Quality, Safety and Experience
Committee - 15 December 2020

Tue 15 December 2020, 09:00 - 13:00

Agenda
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Susan Elsmore

1.1. Welcome & Introductions

Susan Elsmore

1.2. Apologies for Absence

Susan Elsmore

1.3. Declarations of Interest

Susan Elsmore

1.4. Minutes of the Committee Meeting held on 8th September 2020

Susan Elsmore
Bj 1.4 Draft Public QSE Mins - 08.09.2020.pdf (9 pages)

1.5. Action Log — 8th September 2020
Susan Elsmore
Bj 1.5 Action Log Sept 2020.pdf (2 pages)
1.6. Chair’s Action taken since last meeting

Susan Elsmore

1.7. Advancing Applied Analytics Health Foundation Project Presentation

Carol Evans / Andrew Carson-Stevens

Bj 1.7 Advancing Applied Analytics Health Foundation Project.pdf (11 pages)

2. Items for Review & Assurance

2.1. Quality Indicators Report

Ruth Walker
B 2.1 Quality Indicators - DEC QSE v2.pdf (7 pages)
2.2. Exception Reports

Ruth Walker
Verbal



2.3. Impact of COVID-19 on Patient Safety

Ruth Walker / Stuart Walker

2.3 Impact of COVID-19 on Patient Safety-V2.pdf (3 pages)

2.3 Appendix 1 - Follow up letter from DCMO re Sl and NS reporting - 2020-11-25 PDF.pdf (3 pages)
2.3 Appendix 2a - ToolKit.pdf (7 pages)

2.3 Appendix 2b - HCA Covid-19 Rapid Patient Assessment form V7.pdf (2 pages)

2.3 Appendix 3 - COVID 19 MCCD (1).pdf (1 pages)

2.3 Appendix 4a - CoRSEL report 1.pdf (1 pages)

2.3 Appendix 4b - CoRSEL report 2.pdf (1 pages)
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2.4. Public Services Ombudsman for Wales Annual Letter
Ruth Walker
B 2.4 Ombudsman Annual Letter QSE report final.pdf (5 pages)
2.5. Clinical Board Assurance Reports:
Alun Tomkinson / Clare Wade / Mike Bond
1) Surgery Clinical Board
B 2.5.1 Surgery Clinical Board QSE assurance report.pdf (21 pages)
2.6. Health Care Standards Self-Assessment Plan and Progress Update
Ruth Walker
Bj 2.6 Health and Care Standards - December 2020 - V3.pdf (29 pages)
2.7. Board Assurance Framework — Patient Safety

Nicola Foreman

Bj 2.7 BAF Covering Report.pdf (2 pages)
B 2.7 Patient Safety BAF Risk Dec 20.pdf (3 pages)
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Ruth Walker / Stuart Walker
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Assistant Director, Patient Safety & Quality

Carol Evans
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Bj 4.2.1 CD&T Minutes 8.7.20.pdf (10 pages)
B 4.2.1 CD&T Minutes 12.8.20.pdf (11 pages)
Bj 4.2.1 CD&T Minutes 9.9.20.pdf (10 pages)
B 4.2.1 CD&T Minutes 14.10.20.pdf (14 pages)



4.2.2. Mental Health -
4.2.3. Primary, Community and Intermediate Care -

4.2.4. Specialist Services — 5 June, 26 June, 17 July, 25 September

B 4.2.4 Specialist Minutes 05.6.20.pdf (8 pages)
Bj 4.2.4 Specialist Minutes 26.06.20.pdf (5 pages)
B 4.2.4 Specialist Minutes 17.7.20.pdf (7 pages)
B 4.2.4 Specialist Minutes 25.9.20.pdf (8 pages)

4.2.5. Medicine — 20 August, 24 September

B 4.2.5 Medicine Minutes 20.08.20.pdf (6 pages)
Bj 4.2.5 Medicine Minutes 24.9.20.pdf (8 pages)

4.2.6. Surgery — 22 September

Bj 4.2.6 Surgery Minutes 22.9.20.pdf (17 pages)

4.2.7. Children and Women - 23 June, 27 August, 27 October

Bj 4.2.7 C&W Minutes 23.6.20.pdf (6 pages)
Bj 4.2.7 C&W Minutes 27.8.20.pdf (4 pages)
By 4.2.7 C&W Minutes 27.10.20.pdf (6 pages)

4.3. Self-assessment of Committee Effectiveness & Forward Action Plan

Nicola Foreman

Bj 4.3 Self-assessment of Committee Effectiveness.pdf (2 pages)
B 4.3 Appendix 1 - Committee Effectiveness Results 2019-20.pdf (9 pages)
B 4.3 Appendix 2 - Committee Effectiveness Action Plan.pdf (3 pages)

4.4. HIW Activity Overview

Carol Evans

Bj 4.4 HIW update on activity QSE December 2020 V3.pdf (7 pages)

4.5. HIW Primary Care Contractor Report

Carol Evans

Bj 4.5 HIW Primary Care Contractors - December 2020 - V2.pdf (4 pages)
B 4.5 Appendix 1 GMS.pdf (3 pages)
B 4.5 Appendix 2 GDS.pdf (9 pages)

4.6. Blood Inquiry Update

Nicola Foreman

Bj 4.6 Blood Inquiry Update.pdf (3 pages)

5. Items to bring to the attention of the Board / Committee

Susan Elsmore

6. Any Other Business

Susan Elsmore



7. Review of the Meeting

Susan Elsmore

8. Date & Time of Next Meeting:

Tuesday 16th February 2021
9:00am — 12:30pm
MS Teams



Unconfirmed Minutes of the Quality, Safety & Experience Committee
Held on Tuesday, 8t September 2020, 01:00pm — 04:30pm

Via Skype

Chair

Dawn Ward DW Committee Vice Chair & Independent Member —
Trade Union

Present:

Michael Imperato Ml Independent Member — Legal

Susan Elsmore SE Committee Chair and Independent Member — Local
Government

In Attendance:

Carol Evans CE Assistant Director of Patient Safety and Quality (via
Skype)

Nicola Foreman NF Director of Corporate Governance

Akmal Hanuk AH Independent Member — Community

Ruth Walker RW Executive Nurse Director

Stuart Walker SW Executive Medical Director

Caroline Bird CB Deputy Chief Operating Officer

Dr Raj Krishnan RK Assistant Medical Director

Observers

Secretariat

Raj Khan RK Corporate Governance Officer

Apologies:

Abigail Harris AH Executive Director of Strategic Planning

Fiona Jenkins FJ Executive Director of Therapies & Health Sciences

Fiona Kinghorn FK Executive Director of Public Health

Steve Curry SC Chief Operating Officer

Hywel Pullen HP Assistant Director of Finance

Angela Hughes AH Assistant Director of Patient Experience
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Minute Ref ACTION
QSE Welcome & Introductions
20/09/001

The Committee Chair welcomed everyone to the meeting and handed
over to the Vice Chair due to IT difficulties. The VC was advised that the
Quality Indicators paper was a previous version and therefore an up-to-
date version would be presented at the next meeting.

Dr Raj Krishnan, Assistant Medical Director was welcomed to his first
meeting.

QSE Apologies for Absence
20/09/002

Apologies for absence were noted.

QSE Declarations of Interest
20/09/003

There were no Declarations of Interest.

QSE Minutes of the Committee Meeting held on 16t June 2020
20/09/004

The minutes of the meeting held on 16" June 2020 were reviewed.

Resolved that:

(a) the minutes of the meeting held on 16t June 2020 be approved
as a true and accurate record.

QSE Action Log — 16t June 2020
20/09/005
The action log of the meeting held on 16" June 2020 was reviewed and
the following updates noted:

QSE 20/02/008 | Medicine Clinical Board Assurance Report. Date to
QSE 20/04/005 | be agreed on work to follow up on the Frailty and
FIT process — the Executive Nurse Director (END)
confirmed this would be brought to the next
meeting.

QSE 20/02/015 | On the agenda

QSE 20/04/005
QSE 20/02/017 | Director of Corporate Governance (DCG) confirmed
that work is still in progress with the END working
towards a December timeframe although this was
dependent on work done in the workshop.

QSE 19/12/009 | To come to the December meeting

QSE 19/12/014 | END confirmed that they were in the process of
reviewing the internal inspection process and
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looking to introduce a new accreditation process
which would be brought to a future QSE.

QSE 19/12/016/ | The Executive Director of Public Health was the
QSE 20/04/005 | lead but had sent apologies, the VC was happy to
keep on the agenda.

QSE 19/12/019 | To come to the December meeting CE
QSE 19/09/011 | Work was outstanding but was willing to bring to a
future meeting

QSE 20/06/008 | Would be picked up on review of quality CE
governance

QSE 20/06/009 | Complete and a progress update would come to the
February meeting

QSE 20/06/012 | On the Agenda

QSE 20/02/009 | DCG advised this was likely to come to the October
Board Development Session.

Resolved that:

(a) the Committee noted the action log and the verbal updates
provided.

QSE Chair’s Action taken since last meeting
20/09/006
It was confirmed that no Chair’s Action had been taken since the last
meeting.

QSE Exception Reports — IP&C Position
20/09/007

The END advised the Committee of the incidents and outbreaks of
COVID-19 infection within the hospital settings in Cardiff & Vale UHB
and items classified as hospital acquired infection. She highlighted that
this was the same report as presented at the previous Private Board
meeting.

There had been 845 Covid positive patients and a breakdown of each
clinical area was provided. The END advised the following key factors
influenced the outbreaks:

e Recognition of broad symptomatology

e Transmission from healthcare workers

e Changing PPE guidance

e Overwhelmed IPC resources

The END provided the Committee with assurance on actions taken to
control these incidents and outbreaks. The outbreaks at East 2,
University Hospital of Llandough caused the most concern in terms of
the numbers. The END advised that measures were put in place such as
PPE, placing patients in different wards and clear diagnostic processes
but despite this, on 10t June 4 patients and 1 staff member were
symptomatic on a nightingale ward. The observations made from this
incident was that although staff were in PPE and social distancing, the
patients were not and had been interacting with one another. 3 days
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later the entire ward was closed as there were further spreads into the
single rooms. The following key points were raised:

e 31 patients tested positive to COVID-19

o 13 staff members tested positive to COVID-19 and

e Further 6 who were symptomatic

e 328 bed days were lost over the outbreak period

The END emphasized that work was still required but was in progress to
mitigate further risks.

Resolved that:

e The Committee noted and discussed the incidents and outbreaks
of COVID-19 infection within the hospital settings in Cardiff & Vale
UHB during the pandemic.

