&N CNSs. An essential
part of this role is to support a
patient at diagnosis, which needs to
be looked at by stakeholders and
the South Wales MDT to develop a
way of improving the support for
patients, especially those within
South West Wales.

This is a matter for South West
Wales to make an investment.
Regional discussions required
with development of a business
case.

Medium

Lead
Cancer
Nurse /
MDT
lead

End 2019

An MDT of this size should have
core membership that includes
surgeons, endocrinologists,
oncologists, pathologists,
radiologists, clinical nurse
specialists and an MDT co-
ordinator. Core members must

There is currently no capacity to
cover oncologist

Need to recruit an endocrinologist
— this could be done at the same
time as increasing the frequency
of MDT meetings

Medium

Summer
2019




have a second clinician to cover Velindre
absence. The current challenges to /
provide cover arrangements relate Medicine
to the positions of: Clinical

* Oncologist Board /

« Endocrinologist Cancer

* Clinical Nurse Specialist Services

+  MDT Co-ordinator
USC cancer waiting time An all Wales discussion about the | Medium | MDT End 2019 MDT Lead is
performance is at 73%, where the SCP is being developed through Lead convening a Core
target is 95%. the cancer network group within the
The Health Board should work thyroid WCSG
towards achieving the national
target.
There are no guidelines to support SALT has already been engaged | Medium | MDT Spring 2019 | SALT team engaged
the requirements of what supportive and a discussion is being held in Lead

services are provided locally or
regionally. In addition, there was no
follow up process or policy in place
that may aid patients who may have
a requirement to access such
services as Lymphoedema,
physiotherapy, speech and
language therapy (SaLT), welfare
and benefit advice, and
psychological support.

Cardiff. The remainder is not
relevant to patients with thyroid
cancer




__J
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REPORT TITLE: Internal Inspection Overview

MEETING: Quality, Safety and Experience Committee II\)’IE.EEING 17.12.19

STATUS: F?r . For For For Information /
Discussion Assurance Approval

LEAD : .

EXECUTIVE: Executive Nurse Director

REPORT

AUTHOR Aron White (Senior Nurse — Standards & Professional Regulation)

(TITLE):

PURPOSE OF REPORT:

SITUATION:

This report provides an overview of the UHB’s internal inspection process, the findings obtained
throughout 2019 and recent changes being piloted.

REPORT:

BACKGROUND:

Internal inspections of wards, departments and outpatient services are undertaken across the UHB.
Since January 2019, 109 clinical areas have been visited. These visits are undertaken exclusively by
Nurses and Midwives. In most instances, these inspections are undertaken by Senior and Lead Nurses.
Two inspectors are allocated to attend each clinical area. The average length of time it takes to complete
an inspection is just over 2hours. Inspectors are allocated an area to visit, but choose what time of day to
visit. 70% of inspections take place on early shifts, 30% take place on late shifts. Inspectors enter each
clinical area ‘blind’, with no background information or detail about clinical incidents that may have
recently occurred. Inspectors record their observations within the following headings:

1. Staffing 8. Falls prevention & management
2. Environment 9. Nutrition & Hydration

3. Patient Experience 10. Medicines Management

4. Staff Experience 11. Documentation

5. IP&C 12. Safeguarding

6. Continence

7. Pressure Care

In addition to producing a report about observations relating to each standard, inspectors note areas of
good practice and identify areas that require improvement.

ASSESSMENT:

109 inspection have been carried so far in 2019. These inspection have highlighted:
» Approximately 500 observations of good/notable practice
» Approximately 550 areas that require improvement

On receipt of an inspection report, clinical areas are required to produce an ‘action plan’ detailing work

___/
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undertaken to improve practice. Each area for improvement will likely generate 1-3 actions.
Consequently, over 1,000 actions will be generated throughout a year.

In 2019, the areas of good practice and aspects that require improvement can be categorised within the
following themes:

Areas of Commendable /Good Practice
Internal Inspections 2019
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As with any form of inspection, it's easiest to comment on what is most readily observable in the clinical
area. As such, the second graph demonstrates that at least 60% of required improvements relate to:

A high number of outstanding estates issues

Broken equipment

Inadequate storage facilities

Medication storage, CD checks, fridge temp recordings, out of date stock

Unclean environment and instances of staff not being BBE

Missing documentation or documentation not reviewed within timeframes

Displaying personal identifiable information

VVVYYYYVY

Ongoing Improvements to Internal Inspection Process.

Several changes to the inspection process have been introduced or piloted in 2019, whilst ensuring the
requirement to undertake at least 120 inspections is achieved. These changes include:

1. Electronic audit platform for standardisation and time saving.

Historically, inspectors visited an area and then later typed up their report. Inspectors were asked to _-

CARING FOR PEOPLE c/'Q“o GG | B echya Prtsgol
X7 NHS
KEEPING PEOPLE WELL 3

Cardiff and Vale
University Health Board



make free text comments under the headings identified in table 1. This created several difficulties, three
of which include:
» The quality of reports were inconsistent
» Inspectors tended to write more about the standards of care they were most
familiar/knowledgeable about.
» There could be delays in receiving finalised reports from inspectors. Inspectors generally
protected diary time to undertaken an inspection, but not to type up findings.

The use of an electronic platform ‘iauditor’ and procurement of x3 ipads, has enabled the standardisation
of inspection reports and has removed the need the need to later type up inspections.

2. Triangulating data to prioritise actions that improve patient safety.

With over 1000 actions generated in a year, it can be difficult to know what actions will most likely
improve patient experience/safety. Likewise, it can be difficult to know which areas for improvement
should be prioritised.

A pilot is being undertaken within the areas inspected in Medicine Clinical Board. The findings from
inspections are being triangulated against six months of Datix reports and a year’s worth of patient
feedback. When an inspection finding resonates with clinical incidents/ patient feedback, it is included in
a ‘fact sheet’. The aim is to help sisters and charge nurses recognise what they should prioritise for
improvement.

The ‘fact sheet’ from a ward has been included, as an appendix, to demonstrate our attempts to align
inspection observations with patient safety data. As an example, the fact sheet for this ward shows that
there can be delays in responding to patient request for assistance. The ward may benefit from focusing
on assisting patients between 5-9pm because 35% of all falls occur in these four hours and are mainly
caused by patients trying to mobilise from their chair/bed.

3. Inspecting systematically, rather than randomly.

For the most part, action plans are developed by ward sister/charge nurse in collaboration with their
senior nurse. However, the volume of actions can be difficult for a clinical board to monitor because they
observe a continual flow of new action plans throughout the year.

A pilot is being undertaken to inspect all areas within one clinical board at a time. Rather than asking for
an immediate action plan to be returned, the totality of the findings will be presented at one time.
Medicine Clinical Board have agreed to pilot this approach, so that it can determine which of their 300+
actions should be prioritised over the coming year. Likewise, many inspection findings are beyond the
remit of ward sister/charge nurse to change (ie. estates requests). Feedback will be obtained as to
whether this approach makes it easier for clinical boards to plan their improvement priorities before the
next round of inspections in a year’s time.

RECOMMENDATION:

o To Note the content of the paper

___/
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SHAPING OUR FUTURE WELLBEING STRATEGIC OBJECTIVES RELEVANT TO THIS
REPORT:
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

6.Have a planned care system where

1.Reduce health inequalities demand and capacity are in balance

2.Deliver outcomes that matter to

/ 7.Be a great place to work and learn /
people
8. Work better together with partners to
3. All take responsibility for improving deliver care and support across care
our health and wellbeing sectors, making best use of our people
and technology
4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the /
entitled to expect resources available to us

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

Please highlight as relevant the Five Ways of Working (Sustainable Development Principles)
that have been considered. Please click here for more information

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

Sustainable
development Lon
principle: 5 Prevention terrr? Integration Collaboration Involvement /

ways of working

EQUALITY
AND HEALTH Yes / No / Not Applicable
IMPACT o - is will be |
If “yes” please provide copy of the assessment. This will be linked to the
ASSESSMENT report when published
COMPLETED: P g '

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gofalgar ddiriedaeth ac uniond Cyfrifoldeb personol

__d
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Report Title: Patient Notification Exercises in Cardiff and Vale of Glamorgan
populations: Hepatitis C Virus Infection Re-Engagement Project
Meeting

Meeting: Quality, Safety and Experience Committee Date: 17.12.19
Status: F?r . For X For For Information
Discussion Assurance Approval

Lete B e, Fiona Kinghorn, Executive Director of Public Health

Report Author
(Title):

SITUATION

Trina Nealon, Principal Health Promotion Specialist

Over 5000 individuals who have been diagnosed with hepatitis C, who for a variety of reasons
have never been linked to care or who have never received follow up investigation or treatment,
have been identified through laboratory data searches in Wales. For those with an identified
General Practitioner (GP) and following consent, these patients have been contacted and
offered treatment as Phase 1 of an on-going re-engagement programme throughout Wales and
directed by Welsh Government.

Improvements in the effectiveness and tolerability of new direct acting antiviral treatments
support the patient and public health benefit of re-engagement. Antiviral drug costs for hepatitis
C have significantly reduce since 2015.

As part of this process, the Welsh Viral Hepatitis sub group of the Liver Disease Implementation
Group had developed guidance and care pathways to support primary care in communicating
with these patients and an all-Wales Hepatitis C Implementation Group, led by Public Health
Wales (PHW) has agreed these procedures.

BACKGROUND

Wales is committed to a World Health Organisation global health sector strategy which sets out
to eliminate hepatitis B (HBV) and hepatitis C (HCV) by 2030 (90% reduction in incidence and
65% reduction in mortality). New direct acting anti-viral medications have revolutionised the
treatment of hepatitis C so that the disease is now essentially curable in the early stages.

In 2017 the Welsh Health Circular WHC/2017/048 outlined a series of expected measures from
multiple organisations and partnerships to contribute to the elimination target:
1. Reduce and ultimately prevent on-going transmission of HCV within Wales
2. Identify individuals who are currently infected with HCV including those who have
acquired HCV outside the UK and are now resident in Wales, and
3. Test and treat individuals currently infected with HCV who are actively engaged in
behaviours likely to lead to further transmission

The WHC outlined expectation for organisations including Health Boards for action with regard
to measures 1 and 3. A letter to Health Board CEOs confirmed these expectations.

This paper relates to individuals within Measure 2 which fall into 2 cohorts — those patients with
a Polymerase Chain Reaction positive test registered with a GP (re-engagement activities

__d
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referred to as ‘Phase 1’), and those also with a Polymerase Chain Reaction positive test result
but with no record of a GP, special groups (Genital Urinary Medicine, prison inmates), cross-
border patients (Public Health England) patients with positive antibody results (with and without
GPs), and all others (referred to as ‘Phase 2’).

ASSESSMENT

Initial data analysis of a mixed set of test results identified 3 categories of patients who may

benefit from contact — with 1192 of those being resident in Cardiff and Vale University Health
Board. An additional, 843 patients received their last HCV test in Cardiff and Vale University
Health Board, across a range of services, but were not registered with a GP in Wales.

Public Health Wales provided a detailed process with timescales to Health Boards and an initial
phased approach was agreed which commenced in Autumn 2018, with an intention to move to
‘Phase 2’ by summer 2019. This process has been monitored by the Hepatitis C
Implementation Group (with attendance by Welsh Government and Cardiff and Vale University
Health Board representation), GPC Wales, the PCIC and Medical Clinical Boards and the local
Blood Born Virus (BBV) team. The Executive Director of Public Health provided an update to
the Bro Taf Local Medical Committee in January 2019.

Phase 1 initially identified 134 patients with a known GP, and following GP confirmation, 61 of
these were suitable to contact. Of the 61, 20% of patients contacted the BBV team following
invitation and 67% of those attended an appointment and accepted treatment. To date, 177
patients have been treated from an overall elimination target of 179 patients treated 2019-2020,
achieving 99%, the second highest Health Board in Wales.

Overall, it has been noted that there have been operational challenges in identifying and offering
support to patients. Incomplete returns from GPs on appropriateness of contact and non-
response from patients has led to the speed of progress being slower than originally anticipated.
Working with GP Clusters has led to improvements locally in identifying patients eligible for
contact and specific targeting of GP Practices with higher levels of patients with specific
circumstances requiring tailored support, has helped improve Cardiff and Vale University Health
Board treatment target.

Learning from experiences in implementing Phase 1, Phase 2 will commence from the end of
December 2019. Those patients without a GP will require local collaboration with BBV specialist
services, substance misuse and homeless services and groups representing individuals from
high prevalence countries. Cardiff and Vale University Health Board is working with a GP
Practice with a high practice population of homelessness and the PHW Health Protection Team
to identify and implement a suitable pathway for offer of treatment for this group. Itis
acknowledged that encouraging engagement from patients and the public will need different
approaches moving forward. Work has commenced with PHW, Cardiff Prison and Substance
Misuse Services.

RECOMMENDATION

The Committee is asked to:

e Progress made so far in this exercise and support on-going implementation. __
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Shaping our Future Wellbeing Strategic Objectives
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

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

sectors, making best use of our
people and technology

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

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

innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant, click here for more information

Prevention x Longterm x Integration  x Collaboration  x Involvement x

Equality and

Health Impact Not Applicable

Assessment If “yes” please provide copy of the assessment. This will be linked to the
Completed: report when published.

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gofalgar ddiriedaeth ac Cyfrifoldeb personol
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REVIEW OF:
QUALITY CHECKS
CLINICAL INCIDENTS

PATIENT FEEDBACK
HCS AupDIT

GooD PRACTICE & COMPLIMENTS

Patient Feedback

T00% of verbal feedback given during S59% of written feedback about

annual quality checks is complimentary staff attitude is complimentary

-~ | "The caterer is so nice and knows my name and what

s
N\

% food I like. All the nurses are angels. It's very good
here.”
( “I've been treated superbly. The | —

staff are all magnificent and
deserve double what they are
paid. They deserve a medal”

Quality Checks

e The management and care provided to patients that have fallen is provided to
a high standard. Post falls procedures are followed reliably and consistently.

e Care plans and risk assessments for all patients reviewed are up to date.

e The ward has good displays and information. Especially relating to ‘'model ward’



FALLS PREVENTION

74% of falls are un-
witnessed (52/70)

40% of falls occur when a
patient attempts to get up
from the bed or bedside
chair

24% of falls occur when a
patient is walking to or
from a toilet

35% of all falls occur
between 5pm-9pm

CALL BELLS

Patient feedback indicates
that there may sometimes
be delays in answering call
bells.

DISCHARGE
INVOLVEMENT

40% of patients say that
they don't feel involved
in discharge planning

A lack of involvement in
care planning and
discharge planning has
been a concern raised by
relatives

Time of Day that Falls Occur
(review of Datix over 6months)

O O O O O O O O O O O O O O O O O O O O o o o o
2999999999999 999999999¢9 9
O 04 N O & 1N O I~ 00 OO O 0 AN N < 1N O ™N 0 O O 1 N M
O O O O O O O O O 0O " ™ ™ o1 A A =+ =+ =+ = N N N
“I couldn't reach the call bell when | was
sat in my chair”
“There aren’t enough staff to help me
when | try to get back into bed”
“When | drop my buzzer, | can't pick it up &
again and | don’t know what to do when | -
need the toilet” .
| |

MEDICATION MANAGEMENT

On 3 occasions a medication error was reported because
transdermal patches were not removed, before a new one was
applied.

Quality Check visits to the ward noted that nurses are distracted
by colleagues whilst administering medication. A contributing
factor to a medication error was reported to have been due to
frequent interruptions during the administration of controlled
medication.



REPORT TITLE: APPROVAL OF CONSENT TO EXAMINATION OR TREATMENT POLICY

MEETING

MEETING: Quality, Safety and Experience Committee DATE: 17-12-19

STATUS: F?r . For For For Information
Discussion Assurance Approval

LEAD : . .

EXECUTIVE: Executive Medical Director

REPORT

AUTHOR Mental Capacity Act Manager, tel. 029 2183 6312

(TITLE):

PURPOSE OF REPORT:

SITUATION:

This policy sets out the legal framework that governs the provision of treatment and care to
patients.

The policy has been reviewed and amended to comply with the All-Wales model Consent Policy

REPORT:

BACKGROUND:

The Consent Policy was last reviewed and updated in 2015, at which time the changes to case
law made by the Montgomery judgment were incorporated.

In 2017, Welsh Government initiated a review of the all-Wales Model Consent Policy. This work
was subsequently undertaken by a sub-group of the All Wales Consent to Treatment Group
(Chair - Dr Ben Thomas, Betsi Cadwaladr UHB).

Welsh Government issued the revised all-Wales Model Consent Policy in November 2018 by
way of a letter from the Deputy Chief Medical Officer.

ASSESSMENT:
The substance of the policy has not altered, although the layout and wording have changed.
There is now an executive summary at the beginning of the policy.

Titles, web links and the names of organizations and of bodies have been updated where
necessary.

The policy comes in two parts —

e Core guidance — this has to be included in the UHB’s Consent Policy

___./

CARING FOR PEOPLE wLQ?‘> GIG | B echyd Prifsgol
KEEPING PEOPLE WELL 7 NHS |gratmavae




e Supplementary guidance — this is optional

After consultation with the Mental Health Act Manager, it was decided to omit the mental health
supplementary guidance, as the All Wales Mental Health Act Policy Group is developing a
Consent to Treatment Policy. Procedures concerning consent and mental health can change
rapidly - for example as a result of HIW inspections — and any such changes would mean that
this Consent Policy would also need to be changed. Hence, it was agreed that consent issues
should be covered by a Mental Health Act Consent Policy.

Consultation has taken place to ensure that the policy meets the needs of the Health Board.
The document was added to the Policy Consultation pages on the intranet between 29" August
2019 and 26t September 2019

No comments were received.

The Quality, Safety and Experience Committee is responsible for keeping this policy under
review.

Clinical Boards are responsible for ensuring that their staff understand and comply with the
policy. The Clinical Boards will be notified of the adoption of the policy and the need for them to
ensure that the policy is followed by their staff. In addition, the Medical, Nursing and Therapies
Executive Directors will ensure that their senior clinicians are alerted to the policy and to the
requirement that the policy must be complied with. They will also be asked to ensure that more
junior staff are aware of and are familiar with the policy.

The primary source for dissemination of this policy within the UHB will be via the intranet and
clinical portal. It will also be made available to the wider community and our partners via the
UHB internet site.

An Equality and Health Impact assessment is attached — Appendix 1.

