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Unconfirmed Minutes of the Quality, Safety & Experience Committee 
Held on 16th February 2021 at 09.00am

Via MS Teams
  
Chair:
Susan Elsmore SE Independent Member – Local Authority 
Present:
Gary Baxter GB Independent Member – University
Michael Imperato MI Independent Member – Legal 

In Attendance
Stephen Allen SA Chief Officer – Community Health Council
Guy Blackshaw GB Clinical Board Director - Specialist
Steve Curry SC Chief Operating Officer 
Lisa Dunsford LD Director of Operations – PCIC
Carol Evans CE Assistant Director of Patient Safety and Quality
Nicola Foreman NF Director of Corporate Governance 
Angela Hughes AH Assistant Director of Patient Experience
Fiona Jenkins FJ Executive Director of Therapies & Health Science
Ann Jones AJ Patient Safety & Quality Assurance 
Fiona Kinghorn FK Executive Director of Public Health 
Rajesh Krishnan RK Assistant Medical Director (Patient Safety and Clinical 

Governance)
Claire Main CM Interim Director of Nursing – Specialist Services
Hywel Pullen HP Assistant Director of Finance
Ruth Walker RW Executive Nurse Director 
Stuart Walker SW Executive Medical Director
Joy Whitlock JW Head of Quality and Safety 
Catherine Wood CW Interim Director of Operations – Specialist Services

Observer 
Annie Burrin AB Patient Safety Team
Emily Howell EH Audit Wales
Secretariat
Nathan Saunders NS Corporate Governance Officer
Apologies
Abigail Harris AH Executive Director of Strategic Planning
Christopher Lewis CL Interim Executive Director of Finance
Tracey Meredith TM Vale Locality Integrated Manager

QSE 21/02/001 Welcome & Introductions 

The Committee Chair (CC) welcomed everyone to the first QSE Committee 
meeting of 2021.

Action

QSE 21/02/002 Apologies for Absence

Apologies for absence were noted.

The Chief Operating Officer (COO) advised the CC that he would need to 
leave the meeting at 10am to chair the COVID response meeting.

QSE 21/02/003 Declarations of Interest 
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The Executive Director of Therapies & Health Science declared that she 
sits on board of Cwm Taf Morgannwg University Health Board. 

QSE 21/02/004 Minutes of the Committee Meeting held on 15th December 2020

The minutes of the meeting held on 15th December 2020 were reviewed.

Resolved that:
a) The minutes of the meeting held on 15th December 2020 be approved 

as a true and accurate record.

QSE 21/02/005 Action Log following the Meeting held on 15th December 2020

The Executive Nurse Director (END) advised the Committee that item 
QSE 19/12/014 had been stood down because of work being started on 
the perfect ward. She noted that a report would be brought to 
September’s meeting and the Action Log would be updated.

NS

QSE 21/02/006 Chair’s Action taken since last meeting

No chairs actions had been taken since the previous meeting.

QSE  21/02/007 Specialist Clinical Board Assurance Report 

The Interim Director of Operations – Specialist Services (IDOSS) 
presented to the Committee.

The presentation was intended to highlight how the team had delivered on 
the patient safety agenda and to show what the clinical board had been 
doing.
The Specialist Clinical Board had taken a safe response to the pandemic 
and wanted to focus on what had been learnt, achieved and enabled 
despite COVID and not just in terms of what had been done to develop 
the patient safety agenda but also how it was done.

She added that the Specialist Services clinical board had worked to key 
principles which were assumed in everyday practice but which they had 
made very clear and explicit. These were:

1) Symbiotic Relationship between leadership culture and patient 
safety.

2) Servant Leadership model.
3) Patient Experience.
4) Staff engagement –staff are the biggest asset.
5) Performance
6) Innovation – Clinically driven changes.

The IDOSS advised the Committee that the team wanted to be become 
leaders in their field. Their work would be underpinned by financial 
integrity, the use of data to understand, demonstrate and prove change 
and to provide a focus on operational excellence. 

The IDOSS highlighted the following achievements.

1) Clinical innovation – This had enabled the UHB to become the 
second unit in the UK to undertake hepatitis C transplantation for 
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both kidney and pancreas patients, the first unit in the UK to have 
undertaken Normothermic Perfusion, enabled the delivery of CAR-
T therapy and the UHB was a pilot site for Catheter Directed 
Therapies.

2) Quality Improvement – They had implemented a Blood Count 
Analyser in the Haematology Day Unit, implemented a support 
care programme, started work on a STEP UP programme and had 
started work on a Patient at Risk Team (PART)

3) They had achieved a reduction in All Key HCA Metrics – reduced 
across the board using data to improve performance and sharing 
successes.

The Clinical Board Director – Specialist (CBDS) and the Interim Director 
of Nursing – Specialist Services (IDNSS) then shared operational 
examples of how the Specialist service were delivering on the principles 
mentioned as well some of the nascent actions in place that they wanted 
to implement over the following year.

The CBDS advised the Committee that Cardiac surgery were going 
through a journey and one of the headlines was that before COVID-19 hit, 
the service was carrying significant risk with long waiting times associated 
with high morbidity and mortality. He added that it was relatively clear 
from the onset of Covid UK that having major surgery and contracting 
COVID-19 perioperatively was a bad combination and that the mortality 
rate would have been approximately 50%.

The CBDS advised that it was important that changes made were 
Clinician led and that after much deliberation, the decision was made to 
move services to Llandough Hospital (UHL) where a green pathway was 
instigated. He noted that it had been a huge success and that the data 
spoke for itself.

He added that there had been no COVID-19 deaths via the green zone 
and that initially it was thought that the move to UHL was the “least worst” 
option but had realised that it was a successful move.

The CBDS advised the Committee that it had taken just 3 weeks between 
the decision to move to UHL and starting to deliver the service at UHL. He 
added that the waiting list had gone down by 50% and that by the end of 
March they were hopeful that there would be less than 100 patients on 
the list which Surgeons had deemed a stable waiting list. 