¢ The Committee noted the actions taken to control these incidents
and outbreaks, with particular emphasis to East 2, University
Hospital of Llandough.

QSE Healthcare Inspectorate Wales Update Review /

20/09/008 Healthcare Inspectorate Wales Re-inspection Report EU / AU

The Assistant Director of Patient Safety and Quality (ADPSQ) stated that
the report provided a standard update on HIW activity however most
activity had been stood down since the start of the Covid pandemic and
would now take a tiered approach offsite. The updates related to:

1. National maternity review

2. Community clinics

3. National user survey of women who had children - were asked to
review this report due to the unsatisfactory delivery - they had
asked HIW to review approach
Announced visits
Unannounced inspections
Sam Davies Ward, Barry Hospital
Hafan Y Coed- EIm and Maple wards
Emergency Unit/Assessment Unit follow up inspection
Self- assessment of surgical services — trauma and orthopedic
care
10.Primary Care Contractors

©CoN® O~

The ADPS provided an overview of the follow up HIW inspection carried
out in 2019, there were a few immediate assurance issues at the time
which were acted upon with a focus on the assessment unit and lounge.
An improvement plan was in place and had been taken forward by the
Clinical Boards, this had been monitored throughout the year and when
HIW returned in March, positive feedback was received on the progress
being made.

The footprint of the EU during the pandemic was referenced as the issue
around the lounge did not exist at the moment. The END assured the
Committee that the environmental issues referred to within the report
were being addressed although the issue regarding the tunnels was not
easily resolved. The Executive Medical Director further added that
managing the front door would be challenging and would involve
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consideration of how much room would be allocated to covid and non
covid work streams. He commented that the right plan for acute
medicine at the front door had not been established, how the ambulatory
unit was utilized, the balance between UHL and UHW, and stated that
until this was right it would be hard to determine the future of the AU
area and what the permanent solution would be.

Resolved that:
e The Committee noted the level of HIW activity across a broad
range of services.
e The Committee noted the outcomes of the re-inspection and
the progress with implementation of the improvement plan
e The Committee considered sufficient progress was being
made to improve quality, safety and experience in this area.

QSE Maintaining Quality and Safety in Non-COVID Essential Services
20/09/009
The Deputy Chief Operating Officer highlighted within the report the
summary position and that the report indicated success in protecting
access to non COVID essential services and in balancing risk.

She provided assurance that actions would continue to be guided by
clinicians and be within the frameworks outlined in the report with the
overriding principle of minimising harm for Covid and non Covid patients.

The ADPSQ further commented that from a patient safety point of view
there would be much wider impacts due to the pandemic which would be
monitored through the incident reporting and complaints systems.

The VC queried whether these systems would pick up on patients who
had not been referred or had not accessed services. The ADPSQ
responded that they would only pick up intelligence on patients who
present and if clinicians recognise there has been an adverse incident or
additionally audits may pick up on these wider impacts.

The EMD further added there had been a dip in referrals but the level of
cancer type activity had now returned to 90% pre-COVID levels and
even though there may be a small cohort within our catchment that
would present late, it was largely dealt with in real time. He added that
the real issue was that from a national position we could have to support
a more regional delivery.

The END raised that individuals may now present due to mental health
issues.

The Committee were happy with the progress made in service continuity

and services returning to pre-COVID levels as well as scheduled care
with assurances being given by this further discussion.

Resolved that:
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e The Committee noted the range of actions that had been taken
to ensure both the delivery and quality and safety of essential
services had been maintained.

e The Committee noted that actions taken had been based on
clinical risk, local Executive led support groups and national
guidance.

e The Committee noted the continued uncertainty as a result of
a potential second wave meaning that the current balance of
risk approach would continue to be applied.

QSE Mortality Review

20/09/010

The Assistant Medical Director (AMD) advised that the Medical
Examiner Service was delayed due to Covid and would be reviewed in
April 2021 although the ME recruitment process would be starting in the
coming months.

There would be a significant change in regards to the data as they would
be looking into the stage 1 reviews and what triggers stage 2 whereas at
the moment, junior doctors were currently doing the stage 1 reviews.

The AMD updated regarding the Once for Wales approach to acquiring
E-datix for implementation in March 2021 which would provide great
benefits.

He referred to the National Mortality Steering Group, set up in July 2020
and advised that this will be expanded to primary care deaths as the ME
role expands. The purpose of the Group was contained within the report.
Two meetings had been held thus far due to COVID, in July and
September.

The EMD added that this was a component part of the work being done
by the team in regards to the quality, safety processes and praised the
AMD and the team for progress made.

The VC commented that the paper provided assurance especially in
regards to the setting up of the Mortality Group.

Resolved that:

e The Committee noted the progress and future plans associated
with learning from deaths.

QSE Safeguarding Annual Report
20/09/011
The END advised that this was an annual report to the Committee that
laid out activity undertaken for the year.

The END admitted that an increase had been seen following the 2015
legislation on domestic homicide and FGM. The report highlighted
referrals of children around neglect, mental health and domestic abuse
and of adults around physical abuse, neglect and pressure damage
although pressure damage was linked to how they were reporting at the
time.
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The END was keen that the Committee understand the depth and
breadth of the work, the significance to those who are at the end of a
difficult time in their lives and how traumatic it could be to those staff
delivering this agenda. The openness and transparency of the internal
reporting regarding allegations made against staff was also mentioned.

The key areas were highlighted as being:

e Volume

e Depth

e Breadth

o Complexity

e Partnership Working

The CC queried the forecast areas (items 1 and 5) and asked for an
update and reassurance. The END referred to the fact that some audits
had not taken place due to delays and redeployment of staff so next
year’s report would look to prioritize areas of safeguarding that needed
reporting on. The END provided assurance for the Committee in regards
to safeguarding patients, information governance, and collaborative
working with other local bodies and the Committee were happy with the
report.

The VC queried about collaborative practice and data protection and
how the sensitivity of the information shared across sectors was
managed. The END responded that sharing of safeguarding information
was permissible in the interest of safety of the individuals involved.

The END highlighted two upcoming court cases involving staff having
allegedly assaulted patients.

Resolved that:

e The Committee noted the report.

QSE Systemic Anti-Cancer Therapy Peer Review
20/09/012

The EMD flagged up respiratory cancer chemotherapy administration,
which was administered at UHL and was an out of date model. This had
been flagged previously in 2016 and 2019 as a significant concern, it
had now been resolved but he queried why these issues were
reoccurring and what it told us about governance around Cancer peer
reviews.

The EMD suggested that a Cancer governance framework was needed
and this was currently underway and included an Executive led cancer
group at which clinical pathways issues, peer reviews, performance
metrics, and quality reviews would be considered. This was due to start
in March but was now delayed to October. The EMD added that this
would likely feed back to the Strategy and Delivery Committee as well as
the QSE Committee.

The CC appreciated the openness of the EMD and queried how the
Committee could be assured that we were not missing issues in other
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areas, and gave the example of the mortuary review. The EMD
responded that although Clinical Boards are responsible for delivering on
actions, plans, monitoring and providing assurance, it was clear at times
this does not happen so a central monitoring function was a good
approach.

The Committee were happy with the approach of an Executive led
group.

Resolved that:

e The Committee noted the paper

¢ Reviewed and agreed the action plan

e Noted Cancer Services would monitor progress against the
agreed action plan and report to the QSE by exception on a
quarterly basis.

QSE Neonatal Peer Review
20/09/013

The EMD advised that this paper followed a template of peer review in
general but was pleased that it showed a lot of strong reassuring outputs
of the right standards of care. It also highlighted areas of improvement
but flagged one important issue, the absence of a 24 hour neonatal
service. The EMD expressed that a 24/7 neonatal solution was needed
as the absence of the same left a gap in the service which had been
filled by staff in their own time, with nursing and medical staff staying all
evening or night to manage urgent transfers which was unsustainable.
He informed Committee that there was a 6 week consultation that came
out of WHSSC to increase to a 24/7 neo-natal transport arrangement, he
was hopeful that this would result in a new commissioning arrangement.

Resolved that:

e The Committee noted the paper.

QSE Annual Quality Statement 2019-20
20/09/014
The END thanked the ADPSQ and Ann Jones for the work done on the
AQS. An early draft had been presented to the previous Committee
meeting. The ADPSQ provided an overview of the AQS, the Committee
were happy with the work undertaken and the final output. The
Committee Chair asked that the final comment be removed from the
CEO paragraph and be added to the end of the document.

The ADPSQ advised that this would be the last version of the AQS
although there would be a duty to report against compliance with the
Quality Act but it was uncertain at this stage what this would look like.

Resolved that:
e The Committee noted the paper and ratified the AQS for 2019-
20.
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QSE Use of Antimicrobial Agents Policy
20/09/015
The Committee were requested to approve the policy for dissemination
and implementation. The END gave an overview of the policy and stated
that it was to ensure the right use of antibiotics in different clinical
situations and clarified that it was a C&V policy not a national one.
Resolved that:
e The Committee noted the paper and ratified the Policy.
QSE Health & Social Care (Quality & Engagement) (Wales) Act
20/09/016
The ADPSQ advised that the Act came into force in April 2020 and
Welsh Government were aiming for full implementation over the next two
years. There was a duty now to be open with patients in respect of any
incidents where there was more than minimal harm, the meaning of this
was being looked at across Wales and whether it also included near
misses. There would be an abolition of the CHC and the establishment
of a Citizens Voice body. The provisions of the Act in relation to a duty of
quality, was to reframe and broaden the current duty of quality, to ensure
that it became a system-wide way of working and that focus was placed
on outcomes.
Resolved that:
e The Committee noted the contents of the paper.
QSE Controlled Drugs Local Intelligence Network
20/09/017
The Committee were happy to note the content of the report, approved
the actions contained therein and noted that the same met the statutory
obligations.
Resolved that:
e The Committee noted the contents of the paper.
QSE Items to bring to the attention of the Board / Committee
20/09/018 There were no items.
QSE Any Other Business
20/09/019 The END mentioned that the UHB Chair had asked for the IP&C RW
exception report to be presented at the open Board meetings.
QSE Review of the Meeting
20/09/020 The Committee and colleagues were thanked for their attendance and
contribution.
QSE Date & Time of Next Meeting:
20/09/020 Tuesday, 13 October 2020
9:00am — 12:30pm
Via Skype
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Action Log