RECOMMENDATION:
The Quality, Safety and Experience Committee is asked to:
APPROVE the Consent to Examination or Treatment Policy

APPROVE the full publication of the Consent to Examination or Treatment Policy in accordance
with the UHB Publication Scheme

__JA-
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SHAPING OUR FUTURE WELLBEING STRATEGIC OBJECTIVES RELEVANT TO THIS
REPORT:
This report should relate to at least one of the UHB’s objectives, so please tick the box of the
relevant objective(s) for this report

6.Have a planned care system where

1.Reduce health inequalities demand and capacity are in balance

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

people
8. Work better together with partners to
3. All take responsibility for improving deliver care and support across care
our health and wellbeing sectors, making best use of our people
and technology
4. Offer services that deliver the 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the
entitled to expect resources available to us

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

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

Please highlight as relevant the Five Ways of Working (Sustainable Development Principles)
that have been considered. Please click here for more information

Sustainable
development Lon
principle: 5 Prevention terrﬁq Integration Collaboration Involvement

ways of working

EQUALITY
AND HEALTH v o5/ No / Not Applicable
IMPACT e | is will be i
If “yes” please provide copy of the assessment. This will be linked to the
ASSESSMENT - . 1 bublished
COMPLETED: P P |

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig o gofalgar ddiriedaeth ac uniond Cyfrifoldeb personol
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Reference Number: UHB 100 Date of Next Review: To be included when
document approved

Version Number: 3 Previous Trust/LHB Reference Number:
T37

CONSENT TO EXAMINATION OR TREATMENT POLICY

Policy Statement

To ensure that Cardiff and Vale University Health Board (the UHB) delivers its aims,
objectives, responsibilities and legal requirements transparently and consistently, we will

e Formally ratify this model All-Wales Policy

e Ensure that all clinicians are made aware of this policy

e Ensure that clinicians are aware of the support and advice they can access in the
UHB

e Ensure that consent training is available to clinicians

We recognise that to undertake assessment, imaging, examination, investigation,
treatment, care or research without consent, or outwith statute law, could amount to a
criminal offence and/or lead to a civil claim (such as for trespass to the person/
negligence).

Policy Commitment

We are committed to ensuring that the legal framework that governs the provision of
treatment and care to patients is understood and adhered to by our staff.

We support staff in this by

e Publishing this policy and keeping it updated

e Providing intranet pages containing useful information on consent and capacity
issues

e Providing training for staff on consent and capacity

e Providing support to staff with queries on consent and capacity issues

Supporting Procedures and Written Control Documents
This policy and the supporting procedures describe the following with regard to consent

e The legal framework which governs the provision of treatment and care to patients
Other supporting documents are:

e Guide to Consent for Examination or Treatment, WHC 2017/036

¢ Independent Mental Capacity Advocacy Procedure (Mental Capacity Act 2005),
UHB 186




Document Title: Consent to 2 0of 93 Approval Date: dd mmm yyyy
Examination or Treatment Policy
Reference Number: UHB100 Next Review Date: dd mmm yyyy
Version Number: 3 Date of Publication: dd mmm yyyy
Approved By: QSE Committee

e Lasting Power of Attorney and Court Appointed Deputy Procedure (Mental Capacity
Act 2005) UHB 113

e Mental Capacity Act 2005 Code of Practice

e Research Consent and Capacity: Standard Operating Procedure, UHB 147

Scope

This policy applies to all of our staff in all locations including those with honorary contracts.

Equality and Health An Equality and Health Impact Assessment (EHIA) has been
Impact Assessment completed and this found there to be a positive impact. Key
actions have been identified and these can be found in the
EHIA.

Policy Approved by Quality, Safety and Experience Committee

Group with authority to | Health System Management Board (consent)

approve procedures Mental Health and Capacity Legislation Committee (capacity)
written to explain how
this policy will be
implemented

Accountable Executive | Medical Director
or Clinical Board
Director

Disclaimer
If the review date of this document has passed please ensure that the version you
are using is the most up to date either by contacting the document author or the
Governance Directorate.
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and Safety
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Glossary
ADRT Advance Decision to Refuse Treatment
BMA British Medical Association
BNF British National Formulary (Supplementary guidance
only)
CAD Court Appointed Deputy
CANH Clinically Assisted Nutrition and Hydration
CoP Court of Protection
DBD Donation after brainstem death
DCD Donation after circulatory death
DNA Deoxyribonucleic Acid

DNACPR Do Not Attempt Cardiopulmonary Resuscitation

ECT Electroconvulsive Therapy
EPO Emergency Protection Order
GMC General Medical Council

HFEA 1990 | Human Fertilisation and Embryology Act 1990

HFEA Human Fertilisation and Embryology Authority

HIW Healthcare Inspectorate Wales (Supplementary
guidance only)

HRA Human Rights Act 1998

HTA 2004 Human Tissue Act 2004

HTA Human Tissue Authority

HTA 2013 Human Transplantation (Wales) Act 2013

IMCA Independent Mental Capacity Advocate
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ICSI Intracytoplasmic sperm injection

IVF In vitro fertilisation

LPA Lasting Power of Attorney

MCA Mental Capacity Act 2005

MHA Mental Health Act 1983

MCS Minimally Conscious State
Montgomery | Montgomery v Lanarkshire NHS Health Board
OPG Office of the Public Guardian

PPO Police Protection Order

PDOC Prolonged Disorder of Consciousness
PVS Persistent Vegetative State

WHC

Welsh Health Circular
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Executive summary

What is consent?

Consent is a patient’s ongoing agreement to treatment or care
It is a process — not a one-off event
For consent to be valid —

o the patient must have the mental capacity to make the relevant
decision about their treatment or care
o consent must be given voluntarily
o he or she must be properly informed about the proposed
intervention
Compliance, where a patient is not able to make an informed decision, is
not “consent”

What information should be provided?

e Patients must be provided with all the information they require, in a format
and language they can understand, so that they can make an informed
decision about what treatment, if any, they want to receive. The following
should be discussed with the patient:

o All reasonable treatment options

o All of the intended benefits and material risks, including the
risks/benefits of doing nothing

Any requirement to take and retain tissue samples, photographs etc
The presence of any trainees or students

The use of any experimental techniques

Any requests for further information or clarification should be met
Outside an emergency setting, patients should be given adequate
time to consider all of the relevant information

o O O O O

What is a material risk?

The test of materiality is whether, in the circumstances of the particular case:

e areasonable person in the patient’s position would be likely to attach
significance to the risk; or

¢ the clinician is, or should be, reasonably aware that the particular patient
would be likely to attach significance to it

What are the exceptions to the duty to disclose all relevant
information?
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Where the patient has made it clear that they do not want to know the
risks involved; or

Where treatment is required urgently, but the patient is unconscious or
unable to make the decision for any reason (treatment is provided on the
grounds of necessity); or

Where advising the patient of the risks would be seriously detrimental to
their health (this ‘therapeutic exception’ is limited and should not be
abused)

When do healthcare professionals need to obtain consent?

Before any kind of treatment or care is provided, if the patient has
capacity to consent

Who is the right person to seek consent?

The healthcare professional providing the intervention

Seeking consent can be delegated to an appropriately trained colleague
If you have been asked to obtain consent but don’t feel competent to do
so, you must refuse

How does a patient give consent?

Consent is given through an ongoing dialogue between the patient and
healthcare professional

Consent will normally be given verbally or in writing, but consent may
also be implied in certain circumstances (be very cautious about relying
on implied consent)

The consent form is a record of the patient’s decision, along with the
record of any related discussions in a patient’'s medical or nursing notes
A signature on a consent form does not prove that valid consent has
been obtained

This consent policy explains when you should obtain written consent

Can children (aged under 16 years) give consent for themselves?

Children under 16 years who are Gillick competent can give consent
Where a child is not Gillick competent, someone with parental
responsibility must give consent on their behalf, unless the situation is an
emergency and they cannot be contacted

If a competent child consents to treatment, a parent cannot over-ride
that consent

If a competent child refuses necessary treatment, legal advice should be
sought
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¢ Not all parents have parental responsibility for their children (e.g.
unmarried fathers do not automatically have such responsibility)

¢ If you doubt whether a person has parental responsibility for a child, you
must check

What about patients (aged 16 years and over) who lack capacity to
give consent?

e Patients (aged 16 years and over) are presumed to have mental
capacity unless demonstrated otherwise. A patient lacks capacity to
make a specific decision if:

o They have an impairment or disturbance that affects the way their
mind or brain works; and

o That impairment or disturbance causes them to be unable to make a
specific decision at the time it needs to be made

¢ An assessment of a patient’s capacity must be based upon their ability to
make a specific decision at the time it needs to be made. A patient with
an “impairment or disturbance” is unable to make a decision if they
cannot do one or more of the following:

o Understand the information relevant to the decision

o Retain the information long enough to make a decision

o Use or weigh up the information as part of a decision-making
process

o Communicate the decision — this could be by talking or using sign
language and includes simple muscle movements such as blinking or
squeezing a hand

A patient is not to be treated as unable to make a decision unless all
practicable steps to help the patient do so have been taken without
success. A patient can only be said to be unable to communicate when all
forms of communication have been explored.

e A person who has authority under a Health and Welfare Lasting Power
of Attorney (LPA) or a Court Appointed Deputy (CAD) with appropriate
authority can give consent when the patient lacks capacity

¢ In the absence of a person with authority under a Health and Welfare
LPA or CAD, or a valid and applicable advance decision to refuse
treatment, you must determine the patient’s best interests in accordance
with Mental Capacity Act 2005 (MCA)

e ‘Best interests’ includes past and present wishes, feelings, beliefs and
values of the patient lacking capacity and any other factors which they
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would take into account if they were able to do so. (It is not the same as
“‘medical best interests”).

¢ You must, where practical and reasonable, consult people who care for,
or have an interest in the welfare of the patient, about the patient’s
wishes and beliefs

e Where there is nobody with whom you can consult, apart from paid staff,
an Independent Mental Capacity Advocate (IMCA) MUST be instructed
where decisions are needed about serious medical treatment (including
Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) orders). The
only exception to this duty occurs when an urgent decision is required
e.g. to save the patient’s life. IMCAs will not make a decision for the
patient, but healthcare professionals have a legal duty to consider their
views.

What about refusal of treatment?

e Adults with capacity are entitled to refuse treatment or withdraw consent
for any reason, at any time, no matter how unwise this may seem. The
exception is where the treatment is for mental disorder and the patient is
detained under the Mental Health Act 1983 (MHA)

¢ A pregnant woman with capacity may refuse any treatment, even if this
would be detrimental to the health of the foetus. If a woman in labour
refuses treatment seek urgent legal advice

¢ If an un-sedated patient confirms that they do wish to withdraw consent,
and there is no immediate risk to stopping the procedure, then the
procedure should be terminated immediately and the event recorded in
the notes

¢ If a patient lacks capacity but has clearly indicated in the past, while
competent, that they would refuse treatment in specified circumstances
(an advance decision), and those circumstances arise, you must abide
by that decision if it is valid and applicable

¢ Advance decisions (made by patients with capacity aged 18 years or
over) about life-sustaining treatment must be made in writing and
contain a statement that the advance decision is to apply even if their life
is at risk. The document must be signed by the patient (or by someone
appointed by them), in the presence of a withess, who must also sign the
document.
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Informed Consent Flowchart

If a patient has capacity they are entitled to decide which, if any, of the
available treatments to undergo and their consent must be obtained before
treatment.

In order to obtain and document informed consent the three questions below,
together with the sub-questions, should be addressed:

1. Does the patient know This is the fundamental
about the material risks question and can be
of the treatment being > ?d"dregsed bby asking the
o ollowing sub questions:
proposed 1a) What sort of risks would a

reasonable person in the
patient’s circumstances
want to know?

1b) What sort of risks would
this particular patient want

to know?
2. Do any of the exceptions
to the duty to disclose 1c) Does the patient know
aoplv? about reasonable
alternatives to this
treatment?

1d) Has reasonable care been
taken to ensure that the
patient knows and
understands the above?

3. Has the consent process
been properly
documented?
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CORE POLICY

1. Introduction

About this policy

1.1

1.2

1.3

1.4

Cardiff and Vale UHB recognises that people have a fundamental legal
and ethical right to determine what happens to their own bodies and this
is reflected in this policy. Valid consent to treatment is absolutely central
in all forms of healthcare, from providing personal care to undertaking
major surgery. Seeking consent is not only a legal obligation but also a
matter of common courtesy between healthcare staff and patients. Both
the UHB and healthcare staff may be liable to legal action if valid
consent is not obtained.

Doctors, Nurses and Allied Health Professionals must at all times follow
professional standards as set out in GMC, NMC, HCPC and other
regulatory guidance. The Welsh Government’s revised Welsh Health
Circular (WHC) 2017/036: Guide to Consent for Examination or
Treatment (the Guide) - sets out the legal framework for consent and
can be found on the NHS Wales Governance E-manual at:
http://www.wales.nhs.uk/governance-emanual/patient-consent/. The
Supreme Court ruling in Montgomery v Lanarkshire NHS Health Board,
has fundamentally changed the legal framework for consent to
examination and treatment, enshrining the concepts of informed
consent and material risk in UK law (discussed later in chapter 3),
bringing the law on consent in line with existing regulatory guidance.
Healthcare staff in this UHB must comply with the standards and
procedures in this policy, which should be applied in conjunction with
the principles set out in the Guide.

While this policy is primarily concerned with healthcare and refers to
healthcare staff in all NHS settings, social care colleagues should also
be aware of their obligations to obtain consent before providing certain
forms of social care, such as those that involve touching the patient or
client.

A patient may either be an adult or a child. Reference in this policy to
an adult means a patient of 18 years or above and a child is a patient
who is under the age of 16. Reference in this policy to a young person
means a child aged 16 or 17 years.

What consent is — and isn’t

1.5

Consent is a patient’s ongoing agreement for healthcare staff to provide
care or treatment. Before providing care or treatment, healthcare staff
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1.6

1.7

should be satisfied that the patient has given his or her consent.
Consent will only be valid if:

e the patient has capacity to give consent
e itis given freely and not under duress
e the patient has been properly informed

Consent can be given in writing, verbally or even indicated non-verbally
(for example by presenting an arm for a pulse to be taken). In all cases
it is essential that an adequate record of the consent is maintained for
future reference.

The context of consent can take many different forms, ranging from the
active request by a patient for a particular treatment (which may or may
not be appropriate or available) to the passive acceptance of advice
from a healthcare professional. In some cases, the healthcare
professional will suggest a particular form of treatment or investigation
and after discussion the patient may agree to accept it. In others, there
may be a number of ways of treating a condition, and the healthcare
staff will help the patient to decide between the available options.

The relevant questions to consider

1.8

In seeking to obtain valid consent, healthcare staff should ask
themselves a series of questions, as follows.

Is there reason to doubt the patient’s capacity to give consent?

1.9

1.10

In determining whether an adult or young person lacks the mental
capacity (either temporarily or permanently) to give or withhold consent,
healthcare professionals must act in accordance with the MCA and the
MCA Code of Practice. It is important to remember that nobody can
give consent on behalf of an adult, unless they are an appointed
attorney with authority under a Health and Welfare LPA or Court
Appointed Deputy. A patient who lacks capacity can, however, be given
treatment if it is in their best interests in accordance with the MCA,
unless there is a valid and applicable advance decision refusing
treatment (advance decisions are valid only for adult patients).

When treating patients who may lack capacity, healthcare professionals
should give careful consideration to chapter 8 of this policy and the
Guide, particularly the paragraphs set out below.

Is the consent given freely?

1.1

Pressure to agree to a particular treatment can be intentionally or
unintentionally applied by family, friends or healthcare professionals.




Document Title: Consent to 18 of 93 Approval Date: dd mmm yyyy

Examination or Treatment Policy

Reference Number: UHB100 Next Review Date: dd mmm yyyy

Version Number: 3 Date of Publication: dd mmm yyyy

Approved By: QSE Committee

1.12

Professionals should be alert to this possibility, and where appropriate,
arrange to review the patient on their own to establish that the decision
is autonomous.

When patients are seen and treated in environments where involuntary
detention may be an issue, such as prisons and mental health
hospitals, there is a potential for treatment offers to be perceived
coercively, whether or not this is the case. Coercion invalidates
consent and care must be taken to ensure that the patient makes a
decision freely. Coercion should be distinguished from providing the
patient with appropriate reassurance concerning their treatment, or
pointing out the potential benefits of treatment for their health.
However, threats such as withdrawal of any privileges or loss of
remission of sentence for refusing consent, or using such matters to
induce the patient to give consent are not acceptable. Consent will not
be valid in these circumstances.

Is the patient aware of all of the material risks and benefits of the
proposed treatment and or any alternatives, including no treatment?

1.13

1.14

The healthcare professional must inform the patient about all the
material risks, benefits and available alternatives, including no
treatment. Some patients, especially those with chronic conditions,
become very well informed about their illness and may actively request
particular treatments. In many cases, ‘seeking consent’ is better
described as ‘joint decision-making’: the patient and healthcare
professional need to come to an agreement on the best way forward,
based on the patient’s values and preferences and the healthcare
professional’s clinical knowledge.

The informed person may either be the patient or someone with
parental responsibility. Where a patient lacks capacity to give consent
to the specified treatment, the decision should be made in the patient’s
best interests in accordance with MCA. It is important that a person
acting under a Health and Welfare LPA or a CAD for health and
welfare decisions is also aware of all material risks, benefits and
available alternatives, including no treatment.

Cultural issues

1.15

1.16

Cultural diversity issues should be actively considered whilst obtaining
patient’s consent. Members of some religious faiths, for example, are
extremely modest in relation to exposure of parts of the body and may
only consent to examination or treatment if it is undertaken by
someone of the same sex.

If there is any doubt or uncertainty in relation to particular
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2. Documentation

2.1

2.2

Healthcare professionals must clearly document the information
provided to a patient and any related discussions during the consent
process. This may be recorded on a consent form (with further detail in
the patient’s medical note as necessary) or within an entry in the
patient’s medical notes. (See chapter 3).

Where the signing of a consent form is not required, healthcare
professionals must document the consent process followed with an
entry in the patient’s medical notes, including details of any information
provided or related discussions.

Valid forms of consent

2.3

24

2.5

2.6

It will not usually be necessary to obtain a patient’s written consent to
routine and low-risk procedures, such as providing personal care or
taking a blood sample. However, if you have any reason to believe that
the consent may be disputed later or if the procedure is of particular
concern to the patient (for example if they have declined, or become
very distressed about, similar care in the past), it would be advisable to
do so.

It is rarely a legal requirement to seek written consent', but it is good
practice to do so if any of the following circumstances apply:

e the treatment or procedure is complex, or involves significant risks
(the term ‘risk’ is used throughout to refer to any adverse outcome,
including those which some healthcare professionals would describe
as ‘side-effects’ or ‘complications’);

e the procedure involves general/regional anaesthesia or sedation;

e providing clinical care is not the primary purpose of the procedure;

e there may be significant consequences for the patient’s employment
or personal life;

e the treatment is part of a project or programme of research
approved by this UHB (see chapter 15 of this policy).

If you are in doubt about whether a procedure requires written consent,
then the safest course of action is to complete an appropriate consent
form.