The CBDS advised the Committee that a significant reduction in 
cancellations was noted and that the team appeared to be more stable 
and morale had increased. 

He noted to the Committee that during the initial stages they had put as 
much work into one theatre at UHL as they had been in 2 theatres at 
UHW and productivity was excellent.

The CBDS advised the Committee that the Green Zone had been really 
positive which enabled the team to restore confidence in their own service 
and in the public. 
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The CBDS advised the Committee that with Cardiology being based at 
UHW, it made sense that at some point, the cardiac surgical services 
would need to be repatriated to UHW but hoped that it could be done with 
some of the changes implemented to make the service of the very best 
quality.

He added that with the expansion of ITU into C3 North and South, the 
cardiologists had noted that they did not want that space back and 
wanted everything to be on the first floor at UHW which made sense and 
what they hoped to achieve was to continue the good work undertaken to 
support cardiac surgical services, cardiology and ITU which would deliver 
the appropriate spaces.

The Interim Director of Nursing – Specialist Services (IDNSS) presented 
on the Major Trauma Service.

She advised the Committee that the service was designed to go live in 
April 2020 but due to COVID it was delayed. She added that during that 
time the polytrauma unit was repurposed as the Coronary Care Unit 
(CCU) and although they had pulled together a team ready to deliver the 
Major Trauma Service those staff members were kept in their existing 
employment or redeployed to support other units. 

The IDNSS advised the Committee that a decision was then made for the 
Major Trauma Service to go live in September 2020 which brought a 
number of challenges. 

She advised the Committee that the advantage of the Dragon’s Heart 
Hospital was taken and a lot of simulation training was performed there 
through online platforms.

The IDNSS advised the Committee that all of the policies had to be 
revisited which involved cross collaboration with other Health Boards and 
other directorates within the UHB to make sure everybody would be 
aware of the impact of the service. 

The IDNSS commented that the impact of going live was significant and 
was an unknown quantity in the context of what patients would come into 
the service given the public restrictions in place.

The IDNSS advised the Committee that 262 patients had gone through 
the service up until December 2020 of which 93 had been involved in 
serious vehicle incidents and a mixture of falls predominantly from Cardiff 
and Vale but also from Cwm Taf Morgannwg UHB and Aneurin Bevan 
UHB.

She added that they had tested all of the pathways that were 
implemented through the Major Trauma Service and brought together the 
Health Boards and repatriated the patients either back to their home (155 
patients) or back to local specialist areas for rehabilitation and follow up 
care. 

4/16 4/261



The IDNSS advised the Committee that an important key focus was that 
they had kept the team together despite not having an initial base which 
proved beneficial in their Key Performance Metrics.

The IDNSS advised the Committee that they had focussed on the MTC 
service and had worked closely with a specific MDT approach. She added 
that the important thing was to link with the community service to help 
support.

The IDNSS advised the Committee that it had been a testament to 
starting a brand new service in a short space of time and that they were 
currently working on the 2nd phase of the business case which was driven 
by the team coming together and wanting to deliver this service.

The IDNSS advised the Committee that Critical Care was a well-
established service within Specialist Services and the information 
provided to the Committee had been worked to recognise that whilst there 
were 35 beds in the system the team had been working towards 50 level 
3 beds for a number of years. 

The IDNSS advised the Committee that one of the most significant pieces 
of work within Critical Care was that the unit went from reporting zero 
Datix incident reports to being one of the highest reporters and had 
developed an open and trusting culture.

The teams focus was on the patient at risk team recognising early on the 
patients who were deteriorating.

The team were piloting a high intensity rehabilitation area where patients 
are stepped down from Critical Care to ensure that they could get the 
therapy they needed to reduce their length of stay and get them home.

It had been identified that access to space and expansion was possible 
and that the team would need to focus on the important things within the 
MDT about driving critical services.

The IDNSS advised the Committee that the Haematology Service was 
being looked at as a new project which included:

1) Accreditation of JACIE – The current service did not meet the 
clinical needs for accreditation.

2) Meeting the needs of the future population.
3) Collaboration with Medicine, Specialist Services and Velindre.
4) Planning and Capital Involvement.

The IDOSS advised the Committee that clinically led services worked well 
and that they had adopted a mature risk based approach to performance 
management which had enabled progression and transformation in 
relation to the patient safety agenda. 

She added that they had asked one of the teams recently how they had 
felt after a performance review and their answer was that they felt excited 
which was a real demonstration in the team’s belief. She noted that 
transformation was motivating and the team were keen to do more.
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The CC complimented the team and noted that it was a comprehensive 
and coherent presentation which highlighted the team’s ambition. 

The Executive Director of Therapies & Health Science (EDTHS) noted 
that she was really assured by the attention given to the presentation. 

The EDTHS noted that there had not been information provided around 
Artificial Limb and Appliance Service (ALAS) and wanted to advise the 
Committee that the Welsh Health Specialised Services Committee 
(WHSSC) would be funding micro-processor knees which would make a 
huge difference to the quality of care given to amputees. 

The EDTHS also advised the Committee that Paul Rogers had been 
appointed as one of her Assistant Director of Therapies & Health Science 
(ADTHS) and asked that the ADTHS would have a good link with 
Specialist Services.

The Independent Member – University (IMU) asked:

1) In relation to the Critical Care environment, the IMU was unsure of 
the deficiency in bed numbers identified in 2014 and if it had been 
addressed. 

The IDNSS responded that they were still working in the surge capacity 
so were working with in excess of 50 beds. They were working closely 
with estates to get a more robust layout for the 50 beds.

2) The IMU noted that isolation facilities remained a significant risk. 
He asked what was being doing to address that risk.

The IDNSS responded that they had been working alongside IP&C 
colleagues about how they would cohort and segregate patients.