Quality, Safety & Experience Committee

Following the meeting held on Tuesday 8" September 2020

MINUTE REF | SUBJECT | AGREED ACTION | DATE BY | LEAD | STATUS/ICOMMENT
Actions Completed
QSE 20/02/015 | HIW Activity Overview | Feedback to be brought to Committee 15.09.20 Ruth Walker | Complete
QSE 20/04/005 once the report on the recent Hafan y
Coed visits had been published
QSE 20/06/009 | COVID-19 Related | A future report detailing the work 15.09.20 Carol Evans | Complete - progress update to come
Incident Reporting — carried out by Welsh Risk Pool in to the February meeting
Themes and Actlons relation to potentia| harm Caused to
patients due to COVID-19 be brought
to a future meeting.
QSE 20/06/012 | Annual Quality | The final Annual Quality Statement be 15.09.20 Carol Evans | Complete
Statement brought to the Committee in August for
sign off
Actions In Progress
QSE 20/02/008 | Medicine Clinical Meeting to be arranged with Medicine To be MCB / SA Agreed at the meeting held on
Board Assurance Clinical Board and Community Health agreed. 14.04.2020 this would be brought after
QSE 20/04/005 | Report Council to help understand the Frailty the COVID-19 pandemic.
and FIT process
QSE 20/02/017 | Annual Committee Director of Corporate Governance to 16.02.20 N Foreman To provide at year-end.
Work Plan bring updated Terms of Reference and
Work Plan to the September meeting.
QSE 19/12/009 | Health Care To bring a report on areas of work not 15.12.20 R Walker On December agenda, item 2.6.
Standards Self- doing well but to also include areas of

Assessment Plan and
Progress Update

good practice
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MINUTE REF | SUBJECT AGREED ACTION DATE BY | LEAD STATUS/COMMENT
QSE 19/12/014 | Internal Inspections To share the App designed to improve | To be Ruth Walker | New accreditation process will be
the quality and consistency of audit agreed brought to a future QSE.
outcomes with the Community Health
Council.
QSE 19/12/016 | Update on Health Revisions to be made to the Policy and | 15.12.20 Fiona To come to the December meeting
Eating Standards for | brought back to a future meeting. Kinghorn
Hospital Restaurant
QSE 20/04/005 | and Retail Outlets
QSE 19/12/019 | Healthcare The Community Health Council to 15.12.20 S Allen/ On December agenda, item 4.5
Inspectorate Wales provide a paper to a future meeting of Carol Evans
Primary Care the Committee relating to their visits to
Contractors Primary Care Contractors
QSE 19/09/011 | Gosport Review To provide timeframes from the To be Carol Evans | To come to a future meeting.
recommendations of the Gosport agreed
Review
QSE 20/06/008 | Clinical Board Reports to be further developed to To be Stuart To be picked up in review of quality
Assurance Reports include recovery plans and agreed Walker / governance.
improvements to IMTP going forward. Ruth Walker
Actions referred to Board / Committees
QSE 20/02/009 | Health Inspectorate Multi Agency approach to patient flow To be Ruth Walker | Aiming for October Board Development
Wales Assessment to be discussed at Board Development. | agreed session
Unit Update
QSE 20/09/019 | Exception Reports — END mentioned that the Chair had To be Ruth Walker
IP&C Position asked for the exception report for the agreed

IP&C Position back into the Open
Board sessions
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The
Health
Foundation

Applied Analytics Awards. Guidance for submission
of End of Project Reports

Please ensure that your end of award report begins with the following information:

Reference No / AIMS ID

1554239

Organisation

Cardiff and Vale University Health Board

Primary Contact

Andrew Carson-Stevens

Project/ Programme

Advancing Applied Analytics

Length of award and reporting period

15 months

1. How have you performed against your original milestones? Please use this format

Section 1 — Project Overview

to report on the milestones within your report.

Achieved
Milestone ? Yes/No/ Comments
Partially
Delivery of a Yes An initial workshop was held to inform child health
workshop in Child staff about the range of data available within the
Health directorate Health Board and how it can be used to identify areas
to set QI priorities for quality improvement. Following on from the
informed by data workshop, the project team worked with clinical staff to
analysis and identify priorities for improvement from patient safety
review of QI data.
projects and plans As part of the project, improved systems and
for future projects. processes have been established that allow
directorates to more easily analyse patient safety data
in order to target quality improvement projects.
Summary of Partially Professor Sir Liam Donaldson is carrying out a key
evaluation findings. stakeholder interviews will members of the project team
and organisation’s leadership at the close of the project
in November 2020. Sir Liam is using the WHO
Guidelines for Incident Reporting System as a
reference frameworks to evaluate our project, as well
as to consider the wider enabler and barriers to the
spread and scale up of our innovation across Cardiff
and Vale University Health Board.
Evidence of Yes The process for using incident data to target quality
integration of improvement work which has been successfully piloted
findings into future in the Acute Child Health Directorate, will be rolled out
plans for analysis to the wider Health Board. The supporting systems and
of incident reports materials, such as the Business Intelligence System

End of Award Report (Research Awards)

111
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and safety
improvements.

(BIS) dashboard and the e-learning modules have been
designed to be suitable for use outside of Acute Child
Health.

Dissemination:
* Event
within organisation

* A ‘how to guide’
of best practice
guidance informed
by learning from
SOP development
and testing

» Completed
evaluation report
paper

Yes

The programme has developed:

- aseries of short e-learning modules covering the
basics of patient safety theories, the strengths
and limitations of each type of patient safety data
available in the organisation, and how to analyse
the data and use the learning to inform quality
improvement projects;

- workshops to facilitate key discussions between
clinicians, managers and leaders in the Child
Health directorate;

- directorate-level fora for project progress,
reviewing data as a multidisciplinary team,
agreeing priorities and planning future projects;

- asecure data-sharing platform for staff to request
review and analyse a range of patient safety data;
and,

- quality improvement project support to staff
leading data-driven quality improvement projects.

We have organised and presented at a number of events
across the organisation. As well as workshops with the
Acute Child Health Directorate, the project has been
shared a the Health Board’s Medication Safety Executive
meeting to explore how data-driven QI could be used
specifically with medication related incidents.

As part of the wider roll out of data-driven QI within the
Health Board, we will be presenting at the Clinical
Senate meeting and the Quality, Safety and Experience
Committee in December.

A ‘how to’ guide has been developed which shares our
learning from the project and how data-driven QI can be
implemented in other organisations.

Ethical approval has been obtained and we plan to write
up our experiences of developing the patient safety
data analytics programme for academic publication.

End of Award Report (Research Awards)
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Please can you address the following questions (Max 500 words each):

. Outline the main activities undertaken during the full course of your project.

Initially the project team process mapped several aspects of quality improvement,
including the selection of projects for junior doctors, the process for requesting
patient safety incident data and the arrangements for sharing and discussion of
learning from incidents.

The process mapping identified a disconnect between the knowledge of key themes
and trends in incident reporting and the selection of topics for quality improvement
within clinical services. The overarching aim of the project was to address this
disconnect by supporting staff to use analysis of patient safety incident data, in
conjunction with other data sources, to inform quality improvement projects.

OTHER DATA

A Figure 1 — Overview of the aim for data-led quality improvement

Working with clinical staff, themes from incident reporting within the Acute Child
Health Directorate were identified for further analysis. The two key themes taken
forward were medication errors and communication errors.

Clinical staff were supported to undertake analysis of the incident themes, which
included the combination of other data sources to assist in understanding the
causes of reported patient safety incidents. For example, when comparing reported
medication errors between different wards, pharmacy prescription data was used
to explore the relationship between the numbers of errors and the number of doses
given.

Building on the experience gained from teaching clinical staff about incident data
analysis in a face to face setting, four e-learning modules were developed that allow
a much greater number of staff to learn about incident data analysis and therefore
is key to ongoing sustainability of the project. Having e-learning modules accessible
to staff also safeguards against the impact of restrictions on face to face training
due to the COVID-19 pandemic.

End of Award Report (Research Awards)
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e-leaming - Module 2 - Incident data analysis v3

Identifying themes in patient safety incident data

Incidents Increasingly

with highest common

ARy incidents
A (emerging
potential themes)
Commonly harm Similar

reported incidents
incidents reported
in multiple

areas

A Figure 2 — Screenshot from e-learning module 2

Through process mapping and discussions with the Acute Child Health Directorate,
it was identified that it was difficult for staff to know what QI work was underway as
there wasn’t a specific repository for information on projects. In order to address
this issue, an electronic project proposal form was developed. This is easily
accessible to staff via a PC or smartphone and allows for projects to be registered.
The form includes an approval process and the option to request patient safety
incident data if required. The system also helps staff to ensure that they are
following data protection regulations when accessing data for quality improvement.
Ongoing work is underway to give electronic access to a database of recent and
ongoing quality improvement project. This will not
only allow QI leads to see at a glance the project
that are taking place within their Directorate, but ) B
also to identify similar projects in other areas and [T SEr-
encourage collaboration.

Hi when you submit this form, the owner

will be able to see your name and email address

* Required

1.Your name *

Enter your answer

2.Your NHS Email address *

» Figure 3 — Preview of QI project proposal form e yourenser
on a mobile device

3.Your telephone number / bleep /
mobile -

End of Award Report (Research Awards)
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3. Do you feel that this work has led to changes in analytical capability that will be

sustained? Are there any plans to continue this work as part of business as usual?

The development of a dashboard within the Health Board’s Business Intelligence
System (BIS) is a key part of the ongoing sustainability of the project. The
dashboard allows for easy exploration of incident report data in real time.

Acute Areas Datix Incident Detail (Acute Areas)

Datix Incidents by WEEK for Acute Areas ¥ Datix Incidents by DAY for Acute Areas ¥ Incidents by Day of Week Datix Incidents
- and Harm

Me:

° - I Al Actual He 29]049
I WOtN
mo: Wardin *
e . = I|
G e Ward Out ©
Datix Incidents by Location and Average ¥ Datix Incidents by Location and Activity ¥ Datix Incidents by Severity ¥
Severity SHORTST._ HAEMA . GW.. CA. WAL SU..E. D
has. Woe AL ROECEN W Ward In (Sum)
Dalixincidents & e Each ward
sTRo... FAS - (Sum) E 0 23483 I i
. e Is =15 II UPPER GR. e ocation is
CEDA... MID. . - RH = - - 1734 mapped to
DELIVERY e mmES D EE I o 53 we Datix Incidents. Fp
e N o the current
FIRST FL. -“7 PA. I I Average Severit ] PES. AT R | owning
-EAS = - il gy S+ (Custom) Ral.. U 0 =) Clinical Board
ELI. "
ALOE. g - i O [ ] FDGSCD) — A and
3 2 EA .
specal . AR WBSH s co ™ WELLB... ENH... e v Directorate.

A Figure 4 — Data dashboard

Terms of reference have been prepared to guide clinical directorates on establishing
regular data-driven QI meetings and successful workshops were held by the Acute Child
Health Directorate at the start and close of this project.