It is important to note that the place in which the treatment or
procedure is to be carried out e.g. outpatients / theatre / clinic / in the

IThe Mental Health Act 1983 and the Human Fertilisation and Embryology Act 1990 require written
consent in certain circumstances
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2.7

2.8

29

patient’s home, etc. should not affect the type of consent taken. The
nature of the consent (i.e. written, verbal or implied) should be
appropriate to the procedure concerned.

Abbreviations should never be used on consent forms.

Completed forms should be kept with the patient’'s medical notes. Any
changes to a form, made after the form has been signed by the patient,
should be initialled and dated by both patient and the relevant
healthcare professional.

A patient’s signature on a consent form does not prove that valid
consent has been provided. If a patient has made a decision on the
basis of inadequate information, or has not had sufficient time to make
a decision, consent may not be valid. Conversely, if a patient has given
valid verbal consent, the fact that they have not signed a consent form
does not mean that consent is not valid. Patients may withdraw consent
after they have signed a form; it is not a binding contract.

Standard consent forms — Consent Forms 1 and 2

2.10

2.1

There are two versions of the standard consent form:

e Consent Form 1 for adults, young people or Gillick competent
children

e Consent Form 2 for parental consent for a child under 16 who is
not Gillick competent

The consent forms have been designed to allow the patient to be given
a copy in either Welsh or English. It is essential that the original top
copy, which is in English, is the one filed in the patient’s medical notes.
See appendix A.

Form for patients aged 16 years and over who are unable to consent for
themselves — Form 4

2.12

213

The standard consent forms (Consent Forms 1 and 2) should never
be used for adult patients and young people who are unable to consent
for themselves. Where an adult patient or young person does not have
the capacity to give or withhold consent to a significant intervention, this
should be documented in Form 4 - Treatment in best interests: form for
patients aged 16 years and over who lack capacity to consent to
examination and treatment. See appendix A.

Although Form 4 is referred to as a consent form, it should be noted
that no-one, other than a person who has authority under a Health and
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214

Welfare LPA or a CAD for health and welfare decisions can give
consent on behalf of an adult patient. If a person who has authority
under a LPA or a CAD is giving consent then they should sign the
appropriate section of Form 4. A copy of Form 4 should be offered to
this person.

Form 4 requires healthcare professionals to document why the patient
lacks the capacity to make this particular healthcare decision, and why
the proposed treatment would be in his or her best interests, in
accordance with the Mental Capacity Act 2005. Where the patient’s
family and friends have been consulted about the patient’s wishes and
feelings (in order to inform the determination of what is in the patient’s
best interests) the details of this discussion must also be recorded on
the form. For further information regarding patients who lack mental
capacity to give or withhold consent, see chapter 8 of this policy. For
more minor interventions, this information should be entered in the
patient’s medical notes.

Patient information leaflet

2.15

Patients may find consent forms daunting or confusing and an
explanatory leaflet "About the consent form" is available for patients
with questions or concerns (Appendix E).

Availability of forms

2.16

Consent Forms 1 and 2 and Form 4 can be ordered via the ‘Oracle’
system.

Procedure/condition specific consent forms

217

2.18

Procedure specific consent forms may offer advantages for clinical
practice and service organisations, providing standardised information
about significant risks, benefits and alternative treatment(s). Space
must be provided on these forms so that any additional material risks,
which are specific to individual patients, can be recorded. The forms
should also meet Welsh language requirements set down in the Welsh
Language Act.

Where Clinical Boards determine that a customised consent form is
necessary (e.g. for particular high volume procedures), they must abide
by the following -

e Take responsibility for the design of the forms and paying for them.
The forms must contain all the information included in the All-Wales
template forms and replicate the format (i.e. triplicate forms —
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English/Welsh/English). The guidance on use of the forms will need
to be kept with the forms or printed on the cover of the pad of forms

e Before the forms are printed, they must be sent to the Mental
Capacity Act Manager for review and approval

e The customised forms must then be formally approved at the
Clinical Board’s Quality, Safety and Experience meeting

¢ In the event of any dispute about the information on the forms, the
Medical Director will arbitrate




Document Title: Consent to 24 of 93 Approval Date: dd mmm yyyy
Examination or Treatment Policy

Reference Number: UHB100 Next Review Date: dd mmm yyyy

Version Number: 3 Date of Publication: dd mmm yyyy

Approved By: QSE Committee

3. When should consent be sought?

3.1

3.2

Outside an urgent setting, it is good practice to seek the patient’s
consent to the proposed procedure well in advance, so that there is
time to respond to questions and provide adequate information for the
individual patient to make a fully informed decision. Seeking consent
should be viewed as a process rather than a one off event, reflecting a
dialogue between the individual patient and the healthcare
professional. The provision of information and related discussion are
components of the shared decision-making process.

This process may take place at one time, or over a series of meetings
and discussions, depending on the seriousness and/or urgency of the
situation. Healthcare professionals should take reasonable care to
ensure that patients are made aware of all of the intended benefits,
material risks and alternatives to the proposed treatment.

What is a “material risk”?

3.3

3.4

3.5

3.6

3.7

The test of materiality is whether, in the circumstances of the particular
case, a reasonable person in the patient's position would be likely to
attach significance to the risk, or the healthcare professional is or
should be reasonably aware that the particular patient would be likely
to attach significance to it.

All clinical staff should have regard to the ruling in the case of
Montgomery v Lanarkshire Health Board? given on 11th March 2015.

Following this Supreme Court ruling, healthcare professionals are
reminded of their professional responsibility to take “reasonable care to
ensure that the patient is aware of any material risks involved in any
recommended treatment, and of any reasonable alternative or variant
treatments.”

This standard of consent is similar to that required in GMC Guidance —
Good Medical Practice 2013 — namely, work in partnership with
patients. Listen to, and respond to their concerns and preferences.
Give patients the information they want or need in a way they can
understand. Respect patients’ right to reach decisions with you about
their treatment and care?.

Healthcare professionals must be satisfied that:

https://www.supremecourt.uk/decided-cases/docs/uksc 2013 0136 judgment.pdf

3http://www.gmc-uk.org/guidance/good medical practice.asp
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3.8

3.9

e The patient knows and understands all the material risks of the
proposed treatment

e The patient is aware of all reasonable alternatives

e He/she has taken reasonable care to ensure that the patient
understands all of the relevant information

e Valid exceptions to the duty to disclose apply

The three exceptions to the duty to disclose are:

e The patient tells the healthcare professional that he or she prefers
not to know the risks

e The healthcare professional reasonably considers that telling the
patient something would cause serious harm to the patient’s health
and wellbeing

e Consent is not required as the patient lacks capacity and urgent
treatment is required

The Informed Consent Flowchart set out at the beginning of this
document provides a useful reference guide for staff on the practical
implications of the Montgomery case and is also available online*.

Single stage process

3.10

3.11

In many cases, it will be appropriate for a healthcare professional to
initiate a procedure immediately after discussing it with the patient. For
example, during an ongoing episode of care a physiotherapist may
suggest a particular manipulative technique and explain how it might
help the patient’s condition and whether there are any significant risks.
If the patient gives their consent, the procedure can go ahead
immediately. Verbal consent will often be provided in this situation. This
should be recorded in the patient’'s medical notes.

If a proposed procedure/treatment involves significant and important
material risks for the patient concerned, it may be appropriate to seek
written consent. Healthcare professionals should also consider whether
the patient has had sufficient opportunity or time to process the
information required for them to make the relevant decision.

Two or more stage process

3.12

In most cases where written consent is being sought, treatment options
will generally be discussed well in advance of the actual procedure.
This may be on just one occasion or it might be over a whole series of

4http://howis.wales.nhs.uk/sitesplus/documents/861/Legal%20and%20Risk%20-

%20Montgomery%20flowchart.pdf




Document Title: Consent to 26 of 93 Approval Date: dd mmm yyyy
Examination or Treatment Policy

Reference Number: UHB100 Next Review Date: dd mmm yyyy

Version Number: 3 Date of Publication: dd mmm yyyy

Approved By: QSE Committee

3.13

3.14

3.15

consultations with a number of different healthcare professionals. The
consent process will therefore have at least two stages: the first being
the provision of information, discussion of options and initial (verbal)
decision, and the second being confirmation that the patient still wants
to go ahead>. A careful record of the information provided and the
related discussion with the patient should be detailed in the patient’s
medical notes. The consent form may be used as a means of recording
the information stage(s), as well as the confirmation stage.

Patients receiving elective treatment or investigations for which written
consent is appropriate should be familiar with the contents of their
consent form before they arrive for the actual procedure, and should
have received a copy of the consent form documenting the decision-
making process. They may be invited to sign the form, confirming that
they wish treatment to go ahead, at any appropriate point before the
procedure: in out-patients, at a pre-admission clinic, or when they arrive
for treatment. However, if a form is signed before patients arrive for
treatment, a member of the healthcare team (for example a nurse
admitting the patient for an elective procedure) must check with the
patient at this point whether they understand the procedure and the
risks involved, whether they have any further questions or further
concerns and whether their condition has changed. This is particularly
important where:

e there has been a significant lapse of time between the form being
signed and the procedure

e new information becomes available regarding the proposed
intervention (for example, new evidence of risks or new treatment
options)

e the patient’s condition has changed significantly in the intervening
period

e the patient’s responsible clinician has changed since the form was
signed

Similarly, if a patient is returning on multiple occasions for a course of
treatment, a member of the healthcare team must check with the
patient on each occasion that they still consent to the procedure. This
confirmation of consent should be recorded on the consent form, or, if
insufficient space, in the patient’s medical notes.

When confirming the patient’s consent and understanding, it is
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3.16

advisable to use a form of words which requires more than a yes/no
answer from the patient: for example beginning with “tell me what
you’re expecting to happen”, rather than “is everything all right?”

It should always be remembered that for consent to be valid, the patient
must feel that it would have been possible for them to refuse, or change
their mind. It will rarely be appropriate to ask a patient to sign a consent
form after they have begun to be prepared for treatment (for example,
by changing into a hospital gown), unless this is unavoidable because
of the urgency of the patient’s condition.

Postal consent

3.17

3.18

The patient’s consent may be obtained by post, as this may give the
patient time to read and reflect on the consent form and information
provided. However, any person carrying out a procedure must ensure,
at the earliest opportunity following admission, that the patient has
understood the information and that they still give their consent. If the
patient has queries or concerns he or she must be given time to
consider any additional information. It is important to remember that,
whether a patient does or does not have capacity to consent, no
relative or carer can sign on his or her behalf (unless in accordance
with the MCA — see chapter 8 of this policy, or under parental
responsibility, if the competent child or young person wishes the parent
to take the decision for them).

Patients should not be given pre-operative sedation before being asked
for their consent to proceed with treatment (although women in labour
can consent to a caesarean section even if they have received sedation
— see paragraph 17.2 of this policy). If a situation arises where a
change to the consent form is required after the patient has received
sedation, this should only be done if the doctor responsible for the
patient’s care is clearly able to demonstrate that the patient still has
capacity to be involved in the decision to make the required change.
This must be documented in the patient’s medical notes. The outcome
of the assessment, any changes made to the consent form and the
reasons for the changes must also be clearly documented in the
patient’s medical notes. If the patient does not have capacity due to the
administration of sedation, any changes to the consent form should be
delayed until capacity is regained (i.e. the effects of the sedation have
worn off). If the urgency of the situation is such that a delay in
undertaking the procedure would lead to harm to the patient, any
decision that is made about continuing has to be made in the best
interests of the patient. Best interests decisions and the reasons for
them should be documented in the patient’'s medical notes. Chapter 8
of this policy provides further guidance on assessing capacity and
making best interests decisions.
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Seeking consent for anaesthesia

3.19

3.20

Where an anaesthetist is involved in a patient’s care, it is their
responsibility (not that of a surgeon) to seek consent for anaesthesia,
having discussed the benefits and significant or material risks with the
patient. In an elective setting it is not acceptable for the patient to
receive no information about anaesthesia until their pre-operative visit
from the anaesthetist: at such a late stage the patient may not be able
to make a considered decision about whether or not to undergo
anaesthesia. Patients should therefore either receive a general leaflet
about anaesthesia in an outpatient setting, or have the opportunity to
discuss anaesthesia in a pre-assessment clinic. The anaesthetist
should ensure that the discussion with the patient and their consent is
recorded in the anaesthetic record, the patient’'s medical notes or on the
consent form. Where the healthcare professional providing the care is
personally responsible for anaesthesia (e.g. where local anaesthesia or
sedation is being used), then he or she will also be responsible for
ensuring that the patient has given consent to that form of anaesthesia.

Where general anaesthesia or sedation is being provided as part of
dental treatment, the General Dental Council currently holds dentists
responsible for ensuring that the patient has been provided all the
necessary information. In such cases, the anaesthetist and dentist will
therefore share that responsibility.

Emergencies

3.21

Clearly in emergencies, the two stages (discussion of options and
confirmation that the patient wishes to go ahead) may follow straight on
from each other, and it may often be appropriate to use the patient’s
medical notes to document any discussion and the patient’s consent,
rather than using a form. The urgency of the patient’s situation may limit
the quantity of information that they can be given, but should not affect
its quality and should still include benefits, significant and important
(material) risks and alternatives relevant to the individual
circumstances of the patient.

Treatment of children and young people

3.22 When treating children and young people, healthcare professionals

should take particular care to ensure that they are familiar with the
relevant law and consider carefully whether the child or young person is
competent to give his or her consent to the treatment. Chapter 7 of this
policy provides further information.

Withdrawal of consent
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3.23

3.24

3.25

3.26

A patient with capacity is entitled to withdraw consent at any time.
Where a patient does object during treatment, it is good practice for the
healthcare professional, if at all possible, to stop the procedure,
establish the patient’s concerns, and explain the consequences of not
completing the procedure. If the patient confirms that they do wish to
withdraw consent, and there is no immediate risk to stopping the
procedure, then the procedure should be terminated immediately.

The healthcare professional should try to establish whether at that time
the patient has capacity to withdraw consent. This is particularly
important if the patient has been given sedation. If a patient lacks
capacity, it may be justified to continue in the patient’s best interests in
accordance with the MCA.

If a sedated patient or one who otherwise lacks mental capacity to
consent begins to struggle or resists treatment either verbally or
physically, it is the responsibility of the healthcare professional to act in
the patient’s best interests. If this event occurs at a crucial time, which
will have an impact on a successful outcome, then it would be wise to
pause, attempt to regain co-operation and complete, perhaps with
additional sedation. If the situation deteriorates, is irretrievable, and
patient safety is likely to become compromised, then termination of the
procedure is recommended. This must be recorded in the patient’s
medical notes.

For issues relating to withdrawal of consent by patients being treated in
accordance with sections 57, 58 or 58A of the Mental Health Act,
please refer to the Mental Health Act 1983 Code of Practice for Wales.
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4. Provision of information

4.1

4.2

The provision of information is central to the consent process. Before
patients can make an informed decision about their treatment, they
need comprehensible information about their condition and any
reasonable treatment options and their risks and benefits (including the
risks/benefits of doing nothing). Patients also need to know the scope of
the intended treatment and whether additional procedures are likely to
be necessary, for example - blood transfusion or the removal of
particular tissue.

Patients will differ in how much information they want about a proposed
treatment. Some patients will want as much detail as possible,
including details of rare risks, while others will ask healthcare
professionals to make decisions for them. In such circumstances, the
healthcare professional should explain the importance of
understanding the significant risks and benefits of a recommended
treatment, and making an informed decision. The presumption must be
that the patient wishes to be well informed about the material risks and
benefits of the various treatment options. Where the patient makes
clear (verbally or non-verbally) that they do not wish to be given this
level of information, this should be documented and the patient may be
asked to sign the record to confirm their decision. It must be made
clear to the patient that they can change their mind and have more
information at any time.

Has the patient received sufficient information?

4.3

4.4

4.5

To give valid consent the patient needs to be provided with sufficient
information to understand in broad terms the nature and purpose of the
procedure. Information about any significant and material risks and
benefits of the proposed treatment and any alternative options should
be provided, including the option of no treatment. Any
misrepresentation of these elements will invalidate consent. Where
relevant, information about anaesthesia must be given (see paragraph
3.19 above) as well as information about the procedure itself.

The information provided should be tailored to the individual patient.

The use of patient information leaflets can help healthcare
professionals to provide patients with the information they need, in
order to arrive at an informed decision. Wherever possible patients
should be sent information prior to their appointment so that they have
time to read and absorb it, and can consider what questions they would
like to ask when they meet with the relevant healthcare professional.
This will help to ensure that they fully understand the treatment being
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4.6

proposed and can make an informed decision regarding consent.
However, the use of leaflets does not remove the healthcare
professional’s responsibility to provide a verbal explanation of often
much the same information. In this context, the use of patient
information leaflets is considered to be an example of best practice.
The use and provision of the patient information leaflet should be
documented on the consent form or in the patient’s health records. A
copy of the patient information leaflet should be inserted into the
patient’s health record. If an EIDO information leaflet has been used,
its name, number and date can be documented.

Patient information in different formats and languages must be made
available.

Communication Issues

4.7

4.8

A patient must not be assessed as lacking capacity to consent to the
particular investigation, treatment or care merely because they have a
limited ability to communicate. Care should be taken not to
underestimate the ability of a patient to communicate, whatever their
condition. Healthcare professionals should take all reasonable steps to
facilitate communication with the patient, using communication aids as
appropriate. Particular consideration should be given to the way in
which information is presented to the patient. Drawings, diagrams and
models may be useful for example. In emergency situations, taking
these steps may not be possible, but good practice would be to record
the reasons for this in the patient’'s medical notes.

Where appropriate those who know the patient well, including their
family, friends, carers or staff from professional or voluntary support
services, may be able to advise on the best ways to communicate with
the patient.

Provision for Welsh speaking patients

4.9

Every effort should be made to ensure that the language preference of
the patient is offered, established, recorded, acted upon and relayed to
others within the UHB. Welsh must be treated no less favourably than
English. Whenever possible discussions with Welsh speaking patients
regarding consent should be conducted with Welsh speaking
healthcare professionals.

For further information about the provision of Welsh language support,
please see the Translation and Interpreter Services page of the
intranet.
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4.10

The All Wales consent forms (see chapter 2 of this policy) have been
designed bilingually so that the patient can be given a copy in either
English or Welsh. It is essential that the top copy, which is in English, is
completed and added to the patient’'s medical notes. Availability of
bilingual consent forms ensures that:

e Welsh and English versions of consent forms are equally
accessible to patients

e both the patient and healthcare professional are clear about what
is being agreed to in circumstances where a non-Welsh
speaking healthcare professional is dealing with a Welsh
speaking patient, and

¢ the needs of mixed-language families, other mixed-language
audiences and Welsh learners are met

Provision for patients whose first language is not English or Welsh

4.1

4.12

This UHB is committed to ensuring that patients whose first language is
not English or Welsh receive the information they need and are able to
communicate appropriately with healthcare staff. This includes British
Sign Language (BSL). In order to safeguard the consent process,
unless the healthcare professional is fluent in the patient’s language, an
interpreter should always be used when seeking consent from the
patient (except for minor, routine procedures).