3) What was the status of CAR-T therapy during COVID-19 and what 
were the plans for scale up of CAR-T therapy in post COVID-19 
era?

The IDOSS responded that CAR-T therapies had progressed as per pre-
pandemic levels throughout all of 2020 and that they had developed a 
green pathway which enabled the safe delivery of the CAR-T programme.

The IDOSS added that new NICE indications for increasing the scope of 
CAR-T therapies which were being planned which fitted in with the new 
haematology model presented.

The CBDS advised the Committee that CAR-T was on the verge of an 
explosion and that the latest information he had received suggested that 
they were considering treatment of multiple myeloma which would be an 
enormous expansion.

He added that within the new post anaesthetic care unit (PACU), where 
all green pathway surgical patients go, there had been talk of an area 
being established for CAR-T therapies.

6/16 6/261



The Assistant Director of Patient Safety and Quality (ADPSQ) advised the 
Committee that she could provide assurance that she would attend the 
QSE meetings with the specialist clinical board and that in April, she 
would be bringing the Quality and Safety framework for the next 5 years 
to the Committee.

The END advised the Specialist Service Team that they should be proud 
of what they had been able to maintain during COVID-19 and how they 
had moved the service forward and decreased mortality which 
demonstrated really good learning.

The END advised the Committee that she could not let the opportunity 
pass to commend the Specialist Service team for their work around IP&C 
and the improvements they had made.

The END what advice the team would give to colleagues elsewhere in the 
UHB about improving incident reporting.

The IDNSS responded that the reporting side more work was needed to 
get the information out. She added that what they had learnt was how to 
pull together themes from the reports and report those back. From that 
they could develop a quality improvement programme and take an MDT 
approach. 

The Independent Member – Legal (IML) advised the Committee that at 
every meeting there was talk of pressure damage and asked if there was 
a timeline to the Specialist approach to this and whether something could 
be reported to the QSE Committee to understand how to approach the 
problem.

The END responded that the QSE Committee were due to have a paper 
on pressure damage at the next meeting. 

The IDNSS responded that within specialist services and critical care they 
were working through the understanding and the huge amount of data 
around pressure damage. She added that they would look back over the 
previous 12 months and would need to balance what had happened to 
get a full context of what was happening to patients and how to look at 
targeted interventions.

The CC asked the Specialist Team how staff morale was. 

The IDOSS responded that staff were tired but morale was good. She 
added that there were specific wellbeing pieces in place and there was a 
strong sense of comradery within the team.

Resolved that:

a) The Committee noted the progress made by the Clinical Board to 
date.

b) The Committee noted the approach being taken by the Clinical 
Board.

c) The Committee approved the content of the report and the 
assurance given by the Specialist Services Clinical Board.

CE

NS
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QSE  21/02/008 Quality Indicators Report  

The Assistant Director of Patient Safety and Quality (ADPSQ) advised the 
Committee that the Quality Indicators Report was still a work in progress 
and noted that there was more to be done on the dashboards.

The ADPSQ highlighted some of the key areas within the report, including: 

1) The number of Serious Incidents had reduced
2) Clinical Board – Increased closures were noted
3) Pressure Ulcer damage 
4) Never events – Since May 2020, there had been 6 which was higher 

than normal. The events were under investigation and a detailed 
view would be brought to the April meeting.

The ADPSQ advised that there were some concerning trends around 
stroke data. She added that the data which provided most concern was 
patients getting to the stroke unit within 4 hours which had reduced to 17%. 
This would be discussed in detail at a future clinical effectiveness meeting.

The ADPSQ advised the Committee that the Mortality Data for level 1 
reviews compliance was improving and noted that there was a well-
functioning mortality group chaired by Dr Krishnan.

The ADPSQ advised the committee that in regards to IP&C, they were 
performing well.

The EDTHS advised the Committee that she had an update on the stroke 
position. She noted that the UHB performed better than other Health 
Boards and that it needed to be recognised that the impact of COVID-19 
had dictated the data and that the stroke team had been outreaching to 
other wards. 

The EDTHS advised the Committee that she was assured around the 
quality of care and that we were doing the very best we could during this 
time. 

The Chief Officer – Community Health Council (COCHC) noted to the 
ADPSQ that the graphs around inpatient falls appeared to be going up and 
asked if this was due to an increase in falls or was it the way the data was 
being presented. 

The ADPSQ responded that she needed to look closely at the data and 
would monitor that over time. She added that Annie Burrin had joined the 
Patient Safety Team recently who would be undertaking focused work to 
support falls prevention in the UHB. 

The COCHS asked the ADPSQ if the nutrition scores going down was a 
good thing.

The ADPSQ responded that the scores should be as high as possible so 
the data would need to be looked at.

The END added that if a patient assessment was undertaken on admission, 
the nutrition score would remain absent throughout the patient’s stay so 
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during the COVID-19 period they probably would not have done as well on 
admission. 

The CC asked that in terms of the dental never events were there aspects 
of clinical supervision that the Committee needed to be concerned about.

The ADPSQ responded that they had taken a thematic review of dental 
surgery and supervision was a recurring theme. She added that as part of 
the past work around never events, dental had linked up with centres of 
excellence from England and had agreed that when appropriate, somebody 
would come in and have a look at the processes in place in an external 
review process would be undertaken.

The Executive Medical Director (EMD) responded that dental wrong tooth 
extraction was the biggest single never event in UK. He added that dental 
extraction was the only operation undertaken by students in health board 
so there was always a risk. 

The EMD advised the Committee that when there are complex dental 
issues it required attention to detail at every step which was way in excess 
of any other area. He noted that the key would be to take the learning from 
such events and utilise the external review process referred to by the 
ADPSQ. 

Resolved that:

a) The Quality, Safety and Experience Committee noted the contents 
of the Quality Indicators report and the actions being taken forward 
to address areas for improvement. 

QSE 21/02/009 Exception Reports and Impact of Covid-19 on Patient Safety 

A verbal update was provided by the END. 