The dashboard has been made available to staff from the Acute Child Health Directorate
and a wider roll out is planned, with a presentation to the Health Board’s Clinical Senate in
December 2020.

The Health Board has committed to the ongoing sustainability of the project and has
appointed a Patient Safety and Organisational Learning Manager who will lead on the roll
out of data-driven QI across Cardiff and Vale University Health Board.

End of Award Report (Research Awards)
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4. What are the key lessons that can be shared with others? What have been the main
successes and failures of this project?

The project has shown the value of making data accessible to clinicians and healthcare
teams.

We have identified and iteratively developed standard operating procedures to aid
successful working between clinicians and analysts working in the patient safety team to
request data, know its strengths and limitations and in turn understand how to analyse it.

Overall, the project has demonstrated to the Child Health Directorate, and more widely as an
exemplar for the organisation, the benefits of analysing routine patient safety data to identify
themes and trends that serve as the signals to drive further inquiry by teams seeking to
improve patient safety.

Each of the data-driven QI projects in Child Health has demonstrated important knowledge
that would otherwise have gone undetected without this structure and coordinated approach
to data analysis.

Throughout the course of the project, the power of combining multiple sources of data with
incident report data has been strongly reinforced.

It is vital that data is made accessible to clinical staff in a way that make analysis easy and
the work to develop the BIS dashboard has been crucial to this. Further enhancements to
the dashboard are planned, which will allow specific incident types, such as medication-
related patient safety incidents, to be more easily analysed.

Ongoing and planned next steps for the programme over the next 18 months, include:

- Researchers-in-residence (clinicians, graduates) in the patient safety and quality
improvement team to support the analysis, identification and investigation of priorities;

- Work procedure(s) for learning and acting from sources of insight such as ‘near
misses’ and patient safety themes (the most frequent incidents and the most common
reported / apparent contributory factors).

- Capturing the latent conditions and active failures arising from system constraints
(e.g. COVID-19 pandemic) and observing efforts to mitigate apparent challenges.

From the recent World Health Organization report (2020), ‘WHO: Patient safety incident
reporting and learning systems: technical report and guidance’, it is apparent that detailed
exemplars of data-driven patient safety improvement programmes are in short supply and
this proposed evaluation could contribute that much needed learning.

End of Award Report (Research Awards)
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5. What progress have you made in disseminating learning from this work? Outline

any significant meetings/reports etc.
You may attach or provide links to any products that have been created throughout
this project.

Throughout the project, we have been sharing and presenting our progress at a range of
internal and external events.

<« Early progress with the project was presented at Health
Education and Improvement Wales’ national ‘QISTmas’
conference in December 2019.

Building a Healthcare

Workforce for Improvement
in Wales

» We have kept staff up to date with Py — Anndytics
Team’s newsletter, which is distributed W
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help understand ‘why’

<« Workshops were held with the Acute Child Health
Directorate at the beginning and end of the project.
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V¥V An intranet site has been developed as a central repository of information about the
project. It holds the four e-learning modules, a link to the QI project proposal e-form and a
link to apply for access to the BIS dashboard.
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The e-learning modules are accessible using the links below:

Module 1 - Using patient safety data to inform the planning of a QI project

Module 2 - Incident data analysis

Module 3 - Further analysis and other data sources

Module 4 - Permission to improve

The project was presented to the Health Foundation’s Advancing Applied Analytics community
event on 20" November 2020.

In December, the project is being presented to the Health Board’s Clinical Senate meeting, which is
attended by clinicians from across the range of specialties and is open to all staff. The Clinical
Senate meeting is chaired by the Health Board’s Chief Executive Officer.

The project will also be presented at the Health Board’s statutory, public-facing Quality, Safety and
Experience meeting on 15" December to update Executives and Independent Board Members.

End of Award Report (Research Awards)
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https://www.icloud.com/iclouddrive/0W70p6V8hxW1yTwNjEoy7Qy0w#e-learning_-_Module_1_-_Using_patient_safety_data_to_inform_the_planning_of_a_QI_project
https://www.icloud.com/iclouddrive/0_BzyszY5RFFcUpCp0jZJ0Zhg#e-learning_-_Module_2_-_Incident_data_analysis_v3
https://www.icloud.com/iclouddrive/08-zx3qTlRS3kSgbzTsv0pGdg#e-learning_-_Module_3_-_Further_analysis_and_other_data_sources_v3
https://www.icloud.com/iclouddrive/0dV6blmLjke69jx5Li5spz4Fw#e-learning_-_Module_4_-_Permission_to_improve_v3

¥ We have been using Twitter to share updates on a wider basis throughout the project:

raj krishnan @drrajkrishnan - Aug 19, 2019 990
The Child Health #QiDiCh met this morning. Excellent meeting and plans
made for the next set of trainees @ACarsonStevens on the \.@CV,UHB

@cavew @joywhitlockl @lucymwheeler @andreawilliam @drstuartwalker
@Matt_McCarthy87 @al_jane

Cardiff and Vale UHB Patient Safety and Quality @CV_U... - Nov 20 eee
Exciting day today! @Matt_McCarthy87 @ACarsonStevens @drrajkrishnan
@CV_UHBSafety are presenting their research project progress to
@HealthFdn Advancing Applied Analytics community event! Good luck!

i

& ; é:&ﬁ
B | 4
B +

equuuwmghms

Launching #QiDiCh in Acute Child Health with junior doctors. Exploring
patient safety incidents, data and improvement @Matt_McCarthy87
@drrajkrishnan @CV_UHBSafety #WorldPatientSafetyDay
#speakingupforpatie

g Joy Whitlock @joywhitlockl - Sep 17, 2019

leatning frour

Andrew Carson-Stevens @ACarsonStevens - Oct 16
Our @HealthFdn Advancing Analytics Award enabled healthcare
professionals @CV_UHB @cardiffuni to use multiple sources of patient safety

“QiDiICh"

et g s ek snty i AT o

-q data to inform design of QI projects. @Matt_McCarthy87 sharing junior
doctor-led projects minimising medication incidents and improving
handover

et Tt et s 70 Gt

Cardiff and Vale UHB Patient Safety and Quality @... - Sep 17, 2019
Congratulations on the successful Health Foundation bid ¥
cardiffandvaleuhb.wales.nhs.uk/new
@CV_UHB @cardiffuni

Ruth Walker @RuthWalkerCV1 - Nov 21 000
Excellent work @Matt_McCarthy87

» We also had engagement from Cardiff
, . . ’ Carol Evans @CarolEvs28 - Nov 20
and Vale U HB S ExeCUtlve Nurse DlreCtOI’ So pleased to see @Matt_McCarthy87 presenting our Health Foundation

project to a UK wide audience this morning. He did a great job and got a
special shout out for producing the most creative presentation! Well

In November 2020 the project was AR BRI B e
presented to the Executive Medical
Director and senior medical leadership
team. The Chief Executive Officer has also
been briefed on the importance of the
project.

End of Award Report (Research Awards)
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We will be preparing publications to share this project more widely, with a paper highlighting the
benefits of combining patient safety data sources to maximise understanding and a wider paper
on the transferable lessons from our experience using the WHO Guidelines for Incident Reporting
Systems as a reference standard.

6. Any other comments on the Advancing Applied Analytics programme that you would
like to share with us?

We would like to express our thanks to the Health Foundation for their funding and support of this
project.

Section 2 —= Financial Information

This section should be completed and / or informed by your finance department. Please
ensure that you submit your financial information using the embedded summary expenditure
template (see below) in a way that includes all the lines of expenditure as agreed in your
award agreement. Please note that we may ask you to provide receipts for larger items of
expenditure.

2.1 — Summary of expenditure
Please see separate document titled ‘1554239 Finance summary’
2.2 — Variance

Band 7 Analyst

- Initial delays with recruitment to backfill the Band 7 Analyst shifted costs into year 2 (2020/2021).
Unfortunately after 4 months, the person recruited to the backfill position was unable to continue in
the role due to unforeseen family reasons. In order to ensure that the project could continue, the
Band 7 Analyst maintained their time commitment without backfill. This has led to a backlog of work
which if unresolved would negatively impact on patient safety. Therefore, it is proposed that with
Health Foundation approval, the remaining funds from this aspect of the budget be used to recruit to
a short term backfill post to address the backlog of work caused by the lack of Band 7 Analyst
backfill following the unforeseen departure.

Grade 6 Qualitative Research (LSHTM)
- Invoicing for the work of the team at the London School of Hygiene and Tropical Medicine has not
yet been received, but is expected following completion of the evaluation report. No variance in the
amount of this budget item is expected.

Cardiff University — Reader and Data Manager

End of Award Report (Research Awards)
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A delay in invoicing shifted costs into year 2 (2020/2021). A final invoice is expected at next billing
cycle for work in October and November.

End of Award Report (Research Awards)
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Report Title: Quality Indicators — progress report

Meeting: Quality, Safety and Experience (QSE) 'I‘)"aef;_'“g 15/12/2020
Status: For ) For N For For Information
Discussion Assurance Approval

Executive Nurse Director

Executive Medical Director

Report Author Assistant Director of Patient Safety and Quality
(Title):

Background and current situation:

Lead Executive:

In June 2020, the QSE Committee agreed a range of quality indicators that would be routinely
monitored at each meeting. To enable this, work has been undertaken with the Information
Department to develop a QSE dashboard. This is the first report and at the time of writing the
dashboard is still under development.

This paper provides an overview of current performance against those quality indicators that are
available within the dashboard. It is anticipated that the QSE dashboard will be fully
implemented by the next report to the Committee in February 2021 and the process will be
iterative.

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

The number of Serious Incidents (SI) reported has reduced significantly over the last two years.
This is due mainly to the change in the requirement for reporting pressure damage. Sl reporting
reduced during the Q1 of 2020/2021 but is now retuning to pre-covid rates. Again, this is due
mainly to revised incident reporting processes implemented by Welsh Government (WG).

The number of Sl closure forms submitted to WG has dropped during Q1 and Q2 of 2020/2021.
The Patient Safety team are working closely with Clinical Boards to ensure timely investigation
and closure of Sls, so that the UHB can achieve pre-covid rates of Sl closure. At the time of
writing the UHB has 103 open Sls.

The number of reported pressure ulcers has increased in the last two months. This trend will be
kept under review by the UHB Pressure Ulcer Group.

There has been a reduction in the % compliance of patients who are admitted to the stroke ward
within 4 hours of presentation to the Emergency Unit. The last published national SSNAP audit
indicated that the national average is that 58.9% are admitted to a stroke unit within 4 hours of
arrival at hospital. UHB performance in the last report was 52.1% of patients go directly to a
stroke unit within 4 hours. There has also been a reduction in the % compliance of patients
seen by a stroke consultant within 24 hours. This issue will be discussed in detail in the January
2021 Clinical Effectiveness Committee.