It is not appropriate to use children or family members to interpret for
patients who do not speak English.

For further information about the provision of language/communication
support, please see the Translation and Interpreter Services page of
the intranet.

Access to more detailed or specialist information

4.13 Patients may sometimes request more detailed information about their

condition or a proposed treatment than that provided in general leaflets
and every effort must be made to accommodate such a request.

Access to healthcare professionals between formal appointments

4.14 After an appointment with a healthcare professional, patients will often

think of further questions which they would like answered before
making a decision. Where possible, it will be much quicker and easier
for the patient to contact the healthcare team by phone than to make
another appointment or wait until the date of an elective procedure, by
which time it is too late for the patient to reflect upon the information.
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Patients should be provided with appropriate contact details at the time
of their appointment.

4.15 The provision of advice over the telephone needs to be undertaken by
suitably qualified staff and must follow agreed guidelines, policies and
procedures. Advice given must be evidence based and up to date. A
record of the information given must be kept in the patient’s medical
notes. Where advice deviates from accepted guidance, the advice
given must be clearly documented and the reasons for such deviation
stated.

Open access clinics

4.16 Where patients access clinics directly, it should not be assumed that
their presence at the clinic implies consent to particular treatment. You
should ensure that they have the information they need to give their
consent before proceeding with an investigation or treatment.

Consent and inpatients

4.17 Irrespective of whether the patient is an inpatient or outpatient, the
process of seeking consent must be adhered to. Just because a patient
is already in a hospital bed, consent for examination and treatment
cannot be assumed. As stated previously, the patient needs to be
provided with sufficient time and information to understand in broad
terms the nature and purpose of the procedure.
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5. Who is responsible for seeking consent?

5.1

5.2

The healthcare professional carrying out the procedure is ultimately
responsible for ensuring that the patient has given valid consent for the
proposed treatment or procedure. He or she will be held responsible in
law if the validity of consent is subsequently challenged.

Where verbal or non-verbal consent is being sought at the point the
procedure will be carried out, this will be done by the healthcare
professional responsible. However, team work is a crucial part of the
way the NHS operates and, where written consent is being sought it
may be appropriate for other members of the team to participate in the
process of seeking consent e.g. providing information about the
treatment or procedure.

Competence of those seeking consent

5.3

5.4

5.5

5.6

Consent must be obtained by a healthcare professional who is
competent either because they themselves carry out the procedure or
because they have received specialist training in advising patients
about this procedure, have been assessed, are aware of their own
knowledge limitations and are subject to audit. Inappropriate delegation
(e.g. where the healthcare professional seeking consent has
inadequate knowledge of the procedure) may mean that the consent is
not valid.

It is a healthcare professional’s own responsibility:

e to ensure that when they require colleagues to seek consent on
their behalf they are confident that the colleague is competent to
do so; and

e to work within their own competence and not to agree to perform
tasks which exceed that competence

If you feel that you are being pressurised to seek consent when you do
not feel competent to do so, please discuss this with your
manager/supervisor/educational lead or the Patient Safety Team.

The Wales Deanery and the Welsh Government have made it clear
that F1 doctors can only take consent in specific clinical situations
where they have undertaken formal training and their competency has
been assessed. Healthcare professionals are responsible for knowing
the limits of their own competence and should seek the advice of
appropriate colleagues when necessary.
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Completing consent forms

5.7

5.8

The standard consent form provides space for a healthcare
professional to provide information to patients and to sign confirming
that they have done so. The healthcare professional providing the
information must be competent to do so.

If the patient signs the form in advance of the procedure (for example in
out-patients or at a pre-assessment clinic), a healthcare professional
involved in their care on the day should sign ‘Confirmation of Consent’
section of the form to confirm that the patient still wishes to go ahead
and has had any further questions answered. It will be appropriate for
any member of the healthcare team (for example a nurse admitting the
patient for an elective procedure) to provide the second signature, as
long as they have access to appropriate colleagues to answer
questions they cannot handle themselves.

Attendance by students and trainees (i.e. pre-registration clinicians from

5.9

5.10

5.11

5.12

any discipline)

Where a student or trainee healthcare professional is undertaking
examination or treatment of the patient where the procedure will further
the patient’s care — for example taking a blood sample for testing —
then, assuming the student is appropriately trained in the procedure,
the fact that it is carried out by a student does not alter the nature and
purpose of the procedure. It is therefore not a legal requirement to tell
the patient that the healthcare professional is a student, although it
would always be good practice to do so and consent in the usual way
will still be required.

In contrast, where a student proposes to conduct a physical
examination which is not part of the patient’s care, then it is essential to
explain that the purpose of the examination is to further the student’s
training and to seek consent for that to take place. Verbal consent must
be obtained and a record made in the patient’'s medical notes.

A patient's consent should be obtained when a student is going to be
present during an examination or treatment purely as an observer.
Patients have the right to refuse consent in these circumstances without
any detrimental effect on their treatment. Written consent must be
obtained if students or trainees are going to be present during
examination or treatment using sedation or anaesthetic.

Patients must be informed that they have the right to refuse consent to
being observed, attended to or examined by students without any
detrimental effect on their treatment.
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5.13 Itis essential that appropriate supervision of students is carried out in
all of the above situations and that, where consent is required, the
supervisor is reassured that valid consent has been obtained.

Attendance by company representatives

5.14 On occasions when company representatives need to be present for a
procedure/treatment (e.g. where equipment is being used for the first
time and the representative is there to assist with its use), written
consent from the patient must be obtained.
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6. Adults with capacity — refusal of treatment

Right to refuse treatment

6.1 An adult patient who has capacity can refuse any treatment, except in
certain circumstances governed by the Mental Health Act 1983 (see
chapter 14 of this policy). The following paragraphs apply primarily to
adults. In determining whether a patient has capacity to make this
decision the MCA must be applied. See chapter 8 of this policy.

6.2  An adult with capacity may make a decision which is based on their
religious belief (e.g. Jehovah’s Witnesses) or value system. Even if it is
perceived by others that the decision is unwise or irrational, the patient
may still make that decision if he or she has capacity to do so and it is
a voluntary and informed decision. Any attempt to treat that patient
against his or her wishes could amount to a criminal offence. It is the
right of an adult patient with capacity to refuse treatment even if that
refusal might result in their death. However in cases of doubt,
healthcare professionals should always seek legal advice.

6.3 If, after discussion of possible treatment options, a patient refuses
treatment, this fact should be clearly documented in their notes. If the
patient has already signed a consent form, but then changes their
mind, the healthcare professional (and where possible the patient)
should note this on the ‘Patient has withdrawn consent’ section of the
consent form.

6.4  Where a patient has refused a particular intervention, the healthcare
professional must ensure that he or she continues to provide any other
appropriate care to which they have consented. You should also
ensure that the patient realises they are free to change their mind and
accept treatment if they later wish to do so. Where delay may affect
their treatment choices, they should be advised accordingly.

6.5 If a patient consents to a particular procedure but refuses certain
aspects of the intervention, the healthcare professional must explain to
the patient the possible consequences of their partial refusal. If the
healthcare professional genuinely believes that the procedure cannot
be safely carried out under the patient’s stipulated conditions, he or she
is not obliged to perform it. They must, however, continue to provide
any other appropriate care. Where another healthcare professional
believes that the treatment can be safely carried out under the
conditions specified by the patient, he or she must on request be
prepared to transfer the patient’s care to that healthcare professional.

6.6  Whilst a patient has the right to refuse treatment this does not mean



Document Title: Consent to 38 of 93 Approval Date: dd mmm yyyy
Examination or Treatment Policy

Reference Number: UHB100 Next Review Date: dd mmm yyyy

Version Number: 3 Date of Publication: dd mmm yyyy

Approved By: QSE Committee

that they have the right to require a particular course of treatment.

Self harm and attempted suicide

6.7

6.8

6.9

Cases of self harm present a particular difficulty for healthcare
professionals but the same law and guidance, as set out above, applies
to treatment of these cases. Where the patient is able to communicate,
an assessment of their mental capacity should be made as a matter of
urgency.

If the patient is judged not to have capacity, decisions about their
physical health treatment need to be made in accordance with the MCA
(see chapter 8 of this policy). If treatment is required for their mental
health, the MHA will apply. If a patient has attempted suicide and is
unconscious, and there is insufficient time to undertake the usual best
interests decision making process then he or she should be given
emergency treatment unless the healthcare professional is satisfied that
an advance decision to refuse treatment exists which is valid and
applicable to the life-sustaining treatment in these circumstances.

Adult patients with capacity do have the right to refuse life-sustaining
treatment, both at the time it is offered and in the future even if the
healthcare professional believes that the patient’s decision is unwise. If
a patient with capacity has harmed themselves and refuses treatment, it
may be appropriate to consider obtaining a psychiatric assessment.
Unless the adult patient with capacity is detained under the Mental
Health Act 1983 and the treatment is for, or a symptom of, a mental
disorder, then their refusal must be respected although attempts should
be made to encourage him or her to accept help and healthcare
professionals should consult legal advisers.

Patients who refuse blood or blood components (e.g. Jehovah’s

6.10

Witnesses)

The same legal principles apply to any patient who refuses treatment
whether they do so out of religious convictions or otherwise. No patient
should be considered to be likely to refuse blood products merely on the
basis of their religion. Every patient needs to be asked and informed
individually.

Further information on Jehovah’s Witness Patients

6.11

It is important to remember that not all Jehovah’s Witnesses refuse
blood products. Most practising Jehovah’s Witnesses who do will carry
with them a clear, signed and witnessed advance decision card
prohibiting blood transfusions and releasing clinicians from any liability




Document Title: Consent to 39 of 93 Approval Date: dd mmm yyyy

Examination or Treatment Policy

Reference Number: UHB100 Next Review Date: dd mmm yyyy

Version Number: 3 Date of Publication: dd mmm yyyy

Approved By: QSE Committee

6.12

arising from this refusal. If an applicable and valid advance decision is
produced, then this should be acted upon. If the patient does not have
capacity and a valid and applicable advance decision cannot be
produced, the clinical judgement of a doctor should take precedence
over the opinion of relatives or associates.

Further information can be found at the following:

Royal College of Surgeons (2016) Caring for patients who
refuse blood: a guide to good practice for the surgical
management of Jehovah’s Witnesses and other patients who
decline transfusion

Association of Anaesthetists of Great Britain and Ireland, 2"
Edition, (2005) Management of Anaesthesia for Jehovah’s
Witnesses

Hospital Information Services for Jehovah’s Witnesses (2005)
Care plan for women in labour refusing a blood transfusion

UK Blood Transfusion and Tissue Transplantation Services
(http://www.transfusionguidelines.org.uk/index.asp?Publication=
BBT&Section=22&pageid=510 Better Blood Transfusion Toolkit:
Appropriate Use of Blood: Pre-operative Assessment —
Jehovah’s Witnesses

Joint United Kingdom (UK) Blood Transfusion and Tissue
Transplantation Services Professional Advisory Committee
chapter 12: Management of patients who do not accept
transfusion

6.13 Further information or advice on the clinical management of this group
of patients can be obtained from:

A Consultant Haematologist within the UHB
The local Hospital Liaison Committee for Jehovah's Witnesses
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7. Treatment of children and young people

7.1

When treating or caring for children and young people, healthcare
professionals should take account of chapter 5 of the Guide.

Children or young people with capacity to consent to treatment

7.2

7.3

7.4

7.5

When treating children and young people, healthcare professionals
should take particular care to ensure that they are familiar with the
relevant law.

Careful consideration should be given to whether the child is
competent to give his or her consent to the specified treatment. A child
under the age of 16, who has sufficient maturity and intelligence to be
capable of understanding the treatment and making a decision based
on the information provided (Gillick competent) will have capacity to
consent to treatment and care. If a competent child consents to
treatment a parent cannot over-ride that consent. As with adults,
consent will only be valid if it is given voluntarily by an appropriately
informed patient who has capacity to consent to the particular
treatment.

Young people aged 16 or 17 with capacity are assumed in law to be
competent and can give consent for their own treatment. If a 16 or 17
year old consents to treatment a parent cannot over-ride that consent.
This applies equally to young people with capacity who are to be
admitted (informally) to hospital for treatment for a mental disorder.

It is not a legal requirement but it is advisable to include the child/young
person’s family in discussions regarding treatment. However, this can
only be done with the consent of the child/young person.

See Appendix D for guidance on assessing whether a child is Gillick
competent.

Children who are not competent to consent to treatment

7.6

7.7

If the child is not competent to give consent, then the healthcare
professional may give treatment on the basis of parental consent.
Parental consent may be given by any person who has parental
responsibility for the child, provided that person has capacity to give
such consent. This may not necessarily be the parents but, for
convenience, “parents” in this policy means all persons with parental
responsibility.

Healthcare professionals need to make reasonable enquiries as to who
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holds parental responsibility for the child. Every effort should be made
to include all those with parental responsibility in discussions regarding
treatment options.

7.8  Not all parents have parental responsibility for their children. For
example, unmarried fathers do not automatically have such
responsibility - but they can acquire it. If you have any doubt about
whether the person with the child has parental responsibility for that
child, you must check. The Children Act 1989 (which applies to both
children and young people) sets out the persons who may have
responsibility for a child.

7.9  Parental responsibility is vested in:
e the mother automatically on the birth of the child

e the father if his name has been registered on the child’s birth certificate
(this only applies to births from 15t December 2003)

e the father/partner when he/she is married to the mother at the time of
the birth

e an unmarried father can acquire parental responsibility in the following
ways:-

o by jointly registering the birth with the mother (only
applies to births from 15t December 2003)

o by entering into a Parental Responsibility Agreement with
the mother

o by applying to the courts for a Parental Responsibility
Order

o by being appointed as guardian either by the mother or

the court (although he will usually only assume parental
responsibility upon the mother’s death)

o by obtaining a residence order

o by marrying the mother and agreeing with her that he will
assume parental responsibility

o marrying the mother and upon his application to the court

o by adopting the child
¢ legally appointed guardian

e a person who has been granted a residence order in respect of the
child

e a step-parent who has entered into a Parental Responsibility
Agreement with the mother
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7.10

7.11

7.12

7.13

a local authority in whose favour a care order has been made®
a person who has been granted an emergency protection order

an adopter of a child in accordance with section 46 of Adoption and
Children Act 2002

a husband and wife in whose favour a parental order has been made
under section 30 of the Human Fertilisation and Embryology Act 1990

an adoption agency in accordance with section 25 of the Adoption and
Children Act 2002

the court in wardship procedures

some same-sex partners in certain situations

If you are in any doubt about whether a person has parental
responsibility or whether a parent is acting in the best interests of the
child you should seek legal advice.

Consent is usually only needed from one person holding parental
responsibility. However there have been legal cases where the Court
has advised that all parties with parental responsibility must give
consent; if consent cannot be agreed an order from the Family Division
of the High Court must be obtained. Those cases have included:

¢ sterilisation for contraceptive purposes
e non-therapeutic male circumcision
e hotly contested issues of immunization

Where consent is being given on behalf of a child who is not competent
to consent, the healthcare professionals, the child and the person with
parental responsibility must meet to discuss and consider treatment
options. This is particularly important if more than one person has
parental responsibility for a child.

When children who are not competent to give consent are being cared
for in hospital, it may not seem practicable to seek the consent of the
parents on every occasion for every routine intervention such as blood
or urine tests or X-rays. However, healthcare professionals should
remember that, in law, such consent is required, although consent may
be given in advance. Where a child is admitted, the healthcare
professional should discuss with the parents what routine procedures

6Care should be sought as a Local Authority has the power to restrict the parental responsibility of the
parents in relation to health care. It should always be established who has parental responsibility
when an order is made and in what circumstances the parental responsibility can be exercised.
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will be necessary, and, if it is not practicable to seek consent for every
intervention, they may ask the parents if they are content to give their
consent in advance for these routine procedures. If the parents are not
content to give their consent, then consent should be obtained on
every occasion. The parents may specify that they wish to be asked
before particular procedures are initiated. You must then do so, unless
the delay involved in contacting them would put the child’s health at
risk.

7.14 ltis important to be aware that neither an Emergency Protection Order
(EPO) nor a Police Protection Order (PPO) confers the consent for
examination. If the person who has parental responsibility is not
available, consent with directions, must be obtained from the Family
Division of the High Court.

7.15 A healthcare professional must not rely on the consent of a parent if he
or she has any doubts about whether the parent is acting in the best
interests of the child. In order to consent on behalf of a child, the
person with parental responsibility must also have mental capacity
themselves.

7.16 For forensic examinations different rules may apply.

Young people (age 16 and 17 years) without capacity to consent to
treatment

7.17 Healthcare professionals must follow the Mental Capacity Act when the
young person lacks capacity to decide about treatment.

Children who are competent or young people (aged 16 or 17) with
capacity who refuse treatment

7.18 Healthcare professionals should be very careful in cases where a
young person or child refuses treatment. Such cases can be
controversial and raise complex legal issues. Healthcare professionals
should have particular regard to chapter 3 of the Guide. Please contact
the Mental Capacity Act Manager/Patient Safety Team in the first
instance.

7.19 Where a young person of 16 or 17 who has capacity, or a child under
16 who has been assessed as Gillick competent, refuses treatment, a
person with parental responsibility for the child / young person or the
Courts can be used as alternative sources of consent. In such
circumstances legal advice should be sought. See Appendix C.

7.20 Where a child has refused treatment, and a decision is made to give
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7.21

treatment on the basis of parental consent, it must be exercised on the
grounds that the welfare of the child is paramount. The psychological
effect on the child of having their decision over-ruled must also be
considered.

Where a young person aged 16-17 who has capacity is to be admitted
to hospital for treatment for a mental disorder, the MHA provides that
where that person refuses to be admitted to hospital for treatment for a
mental disorder, a person with parental responsibility for that person
cannot overrule that refusal. The MHA should be used where
appropriate.

Person with parental responsibility refusing treatment

7.22

If consent for treatment is refused by one or more of those with
parental responsibility, or where an agreement cannot be reached
between the persons with parental responsibility, seek legal advice.
See Appendix C.

Young people aged 16 and 17 who refuse life-sustaining treatment

7.23

7.24

7.25

Where a young person aged 16 or 17 refuses life-sustaining treatment
(e.g. a blood transfusion on the basis of their religious conviction)
healthcare professionals should exercise extreme caution. In these
circumstances, legal advice should be sought and, if necessary, the
matter should be referred to the court. See Appendix C

The management of a young person in an emergency situation, who is
likely to die or suffer serious permanent harm without immediate
treatment, is viewed in law in a different light. There may not even be
time for emergency application to the court. Senior clinicians may
decide to treat without consulting the court. Parents may not prevent
clinicians from administering treatment to their children if their child’s
life or health is in imminent danger. This includes cases where the
parents wish to refuse blood products for their child on religious
grounds. Staff may rely on the support of the courts to endorse
decisions that are taken in good faith and in the best interests of the
young person concerned. It is important, however that two doctors of
consultant status should make an unambiguous, signed and dated
entry in the patient’s medical notes that the treatment is essential to
save life or prevent serious permanent harm. The doctor who stands
by and allows a ‘minor’ patient to die in circumstances where treatment
might have avoided death may be vulnerable to criminal prosecution.