The END advised the Committee that her time was focused on 4 main 
things.

1) Keeping going
2) Managing the ongoing COVID-19 pandemic
3) Ensuring we understand the demand for reopening activities such 

as surgery 
4) The General Q&S agenda. 

The END advised the Committee that what was seen in COVID-19 was a 
general slow down into the summer of patients presenting with COVID-
19, but gains in hospital acquired COVID. 

She advised that there had been a peak in hospital acquired COVID 
during January 2021, particularly at UHL. 

To address that concern teams had undertaken the following actions:

 Increased lateral flow testing of staff.
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 Tested patients 3 days post admission in amber areas.
 Continued with point of care testing in EU
 Refreshed the communication plan across the UHB with a 

particular attention to staff behaviour.
 Asked Gwen Low, Consultant in Public Health, to provide a fresh 

look at the work they were currently undertaking.
 Increased focus on core IP&C  and cleaning standards
 Maintained the good working between the IP&C team and the 

Local Command Centres.

The END advised the Committee that they knew the increase in hospital 
acquired infections related to geography and environment but it had was 
also been about patients testing negative on arrival and then positive 
during their stay. 

The END advised the Committee that individual behaviours played a big 
part in this. She gave examples of car sharing, sitting together at lunch 
and not wearing masks. 

The END advised the Committee that it was important from an assurance 
perspective to note that the team were looking at the things within the 
Health Board’s own control such as staff behaviour.

The END advised the Committee that discussions had been had around 
lateral flow testing and the retesting of patients 3 days into their stay. It 
was agreed that this approach would be taken forward. 

The END advised the Committee that colleagues had revisited the link 
between the operations meeting and the IP&C meeting and that the 
Executive Director of Public Health had also been invited to attend.
 
The CC noted that certain actions were within the control of the UHB and 
asked for an example of what was not in the control of the UHB.

The EMD responded on behalf of the END that that the key issue for the 
UHB was community incidents and that when talking about transmission 
in hospital by staff or visitors, the chance of those staff/visitors outside of 
work having COVID depended entirely on the community incident.

The EMD advised the Committee that as Community incidents drop so 
should the transmissions.

The EMD advised the Committee that the number of asymptomatic staff 
they had identified had been tiny.

The EMD advised the Committee that there had been good therapeutic 
advances in relation to COVID-19 which had a direct knock on effect of 
the number of patients who were escalated to AGPs and Critical Care. 

The EMD advised the Committee that the clear ongoing issue was 
workforce wellbeing. He added that a new wellbeing survey would be 
shared at the operational meeting on Thursday 18th February. 

Resolved that:
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a) The Quality, Safety and Experience Committee noted the verbal 
update on Exception Reports and the Impact of Covid-19 on 
Patient Safety. 

QSE 21/02/010 Progress on Mass Vaccination

The Director of Operations – PCIC (DOP) gave the Committee an 
overview of the Mass Vaccination work.

The DOP advised the Committee that the majority of vaccines were being 
delivered through 3 mass vaccination centres.

1) Splott, which had opened in December 2020
2) Penwyn Leisure Centre 
3) Holm View in Barry

She advised the Committee that in January hubs were established at 
UHW and UHL, and there had been mobile teams going out to care 
homes and more recently, to the patients who were housebound. 

The DOP shared the following figures with the Committee:

Total vaccinations: 111,658
Total for groups 1-4: 96,503 (89%)

Group 1: care home staff and residents: 81%
Group 2: people 80+: 87%
Group 2: frontline health and care staff: 98%
Group 3: people 75-79:  88%
Group 4: people 70-74: 90%
Group 4: clinically extremely vulnerable: 74%

The DOP advised the Committee that there were also a small number of 
people who had declined the vaccine or did not turn up to an 
appointment.

The DOP advised the Committee that they had also been vaccinating 
patients in hospital and had patients in the lakeside wing, Barry Hospital, 
Rookwood Hospital and St. Davids Hospital had been vaccinated. 

The DOP advised the Committee that they had started some clinics at 
UHL for people who may have had allergic reactions. 

The DOP advised the Committee that there was a reduced vaccine that 
week and that teams would be focusing on 2nd doses. 

The DOP advised the Committee that the Patient experience team had 
undertaken a snapshot survey and received 68 responses. 97% were 
very satisfied and 3% satisfied with the work at the vaccination centres, 
which was a positive response. 

The DOP advised the Committee that in relation to incidents – there had 
been 16 to date. A small number of people had fainted and had adverse 
reactions.
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The DOP advised the Committee that there would be a formal review by 
(Health Inspectorate Wales) HIW and that they would be visiting 2 mass 
vaccination sites in March 2021. A self-evaluation report would be also be 
required which could be shared in the future.

The Executive Director of Public Health (EDPH) advised the Committee 
that some work had been undertaken around what could be done if there 
was a larger amount of the vaccine and whether Cardiff and Vale would 
be able to become a mass vaccination area. She added that the biggest 
challenge was the supply of vaccine and talks were ongoing with Welsh 
Government (WG) around this.

The EDPH advised the Committee than an analysis on the BAME 
community had started which was not complete as ethnicity data was only 
completed on 49% of those who had had the vaccine. 

The CC noted to the Committee that the Imam’s in various mosques had 
held meetings around the BAME community uptake on the vaccine.

The Assistant Director of Patient Experience advised the Committee that 
they had been looking at the seldom heard groups and were writing a 
strategy to take to the board. She added that they were working with local 
authorities around that and that it was a fast moving action.

The END advised the Committee that the focus would be on something 
that was bespoke for those communities and in regards to the traveller 
community, the vaccinations would have to travel to them.

The IMU asked about the sustainability of mass vaccination when looking 
forward to the prospect of a winter booster programme. 