In April 2020, there were spikes observed across a range of mortality indicators (under 75s
elective admissions, fractured neck of femur deaths within 30days of admission and mortality
within 30 days of admission). A more thorough scrutiny of this will be undertaken and presented
to the next Mortality Group meeting in January 2021.
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Currently, compliance with Level 1 mortality reviews across the organisation is 100%. There has
been a marked increase in the number of Level 1 reviews which trigger a Level 2 review, at
University Hospital of Llandough during October 2020. Again, a thorough review of this trend will
be undertaken and reported to the Mortality Group in January 2021.

Assessment and Risk Implications (Safety, Financial, Legal, Reputational etc.):
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In-patient falls

Slips Trips and Falls (30 Day Moving Total)

00
A50
o0
250
200
180
100
- ||
&P
&

q‘:'l- it
#
@wi‘

&

&

o)

B
. o @F‘N ‘2\ #@
I A

&
@l

cﬂ@eﬁh

Measuras
@ all Falls 30MT

@ Falls Mo Har...
Falls With Har...

Pressure ulcers

Pressure Ulcers (30 Day Moving Total)
SRV AN
= WA o f w\

L

S @
a.J:»&
e ‘e‘?@‘* ‘?}caqg %‘SEC"&'*:.

'9':53"?'9'
¢~

/

o e e
I Q .
,3‘?'} Q{%@b B‘,::GF'

i

. o

Stroke indicators

Stroke 4hr (Weekly)

A00%
0%
E0%%
FlalY
0%

0%

G R . , ! ) P LE L = ! !, i b2is
R SE T T T S B o e g B@d’@'\‘3\“4""?'&“”8'&'50'5@06"‘0";5’@' "t?-"t?'d’@r@r'“&\""
o T ¥ o F U@gwd\wm@a o o g "P.@r@wn,‘s@ @U@W@\ e ary "555'9 g rEP‘p o ég’u'?fg o g 2 @rgéﬁ o

LN

\05\6.@@.\-5*\\63

CARING FOR PEOPLE
KEEPING PEOPLE WELL

3/7

4

Bwrdd lechyd Prifysgol

YMR Caerdydd a'r Fro
HS | cardiff and vale
WALES | University Health Board

25/281



Stroke 24hr (Weekly)
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FNOF - Mortality within 30 days of Emergency
Admission
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% Level 1 Reviews that trigger Level 2 (UHW and =
Llandough)
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Sepsis

% Sepsis Six Bundle Completed in 60mins
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Recommendation:

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

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 and capacity are in balance
2. Deliver outcomes that matter to 7. Be a great place to work and learn
people
3. All take responsibility for improving 8. Work better together with partners to
our health and wellbeing deliver care and support across care

sectors, making best use of our
people and technology

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

5. Have an unplanned (emergency) 10. Excel at teaching, research,
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 Long term Integration Collaboration Involvement

Equality and
Health Impact Not Applicable

Assessment
Completed: 4_4—
Kind and caring ) Respectful ) Trust and integrity ) Personal responsibility )

Caredig a gofalgar Cyfrifoldeb personol

CARING FOR PEOPLE o AN S bt i
KEEPING PEOPLE WELL Y7 NS ot
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Report Title: Impact of COVID-19 on Patient Safety

. Quiality, Safety and Experience (QSE Meetin
Meeting: Comni/ittee y P ( ) Date: g 15 Dec 20
. For For For .
i Discussion Assurance X Approval For Information X

Lead Executive: Executive Nurse Director
Executive Medical Director

Report Author

(Title): Assistant Director Patient Safety and Quality

Background and current situation:

As detailed in the Proposed Changes to Governance Arrangements report presented at the
November 2020 Board, a new COVID-19 Update Report has been developed for approval
following recent review of Governance arrangements. As with the other measures being
implemented, the intention is to ensure robust and improved governance arrangements are in
place during the second wave of the pandemic.

To support this strengthened reporting arrangement, regular reports on the impact of covid on
patient safety will be provided at each QSE Committee meeting.

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

Covid 19 outbreak position - There are currently a number of wards across the UHB where
there are outbreaks of covid-19. There is robust monitoring of the situation with daily operational
meetings chaired by the Executive Nurse Director and outbreak procedures in place for all
affected areas. There is daily update reporting (Monday — Friday) in to Welsh Government in
line with current reporting arrangements (see Appendix 1 — Letter from Deputy Chief Medical
Officer — November 25t 2020). A full update will be provided at the Committee meeting by the
Executive Nurse Director.

Serious Incident and No Surprise reporting channels — revised arrangements have been put
in place. All new Sls are reported to the Delivery Unit while No Surprises continue to be
reported to Welsh Government.

The investigation of the care of patients with hospital acquired coronavirus — the Board
recently received an update from the Executive Nurse Director in relation to the numbers of
patients with hospital acquired coronavirus (HAC). Work is underway to review the care of all
patients with HAC as well as the deaths of all patients with HAC who have died with a diagnosis
of covid 19 on the death certificate. Reviews are being undertaken in line with the All Wales
investigation toolkit (Appendix 2a) and are being undertaken by a small team of staff under the
guidance of and reporting to the Patient Safety team. A local rapid review tool (based on the All
Wales toolkit) has been developed by the Patient Safety team. This will enable the swift and
timely review of the care of patients with hospital acquired covid and will help determine whether
a more in-depth review is required. The tool can be viewed at Appendix 2b.

— __d
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Covid related incidents - The UHB has been working with Cardiff University to undertake a
thematic review of covid related incidents. The results were presented to the Medical
Leadership Group on 12" November 2020 and will be used to identify learning opportunities.
The work will continue with prospective analysis of all reported incidents during the 3 next
months (Academic GP trainee will be working with the patient safety team) to ensure rapid
learning as necessary. All covid related patient safety incidents are also reported as part of the
regular Integrated Quality, Safety and Experience (QSE) report to Board. Emerging themes from
the reviews will be discussed by the UHB Infection, Prevention and Control (IP&C) Cell and in
the weekly Sl/Concerns meeting.

Covid e-notification — The Committee has received a report in June 2020 providing assurance
in relation to the reporting of covid deaths in line with All wales policy. The UHB was
instrumental in working with PHW to establish an electronic reporting system and the Assistant
Medical Director for Patient Safety and quality continues to sit on the All Wales COVID-19
mortality surveillance assurance group overseeing this. Recently, a document to support
Doctors with accurate recording of the cause of deaths for patients with Coronavirus has been
developed by one of the UHB Consultant Histo-pathologists. This has been shared with
colleagues across Wales and is attached at Appendix 3.

Personal Protective Equipment - The PPE cell continues to meet to ensure appropriate
procurement, distribution and management of PPE related issue across the UHB. PPE incidents
are also reported as part of the regular QSE report to Board. There are currently plentiful
supplies of PPE available to the UHB.

IPC and QSE arrangements at the Lakeside Wing Field Hospital - a full update will be
provided to the Committee at the December 2020 meeting.

WAST notification of handover delays and joint investigations — the UHB continues to work
with colleagues in WAST to jointly investigate incidents in which handover delays have
contributed to a poor outcome for patients. The UHB currently has 3 incidents under joint
investigation and has arrangements in place to meet regularly to progress investigation and
closure of these incidents.

Sharing early learning related to in-hospital transmission of Covid-19 (CoRSEL) — an
early learning reporting system has been established by the Delivery Unit and the UHB is
reporting as required to share any early learning opportunities. Feedback reports issued by the
Delivery Unit are being shared with Clinical Boards when issued and are attached for
information (Appendix 4a and 4b).

Recommendation:

The Quality, Safety and Experience Committee is advised to NOTE the content of this report. A
full brief on these issues will be provided at the forthcoming Committee meeting.

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

sectors, making best use of our
people and technology

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

5. Have an unplanned (emergency) 10. Excel at teaching, research,
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 Long term Integration Collaboration Involvement
Equality and

Health Impact Not Applicable

Assessment

Completed:

Kind and caring Respectful Trust and integrity Personal responsibility
Caredig a gofalgar ddiriedaeth ac uniond Cyfrifoldeb personol
;
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Professor Chris Jones q_~
Dirprwy Brif Swyddog Meddygol - JQ
Deputy Chief Medical Officer

Dirprwy Gyfarwyddwr Gofal lechyd Poblogaeth LIywodraeth Cymru

Deputy Director Population Healthcare Division Welsh Government

To: Chief Executives — LHBs and NHS Trusts
Medical Directors — LHBs and NHS Trusts
Nurse Directors — LHBs and NHS Trusts
Assistant Directors of Quality and Safety — LHBs and NHS Trusts

25 November 2020

Dear Colleagues
Serious incident (SI) and No Surprise (NS) notifications
As you are aware through previous correspondence, the reporting of serious incidents at a
national level transferred to the NHS Wales Delivery Unit (DU), from 1 October 2020. | am
pleased to confirm this change to the reporting process is working well and | want to thank you
and your teams for helping to ensure a smooth transition.
There are however a couple of issues which need further clarification to improve the process
going forward. In the interests of clarity this letter sets out in one place the processes to be
followed when reporting / advising of incidents where the provision of care has resulted in harm
or potential harm to patients.

1. Sland NS reporting channels

All new Sl natifications should now be being submitted to the DU via
NationalSIreports@wales.nhs.uk, in line with Putting Things Right (PTR) guidance.

Again in line with PTR guidance no surprise notifications are the mechanism through which
NHS organisations provide an ‘early warning’ alert which might not result in direct harm to
patients, but may have an impact on service provision. They may also impact on areas relating
to organisational reputation, adverse media coverage or political challenge. NS notifications will
continue to be submitted to Welsh Government via the ImprovingPatientSafety@gov.wales
mailbox. In addition some NHS organisations contact colleagues direct within the Healthcare
Quality Team to alert Welsh Government to potential issues and this is welcomed.

On occasions there may be a need for both SI and NS notifications to be submitted and in
these circumstances information will need to be shared via the separate and distinct channels
referenced above in the most timely manner.

NHS organisations are not required to inform Welsh Government of upcoming coroner inquests

unless they have the potential to be particularly sensitive or result in a Regulation 28 or are of
particular media interest.