The courts have often commented that such a situation does not
detract from the loving and responsible reputation of the parents
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7.26

involved, and they have stressed the need for parents to be fully
informed of the clinical developments regarding their child and of the
intended action by clinicians.

When treating children or young people in these circumstances,
healthcare professionals should consider carefully the guidance in
chapter 5 of the Guide.

Parents refusing life-sustaining treatment for a child

7.27

Where a parent or parents intend to refuse life-sustaining treatment for
a child under the age of 16, staff must always seek legal advice (see
Appendix C). The well-being of the child is paramount and, if the
parents refuse to give permission for the treatment, it may be
necessary to apply for a court order to administer the treatment
lawfully. Healthcare professionals should note that a court order can be
obtained out of hours when necessary.

Emergency treatment

7.28 A life threatening emergency may arise in connection with a child when

consultation with either a person with parental responsibility or the
court is impossible, or the persons with parental responsibility refuse
consent despite such emergency treatment appearing to be in the best
interests of that child. In such cases the courts have stated that doubt
should be resolved in favour of the preservation of life and it will be
acceptable to undertake treatment to preserve life or prevent serious
damage to health.
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8. Patients who lack capacity to give or withhold

8.1

8.2

consent

In determining whether a patient aged 16 years and over lacks the
mental capacity - either temporarily or permanently - to give or withhold
consent for themselves, healthcare professionals must act in
accordance with the Mental Capacity Act 2005. A patient who lacks
capacity can be given treatment if it is in their best interests, as long as
the patient (when aged 18 years and over) has not made a valid and
applicable advance decision refusing that specific treatment.

When treating patients who may lack capacity, healthcare
professionals must have due regard for the MCA Code of Practice.

Does the patient have capacity?

8.3

8.4

8.5

8.6

The MCA applies in relation to determining whether a patient has
capacity to give their consent. It is a key principle of the MCA that a
patient is assumed to have capacity to make decisions for themselves
unless it is established on the balance of probabilities that they do not.

In ascertaining a patient’s capacity, the healthcare professional must
not make a judgment on the basis of the patient’s age, appearance,
assumptions about their condition or any other aspect of his or her
behaviour. It is important to take all possible steps to try and help the
patient make a decision for themselves (see chapter 3 of the MCA
Code of Practice). Where there is doubt about a patient’s capacity, an
assessment must be carried out and the healthcare professional must
be able to justify their conclusions.

It is the healthcare professional proposing treatment or examination
who should assess the patient’s capacity to consent. More complex
decisions are likely to need more formal assessments, which may
include a professional opinion (for example from a speech and
language therapist/psychologist), but the final decision about the
patient’s capacity must be made by the person intending to carry out
the action.

Healthcare professionals who carry out actions related to the care and
treatment of patients who lack capacity to consent to them at that time
may be protected from liability if they reasonably believe (having
assessed the patient’s capacity where there is doubt) that the patient
lacks capacity to make that particular decision at the time it needs to be
made and the action is in the patient’s best interests. (For further
guidance see chapter 6 of the MCA Code of Practice and note that the
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8.7

8.8

8.9

8.10

8.11

8.12

8.13

MCA imposes limitations on acts which can be carried out with
protection from liability — including where there is inappropriate use of
restraint or where the patient who lacks capacity is deprived of their
liberty).

A patient lacks capacity if he or she is unable to make a specific
decision for themselves in relation to a matter at the time it needs to be
made because they have an impairment or disturbance of the mind or
brain. This impairment or disturbance can either be temporary or
permanent.

The MCA provides that a patient with an “impairment or disturbance” is
unable to make a decision if they are unable to do one or more of the
following:
a) understand the information relevant to the decision; or
b) retain that information; or
C) use or weigh that information as part of the process of
making the decision; or
d) communicate his or her decision, whether by talking, using
sign language or any other means

If a patient cannot do one or more of these as a result of their
impairment they will be treated as being unable to make the decision.
Point d) only applies in situations where the patient cannot
communicate their decisions in any way.

The British Medical Association has published advice on the
assessment of capacity - www.bma.org.uk/

Capacity should not be confused with a healthcare professional’s
assessment of the reasonableness of the patient’s decision. The
patient is entitled to make a decision which is based on their own
religious belief or value system, even if it is perceived by others to be
unwise or irrational.

Where there is any doubt about a patient’s capacity to make a
particular decision, after support has been provided without success,
an assessment must be carried out. This should be done in
accordance with the requirements of the MCA and the assessment
must be recorded e.g. using Form 4.

An apparent lack of capacity to give or withhold consent may in fact be
the result of communication difficulties rather than genuine incapacity.
The healthcare professional undertaking the assessment of capacity is
required by the MCA to take all practicable steps to help the patient
make the decision, therefore they should involve appropriate
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colleagues, such as specialist learning disability teams and speech and
language therapists, unless the urgency of the patient’s situation
prevents this. If at all possible, the patient should be assisted to make
and communicate their own decision, for example by providing
information in non-verbal formats where appropriate.

Advance decisions to refuse treatment (ADRT)

8.14

8.15

8.16

8.17

In accordance with the MCA, a person who is 18 or over and has
capacity can make an ADRT. An ADRT may be withdrawn or altered
at any time whilst the person has capacity.

Any ADRT that is valid and applicable to the treatment that is proposed
is legally binding. A healthcare professional must follow a valid and
applicable ADRT. If they do not, they could face criminal prosecution
and or civil liability.

A valid and applicable ADRT that is made after a Health and Welfare
LPA overrules the decision of any Attorney.

If a patient has made a valid and applicable ADRT but that treatment is
for a mental disorder, a healthcare professional may still give that
treatment to the patient if he or she has authority to do so under Part 4
and 4A of the MHA and consent is not required. Informal patients are
not covered by Part 4 of the MHA and their advance decisions refusing
treatment are enforceable if valid and applicable.

Validity of an ADRT

8.18

8.19

An ADRT is valid if made voluntarily by an appropriately informed adult
(aged 18 years or over) with capacity.

An ADRT is not valid if the individual:

a) was under 18 years of age when it was drawn up; or

b) did not have capacity when the decision was made; or

c) was acting under duress; or

d) has withdrawn the advance decision (verbally or in writing) at a
time when he/she had capacity to do so; or

e) has done anything else clearly inconsistent with the ADRT
remaining his fixed decision; or

f) creates a LPA after the date when the ADRT was made,
conferring authority on the attorney to give or refuse consent to
the treatment to which the ADRT relates.
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8.20

8.21

8.22

Healthcare professionals should ensure that the ADRT that is being
considered has been regularly reviewed and updated. However,
ADRTs made long in advance of incapacity are not necessarily invalid
unless, for example, there are reasonable grounds for believing that
circumstances have since arisen which mean the patient would have
changed their mind if they still had capacity. For example, there may
be a medical advancement which the patient was unaware of at the
time he or she made the advance decision, which could significantly
improve their condition.

There are no specific legal requirements concerning the format of an
ADRT (unless it involves life-sustaining treatment — see below). It may
be a written document, a witnessed verbal statement, a signed printed
card, a smart card, or a note of discussion recorded in a patient’s
health record. Although there is no legal requirement, if possible
patients should be encouraged to put their ADRT in writing so that
there is a clear record of their wishes.

If an ADRT relates to refusal of life-sustaining treatment, it will only be
valid if it is in writing, contains the words ‘even if life is at risk’ (or words
to that effect) and is signed, dated and witnessed.

Applicability of an ADRT

8.23

8.24

An ADRT must clearly specify the treatment that is being refused and
in what specific circumstances it applies. It must be unambiguous and
applicable to present circumstances. If the decision to be made falls
outside of the scope of the ADRT, it will not be applicable.

An ADRT cannot authorize anyone to do anything which is unlawful (for
example assist an individual in committing suicide), or make anyone
carry out a particular treatment.

Responsibility of healthcare professionals

8.25

8.26

It is the responsibility of the person making the ADRT to ensure that it
will be drawn to the attention of healthcare professionals when it is
needed. However, healthcare professionals are also responsible for
asking patients or their representatives about the existence of ADRT.

If a healthcare professional knows or has reasonable grounds to
believe that an ADRT exists, and time permits, then they should make
reasonable enquiries regarding its existence and content. Emergency
treatment should not be delayed in order to look for an ADRT if there is
no clear indication that one exists.
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8.27

8.28

8.29

8.30

If an ADRT relates to refusal of life-sustaining treatment, then the
healthcare professional must see a written, signed and witnessed
ADRT which contains the words ‘even if life is at risk’ (or similar).

A healthcare professional will not be acting unlawfully if he or she
treats a patient and is genuinely unaware of the existence of an ADRT.
Similarly they will not act unlawfully if they act in accordance with an
ADRT that they believe is valid and applicable at the time but is later
proved to be invalid/ not applicable.

If there is any doubt about the validity or applicability of an ADRT it
may be necessary to refer the matter to the Court of Protection (CoP).
In this situation, healthcare professionals may provide life-sustaining
treatment or treatment that prevents serious deterioration in the
patient’s condition whilst the decision of the court is awaited.

If an ADRT is not valid and applicable, it should still be noted as an
expression of the patient’s feelings and wishes about what should
happen to them, and should be taken into account in deciding what is
in their best interests.

Advance statements

8.31

8.32

8.33

An advance statement is different to an advance decision to refuse
treatment in that it generally outlines a patient’s wishes or preferences
in relation to care or treatment that they want to have, as opposed to
being a refusal of treatment. Although an advance statement is not
legally binding it should be noted as an expression of the patient’s
feelings and wishes about what should happen to them if they lack
capacity to decide for themselves, and should be taken into account in
deciding what is in their best interests.

Some advance statements will express the patient’s wishes that a
particular course of action should be taken or that they should receive
a particular type of treatment in the event that they no longer have
capacity. The healthcare professional is not under a legal obligation to
provide treatment because the patient demands it. The decision to treat
is ultimately a matter for his or her professional judgment acting in the
context of a best interests decision. In making that decision the
healthcare professional will, however, be required to take into account
the patient’s wishes as expressed in determining what is in his or her
best interests.

Further information about ADRT is available in chapter 9 of the MCA
Code of Practice.
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Decisions made in the patient’s best interests

8.34

8.35

8.36

8.37

8.38

In determining what is in the patient’s best interests, the healthcare
professional must look at the patient’s circumstances as a whole and
not just at what is in the patient’s best medical interests. They must try
to work out what the patient would have wanted if he or she had
capacity, rather than what that professional believes to be in his or her
best interests. The healthcare professional must make all reasonable
efforts to ascertain:

e the patient’s past and present wishes and feelings

e any beliefs and values that would be likely to influence the
patient’s decision, and

e any other factors that the patient would be likely to consider if
they were making the decision

Lack of capacity to make the decision in question will not automatically
mean that the patient is unable to participate in the decision making
process, and every assistance should be given to enable him or her to
do so.

A healthcare professional must not make assumptions about
someone’s best interests simply on their age, appearance, condition or
behaviour. They should also consider whether the patient is likely to
regain capacity and if so whether the decision can be deferred.

They must also, so far as is practicable, consult representatives of the
patient to see if they have any information about the patient’s wishes,
feelings, beliefs and values. In particular, they should try to consult:

e any unpaid person who is named by the patient as a person who
should be consulted on such matters

e anyone engaged in caring for the patient or interested in his
welfare

e any person who has been granted a LPA by the patient; and

e any deputy appointed for the patient by the CoP to make
decisions for that patient

The purpose of consulting is to ascertain what the patient would have
wanted if they had capacity, not what the persons consulted believe
should happen. Where a patient has made a Health and Welfare LPA
or a deputy of the CoP (for personal welfare) has been appointed, and
if it is within their authority, it will be for the attorney or deputy to make
the decision on the patient’s behalf. However, they too must act in the
patient’s best interests and, where practicable and appropriate, consult
the people indicated above.
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8.39

8.40

If a patient has no one who can be consulted, healthcare professionals
must consider whether the circumstances are such that an
Independent Mental Capacity Advocate (IMCA) should be instructed
(see below).

If the patient has made an advance statement (other than a valid and
applicable ADRT), then the healthcare professional should still take
that statement into account in deciding what is in the patient’s best
interests, as it is a reflection of the patient’s wishes and feelings.
However, if it is the healthcare professional’s judgment that to act in
accordance with the advance statement would not be appropriate and
not in the patient’s best interests, he or she is not bound to do so.

Temporary incapacity

8.41

Patients may suffer a temporary loss of capacity, for example, where
they are under a general anaesthetic or sedation, or unconscious after
a road accident. As with any other situation, an assessment of that
patient’s capacity must only examine their capacity to make a particular
decision when it needs to be made. Unless the patient has made a
valid and applicable ADRT of which you are aware, then they may be
treated insofar as is reasonably required in their best interests pending
recovery of capacity. This will include, but is not limited to, routine
procedures such as washing and assistance with feeding. If a medical
intervention is thought to be in the patient’s best interests but can be
delayed until the patient recovers capacity and is able to consent to (or
refuse) the intervention, it must be delayed.

Fluctuating capacity

8.42

It is possible for a patient’s capacity to fluctuate. In such cases, it is
good practice to establish whilst the patient has capacity their views
about any clinical intervention that may be necessary during a period of
incapacity and to record these views. The patient may wish to make an
advance decision to refuse certain types of treatment (see paragraphs
8.14 to 8.30). If the person does not make a relevant ADRT, the
patient’s treatment when incapacitated should accord with the
principles for treating the temporarily incapacitated (see above).

Lasting Power of Attorney (LPA)

8.43

LPA was introduced by the MCA. An LPA may be executed by any
person of 18 years or over whilst they have capacity and takes effect
when they no longer have capacity. A Health and Welfare LPA
appoints a person to act as an attorney to make decisions about a
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8.44

8.45

person’s welfare and medical treatment when that person lacks the
capacity to make that particular decision. The attorney acting under a
Health and Welfare LPA must make the decision in the person’s best
interests. The LPA must be registered with the Office of the Public
Guardian (OPG) before it can be used and it is essential that
healthcare professionals see the sealed (OPG stamp) LPA document
to confirm that it has been registered, and to assure themselves of the
authority that it confers on Attorney(s). An LPA does not authorise an
attorney to refuse or give consent to life-sustaining treatment unless
this is explicitly stated in the LPA. If two or more people have been
appointed as attorneys, they may either be appointed to act jointly or
jointly and severally. If they are acting jointly, any decision must be
made by consensus. However if they are acting jointly or severally,
then either of the attorneys can make a decision independently of the
other.

If the patient has made a valid and applicable ADRT to refuse
treatment, then this can be overridden by an attorney providing that the
LPA was made after the advance decision and his or her authority
under the LPA extends to making decisions about treatment that is the
subject of the advance decision. An attorney, like any person who is
making a decision on behalf of a patient who lacks capacity, must act

in accordance with the MCA and must have regard to the MCA Code of
Practice.

When acting on the basis of a decision by an attorney, a healthcare
professional should, so far as is reasonable, try to ensure that the
attorney is acting within their authority. Any disputes between a
healthcare professional and an attorney that cannot be resolved, or
cases where there are grounds for believing that the attorney is not
making decisions that are in the best interests of the patient, should be
referred to the CoP.

Court Appointed Deputies (CAD)

8.46

8.47

Whilst a decision made by the Court is always preferred, the MCA now
provides that the Court can appoint deputies to make decisions on its
behalf. This may be necessary if there are a number of difficult
decisions to be made in relation to the patient. The CAD will normally
be a family member, partner, friend or person who is well known to the
patient. Healthcare professionals must always ensure that they see a
sealed (CoP stamp) copy of the deputyship order so that they are clear
what authority the CAD holds.

As with attorneys appointed under a LPA, a CAD may only make
decisions where they have reasonable grounds to believe that the
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8.48

8.49

person they are acting for does not have capacity, and any decisions
they take will be strictly limited to the terms specified by the Court and
in accordance with the MCA. A CAD is also subject to a number of
restrictions in the exercising of their powers. For example, a CAD
cannot refuse consent to the carrying out or continuation of life-
sustaining treatment for the patient, nor can he or she direct a person
responsible for the patient’s healthcare to allow a different person to
take over that responsibility. A deputy cannot restrict a named person
from having access to the patient.

Healthcare professionals should co-operate with the CAD with the aim
of doing what is best for the patient. Where a CAD acting within their
authority makes a decision that a treatment (that is not life-sustaining)
should be withheld or withdrawn the healthcare professional must act
in accordance with those instructions. However a CAD cannot require a
healthcare professional to give a particular type of treatment, as this is
a matter of clinical judgement. In such cases where a healthcare
professional has declined to give treatment, then it is good practice to
seek a second opinion, although the CAD cannot insist that the
healthcare professional steps aside to allow another professional to
take over the case. A CAD is supervised by the OPG, and where a
healthcare professional suspects that a deputy is not acting in the best
interests of the patient, he or she should refer the matter to the Public
Guardian.

A valid and applicable ADRT overrules the decision of the CAD.

Independent Mental Capacity Advocates (IMCA)

8.50

8.51

If a patient aged 16 years or older who lacks capacity is to receive
serious medical treatment, and that patient has no one else to consult
and support them other than paid or professional staff, then unless a
decision has to be made urgently (e.g. to save the person’s life), an
IMCA must be instructed. The duty to instruct rests with the Health
Board in the case of treatment provided in hospital. (Note that there are
other situations when an IMCA must be instructed — e.g. decisions
about whether to place people into accommodation (for example, a
care home or a long stay hospital and under the Deprivation of Liberty
Safeguards.)

The role of the IMCA is to represent and support the patient. They will
not make decisions on the patient’s behalf. Such decisions will still be
made by the healthcare professional on the basis of what is in the
patient’s best interests. However the IMCA will speak to the patient
and, so far as possible, try to engage them in the decision process.
They will assist in determining what is in the patient’s best interests and
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the healthcare professional must take into account the views of the
IMCA in deciding what actions to take. The IMCA is entitled to
information about the patient and to see his or her relevant health
records.

8.52 Where serious medical treatment is proposed, they will discuss with the
professional the proposed course of treatment or action and any
alternative treatment that may be available and may, if they consider it
necessary, ask for a second medical opinion.