The DOP responded that in terms of workforce it was challenging. There 
had been a lot of offers for help but it had been challenging. She added 
that in an ideal world, longer shifts needed to be covered but staff had 
been reluctant to cover long shifts.

The DOP advised the Committee that in terms of planning for ongoing 
immunisation, they had been working on the 2 vaccines for priority groups 
and they could employ people on a more permanent basis if there was a 
booster programme.

The END added that the training programme was “quite something” and 
they would revisit that develop a more pragmatic approach.

The COCHC offered his help with communications within the community.

The EDPH responded to the COCHC and suggested that the Head of 
Communications could get involved in the discussions around 
communication and that there was a regional incident management team 
that met each week. 

Resolved that:
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The Quality, Safety and Experience Committee noted the update on Mass 
Vaccination progress.

QSE 21/02/011 Board Assurance Framework – Patient Safety 

The DCG advised the Committee that the report should be taken as read 
and reminded Committee members that the framework was shared for 
review before providing assurance to the board.

Resolved that:

a) The Quality, Safety and Experience Committee reviewed the Board 
Assurance Framework risk in relation to Patient Safety to enable 
the Committee to provide further assurance to the Board when the 
Framework was reviewed in its entirety at the March Board 
meeting.

QSE 21/02/012 HIW Activity and Reports Update 

The ADPSQ advised the Committee that it was a short report and that the 
HIW had stepped down their activity during COVID-19. 

She added that since the last report, HIW had quality checked MEAU at 
UHL and an improvement plan had been submitted.

The ADPSQ advised the Committee that they were still communicating 
with the HIW in terms of the maternity review and that an update would be 
brought to the next QSE Committee meeting.

The ADPSQ advised the Committee that HIW would be attending the 
mass vaccination centres in March 2021 and they had also started a 
thematic review of mental health crisis prevention in the community.

Resolved that:

a) The Quality, Safety and Experience Committee noted the level of 
HIW activity across a broad range of services and agreed that the 
appropriate processes were in place to address and monitor the 
recommendations.

QSE 21/02/013 Health Care Standards Self-Assessment Plan and Progress 

The ADPSQ advised the Committee that every year a self-assessment 
was undertaken against Health Care Standards, however due to the 
pressures of 2020, a full assessment was not carried out.

She advised the Committee that progress updates had been provided to 
the Committee on improvement plans.

She advised the Committee that a self-assessment would be undertaken 
in 2021 against 17 of the standards.

She suggested that, with permission of the Committee, she would work 
with the specialist groups until the end of April to submit SBARs and 
would bring a paper back to the June Committee.
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Resolved that:

a) The QSE Committee noted and agreed the proposed approach to 
the 2021 Health and Care Standards self-assessment.

QSE 21/02/014 Terms of Reference 

The DCG advised the Committee that the Terms of Reference (ToR) feed 
into the end of year arrangements and are reported through to the annual 
report and she was keen to get them in this year as they were not in last 
year’s report. 

The DCG advised the Committee that Audit Wales had delayed and slowed 
down their quality review due to ongoing pressures relating to Covid 19.

The DCG advised the Committee that the ToR had been brought for the 
Committee approval. 

The EMD advised the Committee that he was unsure if the Organ Donor 
Committee would report to QSE but that the possibility had been left open 
in the ToR. He added that he did not think the Learning Committee would 
report to QSE and thought it was the outcomes that would be provided.

The END advised the Committee that she agreed that the outcomes of the 
Learning Committee should be reported to QSE.

Resolved that:

a) The Quality, Safety and Experience Committee approved the 
Terms of Reference and recommended them for approval to the 
Board on 25th March 2021.

QSE 21/02/015 Work Plan 

The DCG advised the Committee that the Work Plan had been drafted 
broadly and that it reflected what was in the ToR.

Resolved that:

a) The Committee reviewed and approved the Committee Work 
Plan for 2021/22 and recommended approval to the Board on 
25th March 2021.

QSE 21/02/016 Committee Annual Report

The DCG advised the Committee that the Committee annual report 
provided a summary of all the work undertaken by the committee during 
the year.

The CC commented that Committee Members should endeavour to 
improve their attendance figure of 73%.

The DCG responded that work was being undertaken around who would 
sit on which Committee which would be taken to Board in March.
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Resolved that:

a) The Committee reviewed the draft Annual Report 2020/21 of the 
Quality, Safety and Experience Committee and recommended the 
Annual Report go to the Board for approval. 

QSE 21/02/017 Policies and Procedures 

The DCG advised the Committee that not all policies came to the 
Committee for approval. She added that at each meeting the Committee 
would be provided with a list of policies for ratification and that due diligence 
regarding prior approval of the documents would have been undertaken

The DCG advised the Committee that ratification was needed for the 
following policies:

1) Ultrasound Risk Management Policy and Procedure.

2) Use of Antimicrobial Agents Policy.

3) Blood Component Transfusion Policy and Procedure.

4) New Procedure Policy.

Resolved that:

a) The Quality, Safety and Experience Committee ratified the 
Policies/Procedures listed following their approval by appropriate 
quality and safety sub groups of the UHB.

QSE 21/02/018 Board of Community Health Councils in Wales Report - Feeling 
forgotten? Hearing from people waiting for NHS care and treatment 
during the coronavirus pandemic 

The COCHC advised the Committee that it would be helpful to have a 
discussion with somebody from the UHB around this.

The END suggested that the Chief Operating Officer (COO) would be the 
best person to discuss this with.

Resolved that:

a) The Committee agreed to provide a continued commitment to 
ongoing communication with people regarding service delivery.

QSE 21/02/019 Minutes from Clinical Board QSE Sub Committees:
Exceptional Items to be raised by Assistant Director Patient Safety & 
Quality.

a) Children & Women’s Clinical Board minutes – 24/11/20
b) Specialist Clinical Board minutes – 30/10/20
c) CD&T Clinical Board minutes – 11/11/20
d) Surgery Clinical Board minutes 17/11/20
f) Medicine Clinical Board Minutes – Unconfirmed
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Resolved that:

a) The minutes of each of the sub committees were noted approved 
as a true and accurate record.