SN Ffon/Tel03000257028

BUDDSODDWR MEWN POBL Parc Cathays, Caerdydd CF10 3NQ Cathays Park, Cardiff CF10 3NQ

NTEORLE Ebost/Email:PSChiefMedicalOfficer@gov.wales
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2. ‘Upgrading’ of no surprise notifications

Sometimes NHS organisations have submitted no surprise notifications when they actually
meet the criteria for a serious incident and Welsh Government has automatically upgraded
these and notified the reporting organisation. With immediate effect this process will change;
the NS notification will be returned to the reporting NHS organisation who will be asked to
submit a Sl notification relating to the incident direct to the Delivery Unit.

3. WAST notification of hand over delays and joint investigations

Currently where harm or potential harm has been caused due to patient hand over delays at
hospital emergency departments, WAST submits a NS and the LHB/ Velindre Trust submits a
Sl to Welsh Government. A joint investigation is undertaken between the two organisations and
the learning shared.

Going forward the requirement to undertake a joint investigation still stands as does the
requirement to submit a Sl to the Delivery Unit by the LHB / Velindre Trust.

There is a change with immediate effect relating to the notification which was submitted by
WAST. In instances of hospital patient hand over delays WAST will no longer be required to
submit a NS to Welsh Government. Instead WAST will be required to email the DU via the
NationalSlreports@wales.nhs.uk mailbox providing confirmation that a joint investigation will be
undertaken for delays in patient handovers. The DU will finalise a minimum data set with
WAST which is likely to include the following information:-

date of delayed handover

confirmation of LHB / Velindre Trust — NHS hospital

outcome of patient

any immediate make safes actioned

confirmation of agreed joint investigation

The onus will still remain with the LHB/ Velindre Trust to report the Sl via the notification
process clarified above.

4. Slclosure process

In addition to the clarification above | would like to take the opportunity to provide clarification
around the assurance and closure of Sls, too.

The Delivery Unit has now taken responsibility for the closure of Sls originally reported to Welsh
Government from 1 April 2020. Any Sls therefore reported on or after 1 April 2020 and now
due for closure should have their closure notifications submitted to the Delivery Unit via
NationalSireports@wales.nhs.uk. Any closures which have already been submitted to Welsh
Government for incidents this financial year will continue to be assured by colleagues in Welsh
Government.

We still have a number of outstanding, historical Sls prior to April 2020, which | know you are
making a concerted effort to close in liaison with the Healthcare Quality Team in Welsh
Government. These should continue to be submitted to Welsh Government for closure
consideration.
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Finally we are considering the relationship with the new Covid-19 outbreak reporting
requirements and Sl reporting and specific advice in this regard will follow shortly.

| want to thank you and your teams once again for your patience while the transition of SI
reporting moves to the Delivery Unit and the process is embedded. Work is also being
undertaken to establish a reporting process that supports both Welsh Government policy leads
and NHS organisations in terms of what the data is telling us and how we can share learning to

help improve the quality and safety of care provided as well as improved outcomes for patients.

Something | know NHS colleagues are keen to have shared with them.

Although early days, should you have any observations / comments / queries regarding the
changes being implemented or the content of this letter please do not hesitate to contact Jan
Firby jan.firby@gov.wales or 03000253485, who will be happy to help.

Yours sincerely

O T
PROFESSOR CHRIS JONES

Cc: Jules McCabe and Melanie Harries, NHS Delivery Unit
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COVID-19 Rapid Review Toolkit (Patient) m

The toolkit has been developed to ensure consistency when undertaking rapid reviews where patients have a positive COVID-19 result, and it has been established by the
organisation that a review is required to establish nosocomial infections.

The Rapid Review comprises of 5 Parts:

Part 1 Patient Information

Part 2 Timeline of events (14 day period)
Part 3 Review based around 4 key Themes
Part 4 Findings

Part 5 Learning

Part 1

The purpose of this section is capture patient demographics and to identify symptom and testing arrangements in place at the time. For current inpatients, this part of the review
should be completed within 48 hours of the positive test being reported. When undertaking retrospective reviews for previous inpatients the organisation will identify a prioritised
approach to undertaking this review.

This section of the investigation toolkit can also be used in isolation when identifying nosocomial infections and to identify the level of further review required and priority of the
further review.

Part 2
where a probable or actual hospital acquired COVID-19 is suspected, it is essential that a timeline is completed to identify, wherever possible, exposures and transmissions to the
COVID-19 virus. The timeline should include 14 days from the date symptoms were reported (or where this is not known, the date of diagnosis or date of death).

Any exposures and risks identified from the timeline will be included in the review analysis.

Part 3

The review has been themed around 4 key areas;
eTesting

e Environment

e Contact

e IPC

A series of questions have been provided to help provide a consistant approach for identifying care or service issues.

Part 4
To facilitate learning, the findings from the rapid review should be presented against each of the 4 key themes.

Part 5
Where relevant, an action plan should be produced to capture any recommendations and actions from the review.
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-CONFIDENTIAL-

Demographics

Patient identifier (NHS Number / CRN Number)

Datix Incident Number

Date of Birth

Gender

Ethnicity

Date of current or most recent admission

Was patient screened on admission

Ward or Department

Consultant

Diagnosis

Was patient diagnosed with COVID-19 on admission

Reason for current or most recent admission

Brief description of underlying condition (including COVID-19 risk factors), treatment, and progress

Symptoms & Testing

What symptoms were present on date of admission

Were COVID-19 risk factors identified on admission or at the time of
symptoms

What symptoms were present at time of specimen collection or
radiology

Date of clinical decision to swab or image

Rationale for decision to swab or image

Date specimen/radiology taken

Any additional risk factors identified

Was the diagnosis communicated to the patient

Did the patient demonstrate an understanding of the condition

Did the patient have any contact with known COVID-19 cases during
their period of admission (identify via timeline in part 2)

Patient Death

Did the patient die within 30 days of COVID-19 diagnosis

If so, was the death linked to COVID-19

Did COVID-19 appear on the Death Certificate

Provide details of all conditions listed on death certificate

Has a mortality review been undertaken (stage 1 or stage 1 & 2)

Were any failures of care identified within the mortality review, and
if so, what failings

Has the mortality review identified further areas for review

Pagel
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Pre Timeline
notable events

DAY 14

01/04/2020

DAY 1

19/03/2020

DAY 2

20/03/2020

DAY 3

21/03/2020

DAY 4

22/03/2020

DAY 5

23/03/2020

DAY 6

24/03/2020

DAY 7

25/03/2020

DAY 8

26/03/2020

DAY 9

27/03/2020

DAY 10

28/03/2020

DAY 11

29/03/2020

DAY 12

30/03/2020

DAY 13

31/03/2020

Post Timeline
notable events

Key Events

Timeline of Ward Stays and Transfers
(transfers for investigations e.g Xray)

Date of symptoms; test request; test
result

State previous admissions to any
healthcare institution in the previous 14
days prior to symptoms or confirmed
diagnosis of COVID-19

Were any of the environments where the
patient was being cared for identified as
a COVID-19 area

What interactions or contact occurred
with other patients with a suspected or
confirmed COVID-19 diagnosis

What interactions or contact occurred
with other patients who were later
diagnosed with COVID-19

What isolation arrangements were in
place

Were any suspect/ positive COVID-19
patients non-compliant with isolation
precautions?

Were any staff members directly involved
in the care of this patient displaying
symptoms of COVID-19 or later
diagnosed with COVID-19

Is there any evidence of insufficient
supplies of PPE resulting in exposure of
staff to COVID-19?

Did staff members caring for this patient
work with patients who were later
diagnosed as COVID-19 Positive

Was there a need to escalate treatment
for COVID-19?

Was the patient in need of transfer to
another site for treatment?

other key events

other key events

Key findings for analysis:
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RAPID REVIEW THEMES

Summary of Review Response Evidence obtained

Was symptom identification robust and in line with
national guidance at the time?

Were COVID-19 risk factors identified in accordance
Symptoms & with the known risk factors at the time?

Testing

Were testing arrangements robust and performed in
accordance with local guidance at the time?

What was the environmental cleaning scores for the
area(s) where patient was being cared for during the
period? Provide date.

Provide details of cleanliness/environmental issues
reported in the area(s) in which the patient was
cared for prior to the diagnosis of COVID-19

Environmental

What was the hand hygiene audit compliance results
for the areas where patient was being cared for at
the time? Provide date.

Any additional environmental or cleanliness factors
identified as being of concern?

Was visiting restricted during the 14 day period prior
to the confirmed results?

Contact

Was there sufficient separation in space and or time
Management |vetween suspected and confirmed COVID-19
patients?

Is there evidence that mandatory training and IPC
training has been undertaken by staff relevant to this
case?

Staff utilised transmission based precautions when a
suspect case was identified? Namely FRSM, Plastic
apron, gloves and risk assessed visor

IPC Precautions

what steps were undertaken to make sure staff had
appropriate changing facilities for donning and
doffing PPE?

Were any issues identified with PPE at the time?

Were there any other factors (avoidable or

unavoidable) relating to this patient’s overall

Additional management that could have contributed to the
incident?

Considerations
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ANALYSIS LEARNING

Findings - Good Practice Care & Service Delivery Issues Recommendations

Symptoms & Testing

bl Bl Bl I

Environmental

Contact Management

IPC Precautions

Additional
Considerations
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LEARNING FROM EVENTS ~ HOME |

Datix Reference

Date of (Incident

Lead for action plan

Date action plan commenced

Action and Progress Monitoring and Evaluation Responsible Person Deadline for Completion
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Cardiff and Vale
University Health Board

Probable or Confirmed Hospital Acquired Covid-19 Infection (NOT deaths)

Patient - Rapid Assessment of Exposure Tool

Please complete this tool for each Patient who has acquired a Covid-19 Infection whilst an inpatient >8days

Name:

DOB:

Hospital Number:
Paris No:

Ward/Location:

14 Days prior to symptoms or testing positive for
COVID -19

Date of symptoms onset:
Date of swab:

Date of Positive test Result:
Reason for completing swab:

Date completing this rapid assessment tool:

Yes | No Details:

Date
(if known/applicable)

1.1 Has the patient been in contact with a confirmed or
suspected case of Covid-19 in their household or
Community?

1.2 Has the patient been self-isolating due to known Risk
factors, please specify reason?

1.3 Inpatient stays — Please indicate any other inpatient
(hospital or care home) stays the patient has had in the last
28 days?

Details:
(including Ward)

Dates
(if known/applicable)

2.1 Where was the patient admitted from?

For instance A&E, Home/Community, Another Ward or
Health Board. Please specify where and reason for
admission/transfer?

2.2 Any known inpatient areas attended?
For instance Theatre, Radiology, Dialysis - if so please
specify details and dates.