8.53 Serious medical treatment for this purpose means treatment which
involves providing, withdrawing or withholding treatment in
circumstances:

e where there is a fine balance between the benefits and burdens
the treatment would have on the patient and taking into account
the likely risks, or

e where there is a choice of treatments, a decision as to which
one to use is finely balanced, or

e what is proposed would be likely to involve serious
consequences for the patient

Referral to the Court of Protection

8.54 Where there are difficult or complex decisions to make on behalf of a
patient who lacks capacity, the matter must be referred to the Court of
Protection if all other options for making the decision or resolving
differences have been exhausted.

8.55 The Court of Protection can deal with any matters covered by the
Mental Capacity Act 2005, such as:

e whether the patient has capacity to make a particular decision

e whether an ADRT is valid and applicable

e what course of action/decision would be in a patient’s best
interests

e where there is a dispute between healthcare professionals,
members of the family, partners, carers or any other interested
persons such as an Independent Mental Capacity Advocate or
the attorney of a Lasting Power of Attorney about what is in the
patient’s best interests

e where there is doubt about whether the patient lacks capacity to
make a decision for themselves and is not likely to regain
capacity in the short term

e where treatment of an experimental nature is proposed
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8.56

8.57

8.58

Where a patient lacks capacity then a referral to the Court must be
made in the following circumstances:

e where it is proposed that the patient should undergo non-
therapeutic sterilisation (e.g. for contraceptive purposes)

e cases involving organ or bone marrow donation by a patient who
lacks capacity to consent

e where it is proposed to withdraw / withhold nutrition and
hydration from a patient with a prolonged disorder of
consciousness (PDOC) and, for example, the case seems ‘finely
balanced’, or where there are differences of opinion between
treating clinicians, or between treating clinicians and patients’
families as to whether ongoing treatment is in the patient’s best
interests, or where a dispute has arisen and cannot be resolved.
The term PDOC encompasses both persistent vegetative state
(PVS) and minimally conscious state (MCS)

e where there are doubts or a dispute about whether a particular
treatment would be in the best interests of the patient

This is not an exhaustive list and the courts may extend the list of
procedures that should always be referred. Legal advice should be
sought.

In cases of PDOC, if

e the MCA, MCA Code of Practice and regulatory framework are
observed correctly
o there is agreement as to what is in the patient’s best interests
e a second independent clinical opinion is available which
supports the best interests decision and that the clinical decision
to withdraw CANH is reasonable in the circumstances, given the
diagnosis
then life sustaining treatment (including CANH) can be withdrawn
/withheld without the need to make an application to the court. The
second clinical opinion should be sought from a consultant with
experience of PDOC, who has not been involved in the patient’s care
and who should, so far as reasonably practical, be external to the UHB.
The consultant should examine the patient and review the patient’s
medical notes and the information that has been collected. Healthcare
professionals should make a very detailed clinical record (covering
many specified matters) and also full note of all discussions, meetings
and reasons for decisions reached. Legal advice can be sought to
support the decision.

The Court has held that therapeutic abortion and sterilisation where
there is a medical necessity does not automatically require a referral,
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8.59

8.60

although such procedures can give rise to special concern about the
best interests and rights of a patient who lacks capacity. In the case of
a patient with learning disabilities, it is good practice to involve a
learning disability consultant psychiatrist, the multidisciplinary team and
the patient’s family/partner as part of the decision-making process and
to document their involvement. Less invasive or reversible options
should always be considered before permanent sterilisation.

Appendix C provides advice for healthcare professionals who need
legal advice when they are faced with a situation that may require the
intervention of the Court of Protection. Guidance on referring matters to
the Court of Protection has also been issued by the General Medical
Council and the BMA.

http://www.gmc-

uk.org/guidance/ethical guidance/consent guidance index.asp
https://www.bma.org.uk/advice/employment/ethics/mental-
capacity/mental-capacity-toolkit/12-court-of-protection-and-court-
appointed-deputies

Where an adult or young person has been assessed to lack the
capacity to give or withhold consent to a significant intervention, this
fact should be documented on Form 4: Treatment in best interests (see
chapter 2 of this policy) along with full details of the assessment of
capacity and best interests.
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9. Human Tissue

Removal, storage and use of human tissue

9.1

9.2

9.3

9.4

9.5

The Human Tissue Act 2004 (HTA 2004) makes consent the
fundamental principle underpinning the lawful retention and use of
body parts, organs and tissue from the living or deceased for specified
health related purposes and public display. Human tissue is defined as
material which has come from a human body and consists of, or
includes human cells. Live gametes and embryos are excluded as they
are regulated under the Human Fertilisation and Embryology Act 1990
(HFEA).

The Human Tissue Act Codes of Practice and Standards issued by the
Human Tissue Authority (HTA) contain detailed provisions on consent
to the storage and use of relevant material from the living and the
deceased. The Codes and Standards can be found on the following
link. https://www.hta.gov.uk/hta-codes-practice-and-standards-0

The HTA 2004 creates an offence of DNA theft. It is unlawful to obtain
and store human tissue with the intention of its DNA being analysed,
without consent of the patient from whom the tissue was obtained.

The HTA 2004 allows material taken from the living to be stored and
used without consent for the following scheduled purposes on the basis
that these are bound up with the general provision of clinical and
diagnostic services:

clinical audit

education or training relating to human health
performance assessment

public health monitoring and

quality assurance

However, if a patient actively objects to the use of their samples for
such purposes, then that objection should be complied with. The Act
and the Code contain a complex set of rules around the need for
consent being required for the above purposes if the tissue is removed
after death. There is also a set of rules about relevant material taken
from a patient in their lifetime continues to be treated as such after
death. Itis the point at which the material is removed that determines
how it is affected by the Act. The Code refers to concepts such as
nominated representatives and qualifying relationships for the purpose
of consent. It is too detailed to quote fully here and it should be
consulted where relevant decisions need to be made.
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9.6

9.7

9.8

Consent is required to store and use tissue removed from the living for:

e obtaining scientific or medical information about a patient which
may be relevant to any other person (now or in the future)

e public display

e research into disorders, or the functioning of the human body
and

e transplantation

The system must be well-publicised and transparent, making provision
for patients to record their consent or objection to the use of such tissue
and for this to be notified to the laboratory. Patients must also be able
to record any objections to particular uses or use of particular tissues.

Written consent must be obtained from the patient either at the time of
their procedure, or retrospectively, to indicate whether or not they give
their consent to the use of removed tissue for a specific research
project.

Consent to post mortem examinations

9.9

9.10

9.1

9.12

9.13

The Bereavement Intranet Page should be referred to for necessary
details.

If a post mortem examination is ordered by the coroner, the consent of
relatives is not required.

Other post-mortem examinations are hospital post-mortem
examinations which are usually carried out at the request of doctors
who have been caring for the patient or, sometimes, at the request of
close relatives wishing to find out more about how a patient died. In
some circumstances it may be appropriate to limit the examination to a
particular region of the body.

All post mortems are carried out under an HTA licence held by the
Health Board. It is a requirement of the HTA 2004 that appropriate
consent is taken before a post-mortem can be carried out or any other
tissue removed from the body of a deceased person. This consent
must be obtained from a person in a "qualifying relationship" (see also
above). The request for a hospital post-mortem should be made by the
clinician who, after discussions, will liaise with the appropriate persons
to ensure all statutory requirements are met.

For further information on post mortems the Human Tissue Authority
Code of Practice — Post Mortem Examination (Code 3, 2009) should be
consulted. For further information on retention of tissues, organs and
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body fluids, please seek advice from the pathologist.

Transplantation - living Donation

9.14

The HTA is responsible for the regulation, through a system of
approvals, of the donation from living people of solid organs, bone
marrow and peripheral stem cells for transplantation into others.
Information on the legal requirements is available -
https://www.hta.gov.uk/

Transplantation - deceased organ donation

9.15

9.16

Consent to organ donation in Wales is governed by the Human
Transplantation (Wales) Act 2013. There is an associated Code of
Practice -
https://www.hta.gov.uk/sites/default/files/HTA_CoP_on_Human_Trans
plantation (Wales) Act 2013 - Final - May 2014.pdf. This system
operates on the basis of deemed consent; it is assumed that the
individual had no objection to organ donation unless they have
registered or expressed a decision not to donate their organs following
their death. Patient representatives should be consulted to obtain any
evidence that a patient did not wish to be an organ donor.

Express consent to organ donation is required where a patient has not
been an ordinary resident in Wales for more than 12 months before

dying.
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10.

Clinical photography, video recordings and
audio recordings

Making and using visual or audio recordings of patients

10.1

10.2

10.3

10.4

10.5

This chapter focuses on the consent aspect of making photographic,
video or audio recordings of patients. ‘Recordings’ in this chapter
means originals or copies of audio recordings, photographs and other
visual images of patients that may be made using any recording device
e.g. video.

Visual and audio recordings of patients may be made for any of the
following reasons:

e As part of assessment, investigation or treatment of a patient, to
be kept in the patient’s medical notes

e For use in teaching, training or assessment of fellow healthcare
professionals and students or other appropriate groups e.g. at a
conference

e For use in clinical research

e For publication e.g. in a book, a journal, a patient information
leaflet, on a poster or in publicity material, any of which may also
be accessible on the internet

e As potential evidence e.g. following injuries sustained as the
result of an accident or an assault or where there is suspected
non-accidental injury

Because it is sometimes possible for people to be identified by tattoos
or other distinguishing marks or features, or from the sound of their
voice in an audio recording, it is the Health Board’s policy that written
consent must always be obtained prior to making a visual or audio
recording of a patient (or part of a patient) for any of the purposes
described in paragraph 10.2 (for exceptions see paragraph 10.9
below).

Healthcare professionals should always ensure that they ask for a
patient’s written consent in advance if any photographic, video or audio
recording will result from a procedure (unless the patient is temporarily
unconscious — see paragraph 10.18).

If you only obtain consent for use of photographic, video or audio
recordings as part of treating or assessing a patient you must not use
them for any purpose other than the patient’s care or the audit of that
care, without obtaining further consent from the patient.
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General Principles

10.6 When making or using recordings you must respect the patient’s
privacy and dignity and their right to make or participate in decisions
that affect them. The following general principles apply to most
photographic, video and audio recordings:

seek permission to make the recording and get consent for any
use or disclosure

give patients adequate information about the purpose of the
recording when seeking their permission

make recordings only when you have appropriate consent or
other valid authority for doing so

ensure that patients are under no pressure to give their
permission for the recording to be made

stop the recording if the patient asks you to, or if it is having an
adverse effect on the consultation or treatment

do not participate in any recording made against a patient's
wishes

eyes or faces must not be blacked out in an attempt to conceal
identity after the recording has been made. Every effort must be
made to conceal the identity of the patient whilst the recording is
being taken. You must ensure that the patient is informed if
their face will be visible in the recording

ensure that the recording does not compromise patients' privacy
and dignity

do not use recordings for purposes outside the scope of the
original consent for use, without obtaining further consent

make appropriate secure arrangements for storage of
recordings

10.7 Before the photograph, video or audio recording is made, healthcare
professionals must ensure that patients:

understand the purpose of the recording, who will be allowed to
see/hear it, the circumstances in which it will be shown/played,
that copies are likely to be made if the recording is for
educational purposes, and that the recording will be stored
securely within the Health Board / Trust

understand that, in the case of publication, they will not be able
to withdraw their consent or control future use of the material,
once the recording is in the public domain

understand that withholding permission for the recording to be
made, or withdrawing permission during the recording, will not
affect the quality of care they receive

are given time to read explanatory material and to consider the
implications of giving their written permission. Explanatory
material should not imply that permission is expected. It should
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be written in language that is easily understood. If necessary,
translations should be provided
have signed a consent form

10.8 After the recording, the healthcare professional must ensure that:

patients are asked if they want to vary or withdraw their consent
to the use of the recording

recordings are used only for the purpose for which patients have
given consent

patients are given the chance, if they wish, to see the recording
in the form in which it will be shown

recordings are given the same level of protection as with
patient’s medical notes against improper disclosure

if a patient withdraws or fails to confirm consent for the use of
the recording, the recording is not used and is erased as soon
as possible

Recordings for which consent is not required

10.9 Permission and consent is not needed to make or use the recordings
listed below, provided that, before use, they are effectively anonymised
by the removal of any identifying marks (writing in the margins of an x-
ray, for example):

Images taken from pathology slides

X-rays

Laparoscopic or endoscopic images

Images of internal organs (however, it is best practice to obtain
written consent if the recording is to be used in education or
publication and will be accompanied by verbal or written
information which may enable inadvertent identification of the
patient)

Recordings of organ functions

Ultrasound images

Children and young people

10.10 Where children lack the understanding to give their permission to
photographic, video or audio recordings, healthcare professionals must
get permission to record from the person with parental responsibility.
Children under 16 who have the competence to give permission for a
recording may sign the consent form themselves. Healthcare
professionals should make a note of the factors taken into account in
assessing the child's competence. Young people are assumed in law
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to be competent and can give permission to recordings themselves,
unless they lack capacity.

10.11 In cases of suspected non-accidental injury of a child, photographs
may be taken without parental consent if necessary. However, these
photographs must only be used as part of the clinical record, or as
potential evidence. They must not be used for education, publication
or research without written consent. [f written consent is given for use
in education, publication or research, it is recommended that images
are not used for these purposes before or during likely legal
proceedings.

Vulnerable adults

10.12 In the case of suspected non-accidental injury of a vulnerable adult,
efforts should be made to obtain written consent to the taking and use
of photographs as potential evidence.

10.13 If the patient is unwilling for recordings to be made for evidential
purposes, then the patient should still be asked for consent to
photographs being taken for their clinical record, if it is a valid addition
to the record, or if it is not appropriate to seek their consent for
evidential purposes at that time e.g. if the alleged perpetrator is
present. Photographs taken for the clinical record cannot be used as
evidence, unless, at a later date, the patient changes their mind. In this
case the consent form can be modified at this later date, and these
modifications must be signed and dated by the patient.

Foetal loss, stillbirth and neonatal death

10.14 Photographs taken solely for the purpose of giving them to the
bereaved parents do not qualify as clinical photographs and therefore
do not come under the auspices of this policy. Photographs taken on
behalf of the bereaved must not be used for any other purpose without
written consent from the person with parental responsibility.

10.15 If photographs are required for any other purpose (except during the
course of a post mortem examination) the written consent of those with
parental responsibility must be obtained.

Adults and young people who lack the capacity to consent for
themselves

10.16 When adults or young people lack capacity to make a decision about
an audio or visual recording for themselves, any decision must be
made in accordance with the MCA.
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10.17 As a general principle you should not make, or use, any such recording

10.18

if the purpose of the recording could equally well be met by recording
patients who are able to give or withhold consent.

The situation may sometimes arise where the patient is temporarily
unable to give or withhold consent because, for example, they are
unconscious. In such cases, you may make such a recording, but you
must seek consent as soon as the patient regains capacity. You must
not use the recording until you have received consent for its use, and if
the patient does not consent to any form of use, the recording must be
destroyed.

Adults and young people who lack capacity - recordings made as part of

10.19

clinical care, or as potential evidence

If it can be demonstrated that it is in the patient’s best interests, then
photographs, video and audio recordings can be made as part of the
patient’s clinical care, or as potential evidence. If someone holds a
Health and Welfare LPA or is a CAD, they should be asked to consent
on behalf of the patient. Otherwise the healthcare professional making
the recording must confirm that they have assessed capacity and are
acting in the patient’s best interests.

Adults and young people who lack capacity - recordings made for

education and publication

10.20 If adults or young people lack capacity to make a decision about

photographs, video or audio recordings for themselves, then recordings
can only be taken and used for education or publication if it has been
determined to be in the patient’s best interests.

Patients who have capacity but are unable to sign the consent form

10.21

Physical inability to sign a consent form does not detract from an
individual’s ability to give consent. Patients can indicate their consent
verbally or non-verbally, in the presence of a witness, who should then
sign the consent form to confirm that the patient’s consent was given.
Recordings can then be used in the same way as if the patient had
signed the consent form.

Withdrawal of consent

10.22 Patients have the right to withdraw consent for the use of their audio or

visual records at any time. This should be documented on the consent
form and the form, or the appropriate section of the form, should be

scored through. In the case of publication, it is particularly important to
make it clear to patients, when consent is originally obtained, that once
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the recording is in the public domain there is no opportunity for
effective withdrawal of consent.

Further information

10.23 The above information is drawn from the GMC guidance: Making and
using visual and audio recordings of patients (2011), which gives
further detailed advice in the use of recordings when treating or

assessing patients.

Telemedicine

10.24 Telemedicine should be viewed as a form of examination, and valid
consent should be obtained in the same way as in any other
examination, not just to the recording and exchange of information but
to the process of telemedicine. The patient should understand that:

e itis not the same as seeing a healthcare professional in a face-

to-face meeting

¢ the information/diagnosis received may be compromised by the

technology

e they have a right to decline review via telemedicine

Healthcare professionals must abide by their IT Security Policy and
Data Protection Policies in the handling of all images/recordings and

data
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11. Consent to specific procedures

Consent to screening

11.1

11.2

Healthcare professionals must ensure that anyone considering whether
to consent to screening can make a properly informed decision. As far
as possible, they should ensure that screening would not be contrary to
the individual's interest. Particular attention must be paid to ensuring
that the information the patient wants or ought to have is identified and
provided. Those taking consent should be careful to explain clearly:

e the purpose of the screening

¢ the likelihood of positive/negative findings and possibility of false
positive/negative results

e whether there are any reasonable alternatives

e the uncertainties and material risks attached to the screening
process

e any significant medical, social or financial implications of
screening for the particular condition or predisposition

e follow up plans, including availability of counselling and support
services

If healthcare professionals are considering the possibility of screening
adults and young people who do not have capacity to consent to the
screening they must act in accordance with the MCA and ensure that
decisions made are in the patient’s best interests. In appropriate cases,
account must be taken of the guidance issued by bodies such as the
Advisory Committee on Genetic Testing.

Consent to cosmetic treatments (surgical and non-surgical)

11.3 From 1 June 2016 new GMC guidance for Doctors applies to both

surgical (such as breast augmentation) and non-surgical (such as
Botox) procedures. A link to this guidance can be found here:
http://www.gmc-
uk.org/static/documents/content/Guidance_for_doctors_who_offer_cos
metic_interventions 080416.pdf
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12. Seeking consent for genetic investigations
(or investigations likely to reveal the
diagnosis as being a genetic disorder)

12.1 Consent to genetic investigations is a particularly complex and
controversial area.

Information and likely implications

12.2 When obtaining consent for investigations which may reveal genetic
disorders, it is important that patients have been given full information
about the likely implications of the test.

12.3 If healthcare professionals are considering the possibility of performing
investigations on adults and young people who do not have capacity to
consent to the investigation, they must act in accordance with the MCA
and ensure that they make decisions in the patient’s best interests.