QSE 21/02/020 Items to bring to the attention of the Board / Committee

No items were noted.
 

QSE 21/02/022 Any Other Business

No other business was noted

QSE 21/02/023 Review of the Meeting

The CC commented that she liked to give ample time to presenters as this 
provided the Committee with good quality presentations. 

QSE 21/02/024 Date & Time of Next Meeting:  

Tuesday 13th April 2021 at 9am.
Via MS Teams
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Action Log 

Quality, Safety & Experience Committee

Following the meeting held on 16th February 2021

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

QSE 
20/02/017

Annual Committee 
Work Plan

Director of Corporate Governance 
to bring updated Terms of 
Reference and Work Plan to the 
September meeting.

16.02.21 N Foreman COMPLETE: On February Agenda 
items 3.1 & 3.2

QSE  
20/12/008

Quality Indicators 
Report  

Report about the functionality and 
aims of the Pressure Ulcer Group

To be 
agreed

Ruth 
Walker / 
Clare Wade

COMPLETE: On February Agenda: 
Item 2.2

QSE 
20/12/013

Health Care 
Standards Self-
Assessment Plan 
and Progress

Provide an update on Health Care 
Standards Self-Assessment Plan 
and Progress

16.02.21 Carol Evans COMPLETE: On February Agenda: 
Item 2.7

QSE 
20/12/018

HIW Activity 
Overview

Provide an update on HIW Activity 
and reports

16.02.21 Carol Evans COMPLETE: On February Agenda: 
Item 2.6

QSE 
20/12/018

HIW Activity 
Overview

Provide an update on HIW Activity 
and reports

16.02.21 Carol Evans COMPLETE: On February Agenda: 
Item 2.6

Actions In Progress

QSE 
19/09/011

Gosport Review An audit in relation to anticipatory 
prescribing will be carried out to 
provide assurance that necessary 
standards are being adhered with

13.04.21 Carol Evans On April Agenda:
Item 2.7

QSE 
21/02/005

Perfect Ward Report To share a report on the 
commencement of the “perfect ward”.

28.09.21 Ruth Walker On September Agenda:

Actions referred to Board / Committees 
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MINUTE REF SUBJECT AGREED ACTION DATE BY LEAD STATUS/COMMENT
QSE 
20/09/019

Exception Reports – 
IP&C Position

END mentioned that the Chair had 
asked for the exception report for 
the IP&C Position back into the 
Open Board sessions

13.04.21 Ruth 
Walker

IP&C position on April Agenda:
Item 2.3

2/2 18/261



Report Title: Children & Women’s Clincal Board QSE Assurance report

Meeting: Quality, Safety and Experience Committee Meeting 
Date:

13th April 
2021

Status: For 
Discussion

For 
Assurance 

For 
Approval For Information

Lead Executive: Executive Nurse Director

Report Author 
(Title):

Director of Nursing Children and Women Clinical Board
Head of Midwifery, Directorate Lead Nurse. 

Background and current situation: 

The purpose of this report is to provide assurance to the Executive Committee that Quality, Safety 
and Patient Experience (QS&PE) is the driver for the shaping and delivery of services across the 
Clinical Board. The report will provide an overview of the patient safety and quality agenda over 
the preceeding 18 months and highlight the achievements, innovation and transformational work 
undertaken to date and describes key residual risks and their mitigating actions that carry forward 
into 2021/2022. 

Quality, Safety and Patient Experience is at the core of all that we do within the Children & 
Women’s Clinical Board 

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

The Clinical Board wishes to update the Executive Board of the continued progress made 
regarding the Quality Safety and Patient Experience Agenda despite the significant challenges of 
the past year.  We would like to highlight the considerable pressures we envisage as we approach 
a period of restoration and recovery. Of particular concern as we emerge from the second wave 
of the pandemic is the emotional well-being support that will be required for our children and young 
people.  

Assessment and Risk Implications (Safety, Financial, Legal, Reputational etc.):

ASSESSMENT  

During the financial year 2020/2021, The Children and Women’s Clinical Board comprises five 
clinical directorates with associated clinical services and specialties.  The Clinical Board delivers 
a number of highly specialised services to both the South East region and wider all Wales 
population and has responsibility for universal services which support the health, well-being, 
education, development and Public Health amongst the population of children, young people, 
parents, families, women and their partners. This includes partnership and safeguarding priorities. 
The services also provide primary and secondary care services to the local Cardiff and Vale 
population. The Clinical Board has a budget of £102.646 m and a current workforce establishment 
of 1906 WTE. 
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Some of our services are Welsh Health Specialised Services Committee (WHSSC) commissioned 
and provide for the wider regional and Welsh Population Services are structured through the 
Directorates detailed below: -

 Obstetrics, Gynaecology and Sexual Assault Resource Centre (SARC)
 National Children’s Hospital for Wales
 Children, Young People and Family Health Services (CYPFS)
 Specialist Child and Adolescent Mental Health Services (CAMHS)
 Cancer Services 

Due to the high volume of activity and diversity of the services provided, risk in the Clinical Board 
is high and therefore there are robust risk management arrangements in place to mitigate any risk 
to our service users and staff.

The Children and Women’s Clinical Board has a well-established formal Quality, Safety and 
Patient Experience (QSPE) Committee that meets monthly which is chaired by the Director of 
Nursing for the Children and Women Clinical Board with strong representation from Midwifery, 
Medical, Nursing and Allied Health Professional staff from both within and external to the Clinical 
Board.
 Each directorate has its own QSPE forum which provides robust assurance to the Clinical Board 
Quality, Safety and Patient Experience Committee.  Infection, Prevention and Control is a standing 
and high-profile agenda Item.  There is also attendance from key stakeholders to ensure that there 
is wide engagement and challenge in the overarching quality and safety agenda.
   