3. Please record the patient’s journey 14 days prior to Covid-19 Test, as below.
Please see example below:

Day 14 Day 13 Day 12 Day 11 Day 10 Day 9 Day 8
H (eg admitted to Ward
m A or off ward for CXR/
positive for | pialysis)
Covid-19
Day 7 Day 6 Day 5 Day 4 Day 3 Day 2 Day 1

Cardiff & Vale UHB

Nov 2020 -V7
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14 Days prior to symptoms or testing positive for Yes | No Details: Dates
COVID -19 (including Ward) (if known/applicable)
3.1 Was the patient exposed to Covid-19 in a Health Care
Setting?
3.2 Were there any patients on the Ward with confirmed Covid-
19 results?
3.3 Was the patient exposed to any staff / visitors with
suspected or confirmed positive Covid-19 results?
a) Suspected
b) Positive results?
3.4 Did the patient have any visitors during this period?
Date and reason for visit?
Positive Covid-19 Result — Action taken
Yes | No Details: Date
(if known/applicable)
4.1 Was the patient moved following a positive result?
a) Patient Isolated
b) Moved Ward
c) Other
»  Was the patient moved following advice from
Infection, Prevention & Control?
»  Was the patient moved for clinical reasons?
»  Other please specify
4.2 Has there been a recent Outbreak of Covid-19 in the Clinical
area within the last 28 days?
4.3 What is the Ward’s Mandatory training (%) level for %
Infection, Prevention and Control training?
4.4 What was the Ward’s last Environment (Cleaning) score (%)? %
4.5 What was the Ward'’s last Hand Hygiene and Bare Below %
Elbow Audit score (%)?
4.6 What PPE was in use on the Ward during the patient stay?
(e.g. fluid repellent surgical mask, visor, gloves and apron)
Are you confident that these measures were adhered to? If
no, please provide details
Were there any issues with the supply of PPE?
4.7 Are appropriate social distancing measures in place?
If no, please provide details
4.8 Was the patient made aware of their swab results?
Was the patient’s NOK aware of the results?
4.9 Any other possible contributing factors?
Incident Reporting for Probable or Confirmed HCA Covid-19 Infection
Datix reference Date uploaded
5.1 Datix Ref:
(Upload a copy of this completed assessment to the Datix
record and answer yes to “Does this Incident need to be
Reported to: Delivery Unit (DU) as a Serious Incident or
Never Event” question in Section 2.3 which alerts Patient
Safety).
Person completing the Assessment
Name: Directorate:
Designation: Clinical Board:
Ward : Contact Telephone Number:

Please attach completed tool to Datix Incident Form

(If you need support with attaching the tool to Datix, please contact PST on 36314 or Patient.SafetyTeam@wales.nhs.uk)

Cardiff & Vale UHB

Nov 2020 -V7
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MCCD Completion — with particular reference to COVID-19 deaths

SPACE FOR BINDING

COUNTERFOIL AP 000000 S

For use by the person completing the certificate.

Name of deceased person

I |
Gender' |
s No. [T T [T T] [T 1]
Date of death D:”:I:l[l:l:l:l
Date |

aivebyme. LU TCTTT]
Age | |
) e—
| |

Post-mortem/
additional information*® 1 2 3 4

Externally examined
after death®

abc

If b, name | |

Cause of death:
I (@ |

(b) |

© |

(d |
|

Did the pregnancy contribute to
the death?

‘Yes I:l No D Unknown I:I

Name it [
l |

DRAFT CERTIFICATE FOR COMSULTATION

CORONERS AND JUSTICE ACT 2009
Attending Practitioner's Certificate prescribed by the Death Certification Regulations XXXX

MEDICAL CERTIFICATE OF CAUSE OF DEATH

For use only by a Registered Medical Practitioner who is qualified to do so in accordance with regulation 2(2) of the Death
The certificate only be given to a registrar after the certified cause has been confirmed by a duly appoint
the date of this confirmation is shown on the certificate. This certificate is not required for any death that is iry

Name of deceased person . coeeeeee. Gender L. WHS No. ll.
Date of death as stated to me ED D:Il:l]:l:l Date last seen alive by me ED .. ‘lll Age as

Place of death . e

rtificatio
d medical examiner and
restigated by a coroner.

Exarminer's Confirmation
A O — -

1 The certified cause of death takes account of information obtained from post-maortem.
2 Information from post-mortem may be available later.

3 Post-mortem not being held.

4 | may later be able to supply additional information for statistical purposes.

a Externally exgrfined
b Externall amined

c gt examined after

Mpproximate interval
between onset and death

CAUSE OF DEATH

The condition thought to be the "Underlying Cause of Déath’ s appear in the lowest completed line of Part I

I (a) Disease or condition directly leading to death® e

(b) Other disease or condition, if any, leading to I{a)

(c) Other disease or condition, if any, keading to I(b)

{d) Other disease or condition, if any, leading to I(c)
Il Other significant conditions CONTRIBUTING TO THE DEATH

but not related to the disease or CONGIHON CAUBINE T oceo. et ess s et e am s e S g gsmes sasems s s s s s s b smsnnse g
*This means the disease or conaition that caused death (if an injury or complication, authovised by & coroner); do nof record

For a woman, was the deceased pregnant or recently pregnant? o ]¥es Mo ] Unknown

[ At time of death CIwithin 42 days before the death

O Between 43 days up to 1 year before death O Uniknown

Did the pregnancy contribute to the death? Oyes OnNe

| hereby certify that | attended the deceased in accordance with the Death

Certification Regulations xxxx and that the particulars and cause of death  Mame (PANt) o

given on this certificate are true to the best of my knowledge and belief
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CoRSEL learning update #1

To all HBs/Trusts: this update provides a summary of early learning provided by organisations within NHS Wales
and are related to in-hospital transmission of Covid-19. Please consider these messages in line with your
organisation’s governance framework and determine if any local action needs to be taken as a result.

Thank you to all HBs/Trusts who contributed to this learning update

- Guidelines can’t be reinforced enough — staff can become complacent particularly if transmission was
low in the first wave. Daily staff compliance audits are very important

- Limit footfall on wards however possible, including limiting e.g. big ward rounds, porters, cleaning
staff, designate staff by pathway

- No car sharing

- Reinforce messages to staff for the need to isolate if anyone in their house is sick. There are lots of
staff doubting that child / partner have virus and feel duty to be in work, then later finding that their
relative has a positive result. Daily reminders / daily questioning staff along with providing clarity on
expectations if they need to isolate (for example, does this need to be taken as leave)

- Promote the culture where everyone is confident in challenging / gently reminding each other etc.

- Manage staff outbreaks in the same way that IPC manage patient outbreak. One HB reports losing
valuable time by not understanding who the index case was

- Stay on top of the process — if decision taken to screen staff, there is lots of opportunity for delay —
send swab, wait for staff to be on duty, return swab, wait for lab, get result, wait for TTP etc. Days can
be lost and contacts can still be in work

- There can be very high rates of asymptomatic staff

- Single rooms are not Covid free. Isolation precautions still need to be robust to prevent transmission
occurring to the wider clinical area through compliance with PPE use, decontamination of the
environment and any shared equipment

- Communication is key - ensure Agency staff have routine access to Health Board/Trust
communications particularly as they often work on more than one site

- Staff changing rooms often don’t have windows or air changes. Where ventilation is poor in changing
areas, it is important to stagger use and limit the number within the room at any one time, 2m
distancing, always facing away from others when masks are taken off, and staff should still be wearing
a mask when walking in corridors etc. (anywhere indoors until they leave the building)

- Staff breaks — need to ensure breakout rooms are large enough to socially distance when taking off
mask and eating. Also ensure mechanisms are in place to monitor staff are adhering to maximum
numbers in breakout rooms

- Cleaning of shared facilities Sharing of kitchens, toilets and other facilities can be an issue — need for
frequent wiping down of kettles, phones etc. after use

- There have been reports of staff in offices who are sufficiently socially distanced at desks becoming
infected. Key learning is for those staff to wear masks when getting up from desks, and wipe all
shared equipment

- No patient notes in clinical area

- Reduce clutter +++++

Covid-19 Rapid Sharing of Early Learning (CORSEL)

Issue number 1

Date of issue 5 November 2020

Approved by CoRSEL oversight group

Contact NHS Wales Delivery Unit via PatientSafety.Wales@wales.nhs.uk
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CoRSEL learning update #2

To all HBs/Trusts: this update provides a summary of early learning provided by organisations within
NHS Wales and are related to in-hospital transmission of Covid-19. Please consider these messages in
line with your organisation’s governance framework and determine if any local action needs to be taken.

Thank you to all HBs/Trusts who contributed to this learning update

- Suitable PPE for log rolling. National guidance is available at: https://phw.nhs.wales/services-and-
teams/harp/infection-prevention-and-control/nipcm/chapter-1-standard-infection-control-precautions-
sicps/#wales. Long sleeve fluid gowns are advised for high risk areas (including where there is risk of
splash/spray wet contamination), otherwise disposable (no sleeve) aprons are advised which will allow
staff to wash their hands and forearms easily.

- Reducing number of staff attending a MET call. One organisation has shared that one member of
ward staff is allocated to stand at the ward door to ensure that only those required attend to the patient
requiring resuscitation, thus limiting the number of staff involved. HBs/Trusts should consider how they
will determine who is needed at the call e.qg. is it based on first staff to arrive at the door

- Decontamination of desks, equipment and items passed between staff. Good hand hygiene and
decontamination is of key importance whenever passing items between staff or whenever multiple staff
will be in contact with the same equipment. This includes e.g.:

o keys, bleeps and phones being passed between Nurse-in-charge of shifts;
o pens/scissors etc. which have been handled by staff;

o ensuring keyboards are cleaned when being used by multiple staff including e.g. entering
passwords for contractors

o not sharing food or mugs/cups during breaks, making rounds of drinks etc.

One organisation has shared that they have developed cleaning checklists which are checked weekly,
along with constant reinforcement messages of the need to clean relevant equipment - including
specifying e.g. telephone, keyboard, mouse etc. - between uses.

- Car sharing. National guidance is available via: https://www.gov.uk/guidance/coronavirus-covid-19-
safer-travel-guidance-for-passengers#private-cars-and-other-vehicles. Staff should avoid travelling to
work together as social distancing cannot be maintained, but if car sharing is essential all travellers will
need to wear a face covering for the duration of the shared journey. The passenger should sit in the
back of the vehicles and windows should be opened to improve ventilation.