12.4 Itis recommended that reference should be made to specialist
guidelines such as guidance issued by the Joint Committee on Medical
Genetics:
http://www.bsgm.org.uk/media/39563/consent_and_confidentiality 201
1_1_.pdf
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13. Withholding or withdrawing life — sustaining
treatment

General

13.1  The GMC guidance Treatment and care towards the end of life: good

13.2

13.3

13.4

13.5

13.6

practice in decision making (2010) provides detailed guidance on
withdrawing and withholding life - sustaining treatment.

A competent patient should always be consulted when making a
decision to withhold or withdraw life-sustaining treatment unless the
healthcare professional forms a view that involvement will actually
‘harm’ the patient. Recent case law has underlined the extent of the
duty of the healthcare professionals to consult a competent patient or
those with an interest in the welfare of the patient, where that patient
lacks mental capacity to be involved in the decision.

Any valid and applicable ADRT is legally binding and must be
respected unless a patient has subsequently made a Health and
Welfare LPA giving the attorney authority to make decisions regarding
the provision of life-sustaining treatment.

Where the patient lacks capacity to be involved in the decisions, and
the patient has not made a Health and Welfare LPA giving an attorney
appropriate authority, the healthcare professional must consult the
patient’s relatives, friends, or carers and other professionals involved in
their care when making a best interests decision about the withholding
or withdrawal of life-sustaining treatment. If there is no-one other than
paid staff to consult with, an IMCA must be instructed. Where an
urgent decision is required and a patient’s representatives cannot be
contacted, the reasons for this must be carefully recorded in the
patient’s medical notes. See paragraphs 8.34 — 8.40 above.

There is an important distinction between withdrawing or withholding
treatment which is of no clinical benefit to the patient or is not in the
patient’s best interests, and taking a deliberate action to end the
patient’s life. A deliberate action which is intended to cause death is
unlawful. Equally, there is no lawful justification for continuing
treatment which is not in a patient’s best interests.

Once a decision has been reached to withhold or withdraw life-
prolonging treatment, the basis of the decision and the details of any
discussions with the patient and/or their representatives must be
recorded in the medical notes. Decisions to withhold or withdraw life-
prolonging treatment should be reviewed periodically and following any
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relevant change in a patient’s circumstances.

Prolonged disorder of consciousness (PDOC)

13.7 If the MCA and MCA Code of Practice and regulatory framework are
observed correctly, there is agreement as to what is in the patient’s
best interests and a second independent clinical opinion is available
which supports the best interests decision, life sustaining treatment
(including CANH) can be withdrawn/withheld without the need to make
an application to the court. For more detail see paragraphs 8.56 and

8.57.

13.8 Additional information is available from:

e RCP, BMA (2018) Clinically-assisted nutrition and hydration (CANH)

and adults who lack the capacity to consent

e GMC (2010) Treatment and care towards the end of life: good practice

in decision making
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14. Medical treatment of patients with a mental

disorder

Basic principles

14.1

14.2

14.3

14.4

14.5

14.6

This chapter provides information regarding consent issues relating to
the medical treatment of patients with a mental disorder. It should not
be read in isolation from the rest of this policy, since the principles
contained throughout this document apply to all patients from whom
consent is sought, irrespective of whether or not they have a mental
disorder.

The principle of self-determination and autonomy of the individual,
described in chapter 1 of this policy, applies equally to those who are
suffering from mental disorder; a key distinction being that, in the
circumstances authorised by the Mental Health Act 1983 (referred to as
the MHA), treatment for a mental disorder may be given in the absence
of the recipient’s consent. Nevertheless, consensual treatment should
always be sought in line with the principle of provision within the least
restrictive context.

Part 4 of the MHA is concerned with consent to treatment. The reader
should also refer to the MHA 1983 Code of Practice for Wales, 2016
generally and particularly chapters 24 and 25 for further information
about consent and the Mental Health Act 1983.

Patients suffering from mental disorder, including those detained under
the MHA are not necessarily incapable of giving valid consent and
each patient’s capacity to consent has to be judged individually in the
light of the decision required and the patient’s mental state at the time.
Lack of capacity can be permanent or temporary and can also vary
over time. Assessment of capacity should follow the principles
described in the Mental Capacity Act 2005 (see chapter 8 of this

policy).

The approved clinician in charge of the treatment has a duty to ensure
that the patient is provided with sufficient information to enable him/her
to understand:

e the nature, purpose, likely and intended effects of the treatment

¢ their right to withdraw consent at any time, and

¢ how and when treatment can be given without their consent,
including the legal authority for the treatment

A record of the discussion at which consent is obtained or sought must
be fully recorded in the health records.
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14.7

Inpatients in Wales, whether detained or informal, and those subject to
conditional discharge, a community treatment order, or guardianship
are eligible for an independent mental health advocate (IMHA). All
patients being considered for s57 type treatments (i.e. psychosurgery
or implantation of hormones to reduce male sex drive) and children
under 16 years being considered for ECT are also eligible. The only
exception is a patient detained in a place of safety under s135 or s136
of the MHA. Further information about the role of the IMHA may be
found in chapter 6 of the MHA Code of Practice for Wales, 2016.

Medical treatment for mental disorder

14.8

14.9

14.10

Psychiatric in-patients may be classified into three groups when
considering consent to treatment for their mental disorder:

a) patients detained under the Mental Health Act 1983

b) informal patients who possess capacity to consent to
treatment, and

c) informal patients who lack capacity to consent to treatment

a. Patients detained under the Mental Health Act 1983

Where a patient is capable of giving consent and refuses, non-
consensual treatment may only be given if it is for a mental disorder
and the healthcare professional has the legal authority in accordance
with the provisions of the MHA and the necessary certification
requirements. Medical treatment includes nursing, psychological
intervention and specialist mental health rehabilitation and
rehabilitation and care the purpose of which is to alleviate, or prevent a
worsening of, the disorder or one or more of its symptoms or
manifestations.

Medical treatment for mental disorder (except treatments under s. 57
i.e. psychosurgery and implantation of hormones to reduce male
sexual drive) may be lawfully administered without the patient's
consent provided:

¢ the patient is detained under the Mental Health Act 1983 (excluding
patients detained under ss. 4(4)(a), 5(2), 5(4), 35, 135, 136, 37(4)),
and

e the proposed medical treatment falls within the provisions of

o s58 (a second opinion is required for patients who are refusing or
incapable of consenting after three months of treatment)

o s62 (urgent treatment), or

o s63 (treatment for the first three months of detention) of the MHA
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14.11

14.12

14.13

14.14

b. Informal patients who possess capacity to consent to treatment

Where informal patients possess the required capacity to give valid
consent to medical treatment for mental disorder or to a plan of
treatment, then their consent must be obtained. Where appropriate,
this should be written consent. Where informal patients with capacity
refuse treatment for their mental disorder consideration may be given
to detaining the patient under the provisions of the MHA.

c. Informal patients who lack the capacity to consent to treatment

An assessment of capacity should be undertaken in accordance with
the MCA. If a patient is found to lack capacity to consent to treatment
then a determination of their best interests must be undertaken before
any treatment is provided. In assessing someone’s best interests it is
essential to consult people who are close to the patient.

Section 5 of the Mental Capacity Act 2005 (MCA) provides that
treatment may be given to a patient who lacks capacity to consent
provided that it is in his or her best interests to do so. Section 6 of the
MCA provides that a patient may only be restrained to give care or
treatment if it is necessary to prevent harm and it is a proportionate
response to the likelihood and severity of that harm.

If a patient who lacks capacity to consent to treatment appears to be
objecting to treatment, then consideration should be given to detaining
the patient under the MHA.

Patients detained under the Mental Health Act 1983 requiring treatment
for a physical disorder

14.15

14.16

14.17

Part IV of the MHA is concerned with medical treatment for mental
disorder. The MHA cannot be used to enforce treatment for a physical
disorder, which is unrelated to a mental disorder, where a patient
refuses consent. For patients who lack capacity to consent to medical
treatment for a physical illness the provisions of the MCA would be
engaged.

The patient’'s mental disorder may affect their capacity to consent. This
should be assessed as a priority in line with the MCA, as treatment for
the physical disorder might proceed in the patient’s best interests.
However, it should not be assumed that the patient lacks capacity
simply because they have a mental disorder.

Section 63 of the MHA may allow for the treatment of a physical
disorder, without the patient’s consent, where it is ‘ancillary to the
treatment of the mental disorder’ for example:
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¢ Naso-gastric feeding a patient with anorexia nervosa (Re KB
(Adult) (1994))

e Taking blood for patients on clozapine

e Treating self-inflicted wounds

14.18 The term ‘medical treatment’ in section 63 of the MHA refers to
treatment which, taken as a whole, is calculated to alleviate or prevent
a deterioration of the mental disorder from which the patient is
suffering. This includes a range of acts ancillary to the core treatment
including those which prevent the patient from harming herself or those
which alleviate the symptoms of the disorder (B v Croydon HA [1995])

14.19 If uncertainty exists as to a patient’s capacity to consent to treatment,
or whether the physical disorder may be treated as a symptom of the
mental disorder, legal advice should be sought. See appendix C.
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15. Consent to research and innovative
treatment

Research

15.1  Any research undertaken within the Health Board must be registered
with the Health Board’s Research & Development Office, from where
additional advice can be obtained. All research and development must
be approved before it can be commenced. Please visit the Research
and Development Department’s intranet page

15.2 Consent to clinical trials is covered by the Medicines for Human Use
Regulations (2004)

15.3 The same legal principles apply when seeking consent from a patient
for research purposes. GMC guidance states that patients ‘should be
told how the proposed treatment differs from usual methods, why it is
being offered, and if there are any additional risks or uncertainties’.

15.4 Where the proposed treatment is of an experimental nature, but not
part of a research trial, this fact must be clearly outlined to the patient
along standard alternatives — including no treatment — during the
consent process.

Patients who lack capacity to consent to being involved in research

15.5 There are strict rules within the MCA concerning the involvement of
people who lack capacity in research. (See MCA Code of Practice and
Welsh Government’s Guide to Consent for Examination and
Treatment). In determining whether the patient should participate in the
proposed research, the patient’s wishes and feelings about being
involved in research should be respected. It should be stressed that
many research studies are non-therapeutic, i.e. they will not benefit the
research participants personally. Carers or other persons who have an
interest in the patient’s welfare must be consulted. If there is no one
who can be consulted, then a person who is unconnected with the
research project must be appointed to advise on whether the patient
should take part in the research. If at any time during the research it
appears that the patient is upset or unhappy, it must cease
immediately. Please see the Research, Consent and Capacity:
Standard operating procedure

15.6 Where a patient lacks capacity, experimental/innovative treatment
cannot be given unless it is in their best interests. Where there is no
alternative treatment available, it may be reasonable to consider an
experimental treatment, with unknown risks and benefits, where
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treatment may benefit the patient.

Consent to research and innovative treatment in children

15.7 The legal approach to consent to therapeutic research in children is
similar to any other proposed examination or treatment: the treatment
must be in the child’s best interests.

15.8 UHB staff should contact the R&D Department for further advice on
obtaining consent for children aged under 16 years. The approach will
differ depending on whether the study is a clinical trial or not, and
whether or not the proposed research will take place in an emergency

setting.
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16. Training

The following types of training are available to staff:

e Mental Capacity Level 1 (ESR) (covers consent to treatment)

¢ Mental Capacity Level 2 (ESR)

e Face-to-face training on both MCA and Consent provided by the
Mental Capacity Act Manager (both levels)

Met_nta{ Capacity Act training is mandatory for all staff who have contact with
patients.
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17.

Consent in obstetrics and gynaecology

Pregnant women

171

A pregnant woman with capacity may refuse any treatment, even if this
would be detrimental to herself and/or her foetus(es). Any treatment
involving the foetus will require maternal consent. However, it should
be stressed that maternal refusal of treatment thought to benefit one or
both parties is a rarity.

Caesarean section (including refusal)

17.2

17.3

17.4

17.5

If a caesarean section is required, the standard Consent Form 1 must
be used. Women in labour can consent to a caesarean section even if
they have received sedation.

It is important to ensure that all pregnant women have a good
understanding of the different ways in which they may give birth and
the associated benefits and material risks. This will include information
about the circumstances in which a caesarean section will be offered.
A pregnant woman with capacity may refuse a caesarean section, even
if “the consequence may be the death or serious handicap of the child
she bears, or her own death” (Court of Appeal Re MB). In other words
a mentally competent woman in labour has the same right under
common law to consent to or refuse consent to treatment as any other
patient. United Kingdom law does not currently grant the foetus any
legal rights, therefore a caesarean section cannot be authorised by a
Court against a competent woman’s will and action cannot be taken in
the best interests of the pregnant woman or the foetus. In this situation
all advice given to the woman should be recorded in her notes.
Unequivocal assurances should be obtained from the woman (and
recorded in writing) that the refusal represents an informed decision:
that is, that she understands the nature of and reasons for the
proposed treatment and the risks and the likely prognosis involved in
the decision to refuse or accept it. It is good practice to ask the woman
to sign the written indication of her refusal. It is also good practice to
involve another senior colleague to indicate that a body of senior
medical opinion considers caesarean section to be the most
appropriate course and that the patient has refused consent for a
caesarean section.

If the woman is unwilling to sign a written indication of this refusal, this
too should be recorded in the notes. Such a written indication is
merely a record for evidential purposes. It should not be confused with
or regarded as a disclaimer.

There have been a number of cases where doubts have arisen, for
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17.6

17.7

various reasons, as to a woman’s capacity to make a valid decision
about a caesarean section. Temporary factors such as fear, shock,
fatigue, pain or drugs may affect capacity. If there is reason to doubt
capacity, support should be provided to help the woman make a
decision. If that fails, a capacity assessment must be undertaken.

Where there is any doubt about a woman’s capacity and/or where a
refusal would lead to serious consequences for the pregnant woman or
her unborn child, then legal advice should be obtained. If a pregnant
woman refuses a caesarean section (or any other intervention) and it
has been demonstrated (in line with the MCA) that she lacks the
capacity to make such a decision, an application to the CoP will be
required to decide whether or not such treatment can be carried out
Please see Appendix C for details of how to obtain legal advice. In the
case of Re S, the Court of Appeal laid down general principles that
should be applied in future cases. If the mother lacks capacity, avoiding
the foetus’ death may be seen by the Court as being in the best
interests of the mother.

Where a pregnant woman lacks capacity due to unconsciousness and
so is incapable of giving consent, the caesarean section may be
carried out if it is in her best interests, unless a valid and applicable
advance decision to refuse treatment exists. The most usual form of
advance decision used by pregnant women is the birth plan. However,
if there is reason to doubt the reliability of the advance decision (e.g. it
might sensibly be thought not to apply to the circumstances which have
arisen — see chapter 8 of this policy) then legal advice should be
sought. See Appendix C.

Sterilisation

17.8

17.9

17.10

Men and women requesting sterilisation should be given information
about alternative long-term reversible methods of contraception. This
should include information on the advantages, disadvantages and
relative failure rates of each method. Non-operative methods of long-
term contraception should have been specifically rejected by the
patient before a decision is taken to proceed with sterilisation.

Both vasectomy and tubal occlusion should be discussed with all men
and women requesting sterilisation. Women in particular should be
informed that vasectomy carries a lower failure rate in terms of post-
procedure pregnancy and there is less risk related to the procedure
when compared with female sterilisation.

Patients should be told that the procedure is intended to be permanent,
but should also be given the success rates of reversal procedures.
They should be informed that the reversal operations of in vitro
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17.11

17.12

17.13

17.14

fertilisation (IVF) and intracytoplasmic sperm injection (ICSI) are rarely
provided by the NHS.

People requesting sterilisation should be informed that tubal occlusion
and vasectomy can be unsuccessful and that pregnancies can occur
several years after the procedure.

Written consent must be obtained for vasectomy, and the man should
be advised to take other contraceptive precautions until there have
been two consecutive negative semen analyses. It is important that the
possibility of late failure is explained to the patient and his partner
before vasectomy, so they can make informed decision about
additional contraceptive methods.

Whilst the consent of the partner is not needed before sterilisation, or
any other procedure, clinicians may, however, wish to discuss the
proposed treatment with the spouse or partner, provided the patient
agrees.

Non therapeutic sterilisation of someone who lacks the capacity to give
their consent must be referred to the Court of Protection. The
individual’s capacity and best interests must be thoroughly assessed in
line with the Mental Capacity Act and legal advice should be sought at
all times. (See chapter 8 and Appendix C).

Fertility

17.15

17.16

17.17

It is a legal requirement under the HFEA 1990, as amended, that
consent to the storage and use of gametes must be given in writing
after the patient has received such relevant information as is proper
and had an opportunity to receive counselling. Where these
requirements are not satisfied, it is unlawful to store or use the patient’s
gametes. Healthcare professionals should ensure that written consent
to storage exists before retrieving gametes.

Outside specialist infertility practice, these requirements may be
relevant to healthcare professionals whose patients are about to
undergo treatment which may render them sterile (such as
chemotherapy or radiotherapy) where a patient may wish to have
gametes, or ovarian or testicular tissue, stored prior to the procedure.
Healthcare professionals may also receive requests to remove
gametes from a patient unable to give consent.

The HFEA 1990, as amended, makes provision to address cases
where the taking of gametes is in the patient’s best interests but the
patient is unable to give written consent or lacks capacity to consent to
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17.18

the storage of the gametes.

Further guidance is available from the Human Fertilisation and
Embryology Authority.

Termination of pregnancy

17.19

17.20

17.21

17.22

17.23

The termination of a pregnancy may only take place with the informed
consent of the pregnant woman. Prior to obtaining written consent,
discussion must take place concerning the type of procedure (medical
or surgical) and the risk of complications. Written information should
be given to support verbal information. The husband or putative
father’s authority is not legally required.

If a woman opts for a medical termination of pregnancy then a realistic
description should be given of the process, the number of visits
necessary and the need for a health care professional to see products
of conception or to perform a subsequent scan to ensure the
termination is complete. It should be pointed out that there is a small
risk of heavy bleeding at home before returning to hospital for the
second part of the procedure, and that there is a high chance of
miscarriage if the patient changes her mind between the first and
second stages of the procedure.

If cervical ripening agents are to be used before surgical termination of
pregnancy, the patient should understand that there is a high chance of
miscarriage if she changes her mind before completing the procedure.

Prior to taking consent for termination of pregnancy, the senior doctor
(Registrar or above) must sign Certificate A (Abortion Act, 1967) to
indicate that he is in agreement with the need for the termination. The
woman will receive counselling in advance of the procedure and will
then be scanned to assess gestational age. If the procedure is to be
undertaken, Consent Form 1 must be used.