Meetings are held every month with every third meeting dedicated to Health and Safety.  The 
Clinical Board has also established a Serious Incident meeting where any open serious incident 
is discussed in detail, progress with individual investigations and action plans are widely shared.  
This meeting also serves as an additional forum for sharing outcomes and lessons learnt and 
detailing how responsive actions have been embedded into clinical practice. During the past 
twelve months, an extraordinary QPSE forum has been set up to support directorates with scrutiny 
and timeliness of the completion of incident investigations. 

All of the committees detailed have terms of reference which are reviewed regularly to ensure that 
they continue to be fit for purpose.

The Clinical Board Risk Register is monitored at Directorate and Clinical Board level a minimum 
of once per month and more frequently as risks are realised or escalated.  The risk register is a 
standing agenda item on the Directorate and Clinical Board QS&PE committee agenda.

Governance, Leadership and Accountability 
Annual self-assessments against the Health and care standard across the University Health Board 
were not undertaken last year due to COVID restrictions and are not required this year. 

The quality, safety and patient experience group led on the self-assessment against the Health 
and Care Standards. Key improvements identified for 2019-21 are: -

Health and Care 
Standard

Rating Key Improvements

Health Promotion, 
Protection and 

AMBER
/Improving

 Maternity Safer Pregnancy Campaign has 
been embedded into practice with a notable 
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Improvement reduction in stillbirth and perinatal mortality / 
morbidity

 Standard operating procedures for COVID-
19 vaccination programme developed for 
high risk pregnant women / frontline 
pregnant healthcare workers

 Nursing staff rotated to support the mass 
immunisation and other Clinical Boards to 
support the COVID-19 effort and business 
continuity 

Managing risk and 
promoting Health & 
Safety

Improving  We have established multi-professional risk 
and governance meetings within the 
Directorates 

 Stillbirth review forum expanded to include 
neonatal deaths that do not leave the 
Delivery Suite. Compliance with Perinatal 
Mortality Review Tool 

 Multi professional skills and drills with 
PROMPT Wales has been implemented and 
progress against agreed standards 
monitored 

 The Clinical Board has held a series of 
workshops with the Corporate Risk and 
Governance team to support directorates 
with training and updating local risk 
registers. 

People’s Rights Improving  The Clinical Board continues to work in 
partnership with Cardiff Council and 
UNICEF to drive forward the Children’s 
Rights approach.

 The Clinical Board developed a Children’s 
Charter in 2018 which is embedded within 
the Clinical Board and for 2021-2022 will 
work with other Clinical Boards in the UHB 
to spread this excellent work on a wider 
scale. 

 To continue to work with the CAVYB, to help 
inform the shaping of our services

 Birth Choice clinics for women making 
decisions outside recommended guidance 
continue to ensure women make risk 
assessed, informed decisions about their 
birth

 Patient stories are widely gathered and used 
for shared learning

 Outdated signage being improved within the 
obstetrics and gynaecology directorate to 
ensure that language is inclusive

 Maternity Services Liaison Committee due 
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for relaunch in 2021 with a focus on reaching 
BAME / minority groups to help shape the 
service.

Timely Access Improving  Improvements this year demonstrate more 
women are booked by 10 completed weeks 
for their antenatal care

 Restoration and Recovery plans underway 
post COVID-19 

Each Directorate has a risk register which is based on robust risk assessment processes.  In 2020 
the Clinical Board held a risk assessment and governance workshop to analyse and review all 
risk assessment processes.  This has triggered a targeted piece of work with each Directorate to 
review its risks and mitigating action.

Improvements have been made to the performance management arrangements within the 
Directorates in that in addition to the traditional metrics, the focus is on the key service risks and 
the required mitigation. 

Each Directorate performs a monthly review of its clinical risk register which is then aligned to the 
Clinical Board Risk Register.

Currently the top 5 highest risks within the Clinical Board are detailed below: - 

Risks Risk 
Score

Actions to Manage or Mitigate

There is a risk of harm to women and 
babies from potential delays in treatment 
due to lifts in the women's unit being in a 
state of disrepair and regularly breaking 
down. On occasions all 3 lifts are out of 
order resulting in delays in transferring 
women in labour or to receive 
emergency treatment on the 2nd floor 
obstetric led unit

16  A tertiary tower lift is available for emergency 
transfers (also C Block Lifts)

 Lifts continue to breakdown on a daily basis.  
Continue to escalate to Health and Safety team 
and Executives for support in 
replacement/repairs. 

 Request regular updates from Capital Estates. 

Risk of adverse clinical outcomes for 
CYP with Eating Disorders who require 
specialist assessment and intervention. 

16  Prioritising of the most urgent referrals based on 
clinical need and risk

 Virtual ED team made up of Generic CAMHS 
clinicians, EDOS and SHED

 Training has been secured to increase skills 
within the generic team to assess and deliver 
appropriate interventions

 Some capacity within generic team has been 
freed up to provide input to young people with 
Eating Disorders from April.

 Bid for additional posts through annual 
transformation monies

There is a risk of morbidity or mortality to 
patients waiting for longer periods of 
time on assessment or treatment waiting 
lists which have lengthened during and 
since the COVID-19 pandemic. The 

12  Monitoring of volume of patients waiting
 Specific focus on patients waiting >36 weeks 

and >52 weeks
 Clinical Review of patients waiting >52 weeks by 

a Consultant
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main, but not exclusive groups of 
concern are in (adults) Benign 
Gynaecology, and (children) 
Neurodevelopmental, Continence, 
Primary Mental Health, Specialist 
CAMHS and Children Looked After 
services.