- Use of PPE where social distancing is not possible - social distancing requirements must be
adhered to at all times when possible, but where this is physically not possible, it is acceptable for staff
to use appropriate PPE to minimise risk. One HB has shared that they undertook a risk assessment of
an area where social distancing was physically challenging and required use of appropriate PPE in
those areas, but still on occasion observed a lack of adherence. Constant vigilance is required to
ensure adherence to requirements in these settings https://phw.nhs.wales/services-and-teams/healthy-
working-wales/covid-19-information-and-advice-to-support-employers-and-employees/workplace-
workforce-risk-assessments/

- Contractor management. One organisation has shared issues with contractors attending work whilst
symptomatic, and contractors travelling to Wales from English high incidence lockdown areas. The
organisation has updated their Standard Operating Procedure (SOP) to include more comprehensive
education and information around COVID-19 and infection control requirements, and compiled an
associated educational video. This kind of information could form part of the mandatory contractor
induction to the organisation.

Covid-19 Rapid Sharing of Early Learning (CORSEL)

Issue number 2

Date of issue 25 November 2020

Approved by CoRSEL oversight group

Contact NHS Wales Delivery Unit via PatientSafety.Wales@wales.nhs.uk
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REPORT TITLE: OMBUDSMAN ANNUAL LETTER 2019/20

MEETING: Quality, Safety and Experience Committee IE)AEEEING 15/12/20
DAL Eci);cussion Assll:;r)arnce Apgl?c:val For Information
IIE)E(23UTIVE: Executive Nurse Director

25?35; Assistant Director of Patient Experience

PURPOSE OF REPORT:

SITUATION:

The Public Service Ombudsman for Wales (PSOW) annually writes to each Health Board in

Wales and provides an overview of trends, performance and key messages arising from activity

in the Ombudsman’s office over the previous year. The letters are published on the

Ombudsman’s website.

Appendix 1 is a copy of the letter which will be published on the PSOW Website.

Annual Letters section on website the current letters are not yet published.

A report was provided to the September Board meeting.

REPORT:

BACKGROUND:

It is pleasing to note that the Health Board was below the average for complaints received and
investigated with Health Board average adjusted for population distribution.

A. Complaints Received

Factsheet

Health Board

Complaints
Received

Complaints

received per
1000 people
(population)

Aneurin Bevan University Health Board 140 0.24
Betsi Cadwaladr University Health Board 227 0.33
Cardiff and Vale University Health Board 100 0.20
Cwm Taf Morganmnwg University Health Board 80 o.18
Hywel Dda University Health Board o2 0.24
Powwys Teaching Health Board 23 o017
Swansea Bay University Health Board 91 023

753 0.24

v
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B. Complaints Received by Subject with percentage share

. . . Complaints
Cardiff and Vale University Health Board Reczived
Children s Social Services - Adoption procedures 1 1.00%
Complaint Handling- Health 11 11.00%
Health - Appointments/admissions/discharge and transfer procedures §] 6.00%
Health - Clinical treatment in hospital 59 59 00%

Health - Clinical treatment outside hospital 1
Health - Continuing care 3.00%
Health - De-Reqgistration 2.00%

1 11.00%

3

2
Health - Medical records/standards of record-keeping 3 3.00%

1

2

1

Health - Other 1.00%
Health - Patient list issues 2.00%
Various Other - Whistle-blowing 1.00%

For context, across the UHB In 2019/20 we received 3166 concerns, 590 were managed under
early resolution, providing a satisfactory outcome to the person raising concerns within 2
working days (including the day of receipt).

Therefore these figures demonstrate that less than 0.3 % of people who raised concerns with
the UHB in 2019/20 approached the Ombudsman because they were dissatisfied with the
Health Board response.

The 11 concerns in relation to Complaints Handling were further reviewed and 6 related to a
delay in responding, the current response time is 86% and we will continue to liaise directly with
complainants at the outset to agree the questions for investigation. Of these concerns 3 were
not investigated following initial review and a further 2 were not upheld in any part.

C. Complaint Qutcomes (" denotes intervention)

Complaints Closed Out of Premature Other cases Early Discontinued Cther Cther Public Grand Total
Jurisdiction closed after Resolution/ Reports- Reports Interest
initial voluntary Not Upheld - | Report*
consideration | settlement® Upheld in whole
or in part”
Cardiff and Vale UHB 4 10 50 17 1 10 12 0 104
Percentage Share 3.85% 9.62% 48.08% 16.35% 0.96% 9.62% 11.54% | 0.00%

From the 100 concerns received by the Ombudsman following initial review of our responses a
full investigation was undertaken into only some 22 cases and 12 were upheld whole or in part.

Public Interest reports
There were no public interest reports issued against Cardiff and Vale UHB.
In response to the annual letter the Health Board has been asked to take the following actions:

e Present my Annual Letter to the Board to assist Board Members in their scrutiny of the
Board’s Performance

This action has been completed at September Board meeting

e Work with my Improvement Officer and my Complaints Standards Colleagues to improve
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complaint handling and standardise complaints data recording

We have met with the Ombudsman lead for the Complaints Standard Authority which is
intended to help support complaint handling staff in delivering excellent outcomes for service
users. As part of their work the Ombudsman’s office are providing Training Sessions tailored to
fit organisation’s needs and provided without charge. Core modules focus on the complaints
process, investigations, and communicating with complainants.

Soft skills modules explore additional sets of skills used in effective complaint handling and can
provide an ideal refresher session for experienced staff.

We will ensure that the central concerns team will attend the modules when there is availability
and we have been discussing a communications virtual module being developed for our UHB
staff. This will be considered in the context of development of the Patient Experience framework.

Assurance

The previous Internal Audit review provided substantial assurance regarding the process within
the Health Board for managing Ombudsman cases. All cases are managed via the corporate
concerns team who support the Clinical Boards to respond to queries from the Ombudsman;
cases are escalated to the Executive team as required. All recommendations are monitored to
completion and closure by the Ombudsman’s office.

We have also considered The Parliamentary and Health Service Ombudsman (PHSO) —
Making Complaints Count report and The Health watch England ‘Shifting the mindset — A
closer look at hospital complaints’ report.

Both reports offer direct feedback about what it is like to use the NHS in England and other
public services. Complaints matter because feedback can help staff learn from when things go
wrong and improve services as a result. However, the complaints system needs reform if people
who rely on public services are to have confidence that their voices are being heard and being
used to make improvements.

Both reports cover a large number of matters and the issues highlighted from across the NHS in
England is stark, but remarkably consistent between the reports.

The reports indicate a lack of consistency and learning from complaints handling and call for a
Complaints Standards Authority and the development of a complaints standards framework.
They also show that the NHS needs to invest in its staff through access to better, more
consistent, training and professional development in complaints handling. The promotion of a
learning and improvement culture from the top is vital.

The Parliamentary and Health Service Ombudsman (PHSO) — Making Complaints Count:
Supporting Complaints in the NHS and UK Government Departments report was published on
15 July 2020.

The PHSO conducted a thematic review of final investigation reports in NHS England where
complaint handling was an issue. Two online surveys of healthcare staff were conducted
between October and December 2019 and interviews held with senior staff and complaint
handlers. The report focuses specifically on the NHS England complaints system and found:

A lack of consistency on how to deliver excellent complaints handling
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o Staff responsible for resolving complaints should be properly trained and ensure that all
parties — including staff who are cited in the complaint — are kept involved and engaged
throughout.

o A lack of consistency in guidance and approach can have a negative impact on the
experience of those who raise complaints.

The Healthwatch England ‘Shifting the mindset — A closer look at hospital complaints’ report
was published on 15 January 2020. It looked at how well NHS hospital trusts across England
communicate their work on complaints and found:

Local reporting on complaints is inconsistent and inaccessible
Staff are not empowered to communicate with the public on complaints
Reporting focuses on counting complaints, not demonstrating learning

We have in our annual report considered these reports and recognized that the process of early
contact with complainants, a 7 day service, offering to meet following responses and the open
culture committee to sharing learning is conducive to addressing some of the issues identified in
the reports.

Development of the Once for Wales Concerns system and the service user experience system
will enable more effective thematic and sentiment analysis to identify areas for improvement.
There should also be an increased ability to benchmark comparable data across Wales to
promote national learning and sharing of good practice and areas for improvement.

The Health Board has a robust process in place to manage Concerns from the Ombudsman’s
office.

RECOMMENDATION:

The Committee is asked to NOTE the findings of the Ombudsman’s Annual Letter 2019/2020
and the actions being taken.

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 v

1.Reduce health inequalities Y demand and capacity are in balance
2.Deliver outcomes that matter to v 7.Be a great place to work and learn v
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 v sustainably making best use of the v
entitled to expect resources available to us
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5.Have an unplanned (emergency) 10. Excel at teaching, research,

care system that provides the right

care, in the right place, first time 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

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

ways of working

EQUALITY
AND HEALTH
IMPACT
ASSESSMENT
COMPLETED:

Not Applicable

Kind and caring

Respectful Trust and integrity Personal responsibility
Caredig a gofalgar Ymddiriedoeth ac uniond Cyfrifoldeb personol

innovation and improvement and v

v
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Lead Executive: Executive Nurse Director
Report Author
(Title): Director of Nursing for Surgery Clinical Board

SITUATION

This report provides details of the arrangements, progress and outcomes within the Surgery
Clinical Board in relation to the Quality, Safety and Patient Experience agenda during
2019/2020. It will also highlight the actions and progress of the Surgery Clinical Board during
the COVID pandemic.

BACKGROUND

Between April 2019 — March 2020 the Surgery Clinical Board had 4 Service Groups which
provide a significant number of emergency and elective services to Cardiff and Vale residents
which include Trauma and Orthopaedics, General Surgery and Urology, Head and Neck and
Perioperative Care. The Clinical Board employs over 2067 wte staff and has a budget of £140
million.

In addition to direct service provision for the local community of Cardiff the Surgery Clinical
Board provides a significant number of services beyond the local population at both the
University Hospital of Wales and University Hospital Llandough such as regional Spinal
Surgery and Hepatobiliary Surgery.

The Surgery Clinical Board also supports the activities of all other Clinical Boards within the
Health Board through the provision of services provided by the Perioperative care Directorate,
which includes Anaesthesia, Pain Management, Operating Theatres, Pre-Assessment and
Sterile Services.

Whilst the maijority of services provided by the Surgery Clinical Board are core activities, due
to the high volume of activity and the diversity of its services, risk in the Clinical Board is high.
Therefore robust risk management arrangements are in place to reduce and manage these in
order that our service users and staff are kept safe.

The Surgery Clinical Board has a well-established formal Quality, Safety and Patient
Experience (QSPE) that meets bi-monthly which is co-chaired by the Clinical Quality and
Safety Lead (Consultant Anaesthetist) and the Director of Nursing for Surgery Clinical Board.
This structure is formally replicated in each of the Clinical Directorates. The QSPE group has

— __d
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