Clinicians are advised to seek legal advice (see Appendix C) where:

e a woman lacks the mental capacity to understand and appreciate
the nature or consequences of a termination of her pregnancy; or

e awoman is in a state of continuous unconsciousness and there is
no reasonable prospect that she will regain consciousness in time
to request and to consent to the termination of her pregnancy

e a partner wishes to over-rule a decision to terminate a pregnancy

Histological examination and disposal of non-viable foetal products
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17.24 Consent should always be obtained with regard to the histological
examination and disposal of non-viable foetal products up to the age of

24 weeks gestation.
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Appendix A - Link to current consent forms in use in
the UHB

Copies of the All-Wales consent forms can be found here —
http://www.wales.nhs.uk/governance-emanual/patient-consent/

The forms must be purchased through the ORACLE system.
The forms are —

Form 1 for patients aged 16 years and over with mental capacity and
also for Gillick competent children

Form 2 for parental consent for a child who is not competent

Form 4 for patients aged 16 years and over who lack capacity to
consent to examination or treatment
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Appendix B - Useful contact / link details

Julia Barrell, Mental Capacity Act Manager (for both consent and MCA
queries), Tel. 029 2183 6312

Maria Roberts, Head of Patient Safety and Quality, Tel. 029 2183 6316
Stuart Walker, Medical Director, Tel. 029 2183 6001 (Executive Lead)

Out of hours advice/guidance in emergencies, via the on-call Senior Manager
rota, including obtaining legal advice
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Appendix C — How to obtain legal advice

If you need advice about a consent/capacity issue and/or you think a court
application may be required, you should in the first instance contact the
Mental Capacity Act Manager/Patient Safety Team who will be able to advise
whether you need to access a Solicitor.

If you need urgent legal advice out of hours, access to a Legal and Risk
Solicitor can be obtained via the on-call Senior Manager rota.

You should ensure that you have all the relevant information about the case
to hand so that you can brief the MCA Manager/Patient Safety Team/ on-call
Senior Manager/ Solicitor appropriately.

You should keep a clear record of the legal advice you have been given by
the Solicitor and you should follow that advice.

There may be occasions when the situation may be so urgent, and the
consequences so desperate, that it is impractical to attempt to comply with
these guidelines. Where delay may itself cause serious damage to the
patient’s health, or put their life at risk, then rigid compliance with these
guidelines would be inappropriate.

The Court of Protection deals with serious decisions affecting personal
welfare matters, including health care. Cases involving any of the following
decisions should be regarded as serious medical treatment, and should be
brought to the court:

a) cases involving organ or bone marrow donation by a patient who
lacks capacity to consent

b) cases involving non-therapeutic sterilisation of a patient who lacks
capacity to consent

c) where it is proposed to withdraw / withhold nutrition and hydration
from a patient with a prolonged disorder of consciousness (PDOC)
and for example, the case seems ‘finely balanced’, or where there
are differences of opinion between treating clinicians, or between
treating clinicians and patients’ families as to whether ongoing
treatment is in the patient’s best interests, or where a dispute has
arisen and cannot be resolved. The term PDOC encompasses both
persistent vegetative state (PVS) and minimally conscious state
(MCS)

d) all other cases where there is dispute about whether a particular
treatment will be in a patient’s best interests (including cases
involving ethical dilemmas in untested areas).
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Appendix D - Assessing and documenting
Gillick Competence in Under 16s

Assessment of Gillick competence should document the following”:

The age of the child
The intervention being offered

The child's ability to understand that there is a choice and that
choices have consequences, both risks and benefits

The child's understanding of the nature and purpose of the
proposed intervention

The child's understanding of the proposed intervention’s risks and
side effects, both in the short and long term

The child's understanding of any alternatives to the proposed
intervention, and the risks and benefits attached to them

The child's ability to weigh the information and arrive at a decision

The child's willingness to make a choice (including the choice that
someone else should make the decision)

An estimate of the child's freedom from undue pressure

7 BMA - Children and Young People Toolkit
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Appendix E - About the consent form:
information for patients

Before a doctor or other healthcare professional examines or treats you,
they need your consent — in other words, your agreement. Sometimes you
can simply tell them whether you agree with their suggestions. However,
sometimes a written record of your decision is helpful — for example, if your
treatment involves sedation or general anaesthesia. In this case, you will be
asked to sign a consent form. If you later change your mind about having the
treatment, you are entitled to withdraw consent — even after signing the form.

What should | know before deciding?

Healthcare professionals must ensure you know enough to enable you to
decide about treatment. They will write information on the consent form and
offer you a copy to keep (in either Welsh, English or both languages) as well
as discussing the choices of treatment with you. Although they may well
recommend a particular option, you do not have to accept that option.
People’s attitudes vary to things like the amount of risk or pain they are
prepared to accept. That goes for the amount of information, too. The person
who is treating you will encourage you to listen to all of the information about
your treatment but if you would rather not know about certain aspects,
discuss your worries with them.

Should | ask questions?

Healthcare professionals will encourage you to ask questions and you should
always ask anything you want. As a reminder, you can write your questions
down. The person you ask should do his or her best to answer, but if they
don’t know they should find someone else who is able to discuss your
concerns. To support you and prompt questions, you might like to bring a
friend or relative. Ask if you would like someone independent to speak up for
you.

Is there anything | should tell people?

If there is any procedure or treatment you don’t want, you should tell the
people treating you. It is also important for them to know about anything that
is particularly important to you and any illnesses or allergies which you may
have or have suffered from in the past.

Who is treating me?

Amongst the healthcare professionals treating you may be a “doctor in
training” — medically qualified, but now doing more specialist training. They
range from recently qualified doctors to doctors almost ready to be
consultants. They will only carry out procedures for which they have been
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appropriately trained. Someone senior will supervise — either in person
accompanying a less experienced doctor in training or available to advise
someone more experienced. Other healthcare professionals such as nurses
and therapists may also provide you with treatment.

What about anaesthesia?

If your treatment involves general or regional anaesthesia (where more than
a small part of your body is being anaesthetised), you will be given general
information about it in advance. You will also have an opportunity to talk with
the anaesthetist when he or she assesses your state of health shortly before
treatment. For some procedures, you will be invited to a pre-assessment
clinic which will provide you with the chance to discuss things a few weeks
earlier.

Will samples be taken?

Some kinds of operation involve removing a part of the body (such as a gall
bladder or a tooth). You would always be told about this in advance. Other
operations may mean taking samples as part of your care. These samples
may be of blood or small sections of tissue, for example of an unexplained
lump. Such samples may be further checked by other healthcare
professionals to ensure the best possible standards. Again, you should be
told in advance if samples are likely to be taken.

Sometimes samples taken during operations may also be used for teaching,
research or public health monitoring in the future interests of all NHS
patients. If a healthcare professional wishes to use your samples for
research purposes they will ask for your written consent.

Students

One of the ways that student doctors, nurses or other healthcare
professionals learn is by watching care or treatment being given. If the
healthcare professional treating you would like a student to watch your
examination or treatment, then they have to ask your permission first. If you
are having sedation or an anaesthetic during your treatment, then they need
your written consent for a student to watch your procedure. This is why there
is a section on the consent form for you to say whether or not you agree to
students being present. If you are happy for the student to be present, they
will be supervised by a qualified member of staff at all times. Your care will
not be affected in any way if you decide that you prefer not to have students
in the room during your procedure.

Advance decision to refuse treatment (ADRT)

Some people chose to make an ADRT refusing certain care or treatment
(sometimes referred to as “living wills” or “advance directives”). If you have
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made, or wish to make an advance decision refusing a treatment or
procedure which may become necessary during the course of your care or
treatment, then you must tell the healthcare professional caring for you. This
will make sure that your decisions are followed, for example, whilst you are
under anaesthetic. This is why there is a section on the consent form for you
to say whether or not you have made a relevant advance decision.

Photographs, videos and audio recordings

As part of your treatment it is sometimes helpful for a photographic, video or
audio recording to be made — for example, to record changes to a skin
lesion. You will always be told if this is going to happen. The use of
photographs and recordings is also extremely important for other NHS work,
such as teaching or medical research. If the healthcare professional would
like to take photographs, video or audio recordings, then you will be asked to
sign a consent form giving your permission. The photograph / video / audio
recording will be kept with your notes and will be held in confidence as part
of your medical record. This means that it will normally be seen only by
those involved in providing you with care or those who need to check the
quality of care you have received, unless you have given permission for it to
be used in other ways e.g. teaching, publication, research. We will not use
the photograph / recording in a way that might allow you to be identified or
recognised without your express permission.

What if things don’t go as expected?

Amongst the 25,000 operations taking place every day, sometimes things
don’t go as they should. Although the doctor involved should inform you and
your family, often the patient is the first to notice something amiss. If you are
worried — for example, about the after-effects of an operation continuing
much longer than you were told to expect — tell a healthcare professional
right away. Speak to your GP, or contact your clinic - the phone number
should be on your appointment card, letter or consent form copy.

What do | need to know?

You should be made aware of all of the significant risks (including important
(material) risks to you), benefits and alternative treatments (including no
treatment) of what is being proposed by the healthcare professional, so that
you can make an informed decision

What are the key things to remember?

It's your decision! It is up to you to choose whether or not to consent to what
is being proposed. Ask as many questions as you like, and remember to tell
the team about anything that concerns you or about any medication,
allergies or past history which might affect your general health.
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Can | find out more about giving consent?

This Health Board has a policy on patient consent to examination or
treatment, which will be made available to you on request. The Welsh
Government has also issued a Guide to Consent for Examination or
Treatment which can be accessed at: http://www.wales.nhs.uk/governance-
emanual/patient-consent/

Questions to ask healthcare professionals

As well as giving you information healthcare professionals must listen and
do their best to answer your questions. Before your next appointment, you
can write some down.

You may want to ask questions about the treatment itself, for example:

e What are the main treatment options?
o What are the benefits of each of the options?
e What are the risks, if any, of each option?

e What are the success rates for different options (nationally, for this
unit or for the surgeon)?

¢ Why do you think an operation (if suggested) is necessary?

e What are the risks if | decide to do nothing for the time being?
e How can | expect to feel after the procedure?

e When am | likely to be able to get back to work?

You may also want to ask questions about how the treatment might affect
your future state of health or lifestyle, for example:

e Will | need long-term care?

e Will my mobility be affected?

e Will | still be able to drive?

o Will it affect the kind of work | do?

o Will it affect my personal/sexual relationships?

e Will | be able to take part in my favourite sport/exercises?
e Will | be able to follow my usual diet?

Health care professionals should welcome your views and discuss any
issues so they can work in partnership with you for the best outcome.
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Unacceptable behaviour

Our staff deserve the right to do their jobs without being verbally or
physically abused. Most of our patients and visitors respect this right. Thank
you for being one of them. We will work with the police to prosecute those
who abuse our staff.

Complaints and compliments

We would like to hear your views about your experience of our services. Our
aim is to provide you with the highest standards of care at all times, but we
recognise that things can sometimes go wrong. If you have any concerns,
speak to the senior staff member on duty or the appropriate ward, hospital or
community manager, who will be able to assist and, hopefully, resolve
matters to your satisfaction. Where this is not successful, ask for our leaflet
Putting Things Right — Raising a concern about the NHS in Wales. This
advises you how to make a formal complaint and the various stages of the
procedure.

In making a complaint, advice and assistance is available to you from your
local Community Health Council, which represents the interests of patients
and the public in the NHS. The Community Health Councils are skilled in
handling complaints. Their Complaints Advocates can provide a range of
support during the process of your complaint.

South Glamorgan Community Health Council
Pro-Copy Business Centre (Rear)
Parc Ty Glas
Llanishen
CARDIFF
CF14 5DU
Tel. 029 2075 0112

Email. SouthGlam.chiefofficer@waleschc.org.uk

Data Protection Act/General Data Protection Regulations (2016) or any
subsequent legislation having the same effect

Under current Data Protection legislation, we are committed to protecting the
privacy of patient information. If you require an explanation of why
information is needed, or how you can access information or your health
records, please contact

Health Records Manager
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Legal Services Section
Medical Records Department
University Hospital of Wales
Heath Park

CARDIFF

CF14 4XW

Tel. 029 2074 6500

You are entitled to see your health records but if you wish to receive a copy
note that a charge will usually be made. You should also be aware that in
certain circumstances your right to see some details in your health records
may be limited in your own interest or for other reasons.




APPENDIX 1

Equality & Health Impact Assessment for

CONSENT TO EXAMINATION OR TREATMENT POLICY

Please note:

e The completed Equality & Health Impact Assessment (EHIA) must be
* Included as an appendix with the cover report when the strategy, policy, plan, procedure and/or service change is submitted for

approval

= Published on the UHB intranet and internet pages as part of the consultation (if applicable) and once agreed.

e Formal consultation must be undertaken, as required’

¢ Appendices 1-3 must be deleted prior to submission for approval

Please answer all questions:-

1. For service change, provide the title of the
Project Outline Document or Business Case and
Reference Number

N/A

2. Name of Clinical Board / Corporate Directorate
and title of lead member of staff, including
contact details

Mental Capacity Act Manager, tel. 029 2183 6312

Medical Director’s Office

3. Objectives of strategy/ policy/ plan/ procedure/
service

This policy sets out the legal framework that governs the provision of treatment
and care to patients.

The legal framework comprises the common law on consent; the Mental
Capacity Act 2005; and the Mental Health Act 1983.

http://nww.cardiffandvale.wales.nhs.uk/portal/page? pageid=253,73860407,253 73860411& dad=portal& schema=PORTAL




There is also some particular legislation for specialist issues — e.g. research
and organ donation.

The policy applies to all the UHB’s patients.

Clinicians who do not comply with this policy are likely to be acting unlawfully.

4. Evidence and background information

considered. For example

population data

staff and service users data, as applicable

needs assessment

engagement and involvement findings

research

good practice guidelines

participant knowledge

list of stakeholders and how stakeholders

have engaged in the development stages

e comments from those involved in the
designing and development stages

Population pyramids are available from Public
Health Wales Observatory? and the UHB’s
‘Shaping Our Future Wellbeing’ Strategy
provides an overview of health need3.

¢ This Policy applies to all patients being treated and cared for by the UHB
and sets out the law regarding the provision of health care and
treatment. If the Policy is not followed, staff will be treating and caring for
patients unlawfully. As the Policy applies to all patients, there is no
question of the Policy having a negative effect on any of the equalities
groups. There are positive impacts which the policy includes — see the
impact section below.

e The EqIA completed for the previous version of this Policy found there to
be no adverse impact on any of the equalities groups. As the law on
consent and capacity has not substantially changed since then, it is most
unlikely that the effect of this Policy on any of the equalities groups will
have changed. There are positive impacts which the policy includes —
see the impact section below.

5. Who will be affected by the strategy/ policy/ plan/
procedure/ service

UHB staff and patients.

2 http://nww2.nphs.wales.nhs.uk:8080/PubHObservatoryProjDocs.nsf
3 http://www.cardiffandvaleuhb.wales.nhs.uk/the-challenges-we-face




6. EQIA / How will the strategy, policy, plan, procedure and/or service impact on people?

Questions in this section relate to the impact on people on the basis of their 'protected characteristics'. Specific alignment with the 7
goals of the Well-being of Future Generations (Wales) Act 2015 is included against the relevant sections.

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

Potential positive and/or negative impacts

Recommendations
for improvement/
mitigation

Action taken by
Clinical Board /
Corporate
Directorate.

Make reference to where
the mitigation is included

in the document, as
appropriate

6.1 Age
For most purposes, the main
categories are:
e under 18;
e between 18 and 65; and
e over65

In the case of a patient under 16 years of age, consent
may be given either by the patient, if they are Gillick
competent, or by someone with parental responsibility
for them. For patients who are 16 years and over,
treatment and care may be lawfully provided either
with the patient’s consent, or through the Mental
Capacity Act 2005. Patients of any age may be treated
under Mental Health Act 1983. The Policy therefore
has a positive impact, because patients of all ages are
reflected in the policy.

6.2 Persons with a disability
as defined in the Equality Act
2010

Those with physical
impairments, learning disability,
sensory loss or impairment,
mental health conditions, long-
term medical conditions such as
diabetes

For patients under 16 years of age who have a
disability, consent may be given either by the patient, if
they are Gillick competent, or by someone with
parental responsibility for them. For patients who are
16 years and over, treatment and care may be lawfully
provided either with the patient’s consent, or through
the Mental Capacity Act 2005. Patients of any age
may be treated under Mental Health Act 1983.

For treatment and care to be provided lawfully, it is




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

Potential positive and/or negative impacts

Recommendations
for improvement/
mitigation

Action taken by
Clinical Board /
Corporate

Directorate.

Make reference to where
the mitigation is included
in the document, as
appropriate

essential that patients are able to both receive
information and communicate in the medium of their
choice, as the Consent Policy makes clear. So, for
example, it is essential that UHB staff access BSL
interpreters, where appropriate.

The Mental Capacity Act 2005 has as one of its
principles the provision of support to help people make
their own decisions. The Consent Policy includes the
need to provide information to patients in different
languages and media and to comply with the Mental
Capacity Act 2005 where appropriate. The Mental
Capacity Act 2005 Code of Practice gives examples of
the kinds of support that could be provided.

The Policy therefore has a positive impact, because it
sets out the legal requirements to provide patients with
information that they can understand and to support
them to make their own decisions.

6.3 People of different
genders:

Consider men, women, people
undergoing gender
reassignment

NB Gender-reassignment is

No evidence. All UHB patients must be treated in
compliance with the law, regardless of their gender.




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

Potential positive and/or negative impacts

Recommendations
for improvement/
mitigation

Action taken by
Clinical Board /
Corporate

Directorate.

Make reference to where
the mitigation is included
in the document, as
appropriate

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

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

No evidence. All UHB patients must be treated in
compliance with the law, regardless of their marriage
or civil partnership status.

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

No evidence. All UHB patients must be treated in
compliance with the law, regardless of whether or not
they are pregnant or have just had a baby, or are
breast-feeding.

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

All UHB patients must be treated in compliance with
the law, regardless of their race.
For treatment and care to be provided lawfully, it is

essential that patients are able to both receive
information and communicate in the language of their
choice. If patients cannot understand the information




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

Potential positive and/or negative impacts

Recommendations
for improvement/
mitigation

Action taken by
Clinical Board /
Corporate

Directorate.

Make reference to where
the mitigation is included
in the document, as
appropriate

about the treatment they are being offered, then any
“consent” will be invalid and the treatment will be
unlawful. The Policy reflects that patients must be
given information and communicate in the
language/method of their choice. The Policy may
therefore have a positive impact.

6.7 People with a religion or
belief or with no religion or
belief.

The term ‘religion’ includes a
religious or philosophical belief

Whether patients have a religious faith or not, they
cannot be treated without their consent, or outwith the
Mental Capacity Act 2005 or the Mental Health Act
1983. The law is clear that people who have the
mental capacity to do so, may refuse any treatment on
any grounds, including religious beliefs, or for no clear
reason. The Policy, in setting out the law, may have a
positive impact.

6.8 People who are attracted

to other people of:

e the opposite sex
(heterosexual);

e the same sex (lesbian or
gay);

e both sexes (bisexual)

No evidence. All UHB patients must be treated in
compliance with the law, regardless of their sexual
orie