 Local negotiation with other Clinical Boards to 
increase Theatres, Anaesthetics, Clinic and 
Workforce capacity to allow increased activity

 Submissions to central UHB bids for additional 
capacity/infrastructure

 Influencing bespoke external stakeholders who 
may provide additional resources to increase 
capacity/infrastructure

There is a risk of adverse health 
outcomes for CYP requiring Community 
Paediatric Continence Service due to 
long waiting list. This is due to lack of 
adequate capacity and resource in the 
service. 

12  Reconfigured service with clear pathways
 PARIS module developed to support admin and 

performance systems 
 Increase Nursing workforce
 Increase in Tier 2 capacity
 Staff trainer development
 Agree process for containment product 

assessment / supply

Adverse outcomes for CYP with LD and 
challenging behaviour which could result 
in school exclusion, inappropriate 
hospital admission due to lack of 
emergency placement. There is a lack of 
capacity in Children's Intensive Support 
Service (Tier3)

12  Cessation of acceptance of new referrals until 
CYP is discharged

 FTC psychologist recruitment in process to CISS
 Directorate T&F Group reviewing service needs 

across disciplines.

Staying Healthy (Theme 1)

Immunisation rates have dropped for our Children and Young People during COVID 19, due to 
parental reluctance to attend GP practices. To address this, champions have been identified in 
each health visiting base, training provided to CNNs and HV refresher sessions, cleansing of 
stats/ caseloads monthly and publishing in health briefing increase child health meetings.
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In addition to the above, School Health nursing completed the Fluenz and HPV programmes and 
offered ‘mop up sessions’ in community venues. Fluenz uptake was improved on last year despite 
high absences in schools during the programme. With some funding released back from Public 
Health, the Directorate has recruited a full time Band 7 Immunisation lead to support improvement 
in uptake.

With regard to staff flu vaccine uptake, the Clinical Board achieved over 69% uptake, an 
improvement of 11% compared to the previous year. 

The Clinical Board have positively promoted the health and well-being of our staff by proactively 
encouraging staff in line with public health guidance to take up COVID vaccines. 

The ‘Safer Pregnancy Campaign’ continues to be a priority, with focused attention by community 
midwives and social media. The Obstetrics and Gynaecology Directorate continue to work closely 
with the Public Health Wales Healthy Child Wales agenda and midwifery staff are offered the 
Making Every Contact Count training to ensure public health messages are being given to women 
and their families at every opportunity.

In 2019 the Foodwise in Pregnancy course began to be offered to women, facilitated by the public 
health wales dietetics teams. Training for staff around healthy eating and lifestyle in pregnancy 
supports discussion with women around healthy lifestyle in pregnancy. The foodwise in pregnancy 
group has temporarily ceased due to the ongoing COVID-19-19 pandemic, however the team are 
developing an app as part of a Bevan Exemplar. 

Healthy Pregnancy Clinic continues weekly, offering a 22-week appointment for women with a 
BMI over 35 to discuss healthy lifestyle and weight gain in pregnancy. Women are offered serial 
scans and glucose tolerance testing to identify any co morbidities in their pregnancy.  Due to 
COVID-19 restrictions all women with a BMI over 35 are now offered a virtual appointment at 16-
18 weeks gestation using video conferencing to discuss healthy eating and lifestyle in pregnancy.  
Women with no further co-morbidities and wishing to birth outside of the Obstetric led unit are 
offered a face to face birth choices appointment to discuss options for birth in line with RCOG and 
NICE guidance.

6/31 24/261



2019/2020 data
Measures 2019 2020
BMI over 30 at 
booking 

21.7% 22%

Weighed at 36 
weeks

95.2% 96.2%

Gained over 10kg 
in pregnancy 

26% 24%

Actions are currently being implemented to support the obesity pathway for children with dietetic 
colleagues providing training to all school health nurses

Smoking 
Women continue to be offered smoking cessation service via the local public health teams and 
‘help me quit’ app.

 Due to COVID-19 restrictions the appointments are now virtual. Until recently, the service did not 
receive feedback from smoking cessation services with the number of women successfully giving 
up smoking. In order to improve this service, the local Public Health Wales team supported the 
directorate to appoint a full-time maternity support worker (MSW).  Based within the antenatal 
clinic, the MSW will provide public health messages to women who smoke, facilitate engagement 
to smoking cessation services and follow up referrals with women and their families. The RCOG 
2020 COVID-19 guidance recommended that Carbon monoxide monitoring is stopped during 
COVID-19 due to an increase in risk of contamination of equipment and aerosol generation when 
using the machine.

2019/2020 data
Measures 2019 2020
(Pre-Pregnancy) Never smoked 72.15% 66.37%
Smoking at booking 10.9% 10.4%
Permission to contact smoking cessation 0.41% 0.50%
Gave up in pregnancy 3.50% 5.16%
CO monitoring at booking 92.1% 21.7% (stopped in March 2020)
Smoking at birth 0.018% of total births 0.131% of total births

Breastfeeding
BFI assessment was due in March 2021 however due to COVID-19 restrictions this has been 
postponed until March 2022. Unintended consequences during COVID-19 has seen a rise in 
breastfeeding initiation rates to 72% this year with a sustained increase at both 10 days and six 
weeks.  An infant feeding coordinator has been employed within Children, Young People and 
Family Health Services.

Safe Care (Theme 2)

Incident reporting
The Children and Women Clinical Board promotes a positive incident reporting culture. Between 
September 2019 and February 2021, there were 4952 incidents reported (3601 patient 
incidents, 942 organisational incidents, 386 staff incidents and 23 public/visitor incidents).
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The most common incident types were maternity and neonatal care (both of which have trigger 
lists sitting under these codes), followed by medication incidents. 
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Several forums exist within the Clinical Board to monitor trends from incident reporting and share 
feedback and learning.  All meetings are multi-professional. The Obstetrics and Gynaecology 
directorate host weekly incident review meetings, fortnightly clinical risk meeting and ATAIN 
forum, monthly stillbirth review forum (which includes neonatal deaths that do not leave delivery 
suite). 

Learning is shared through professional governance forum, clinical audit, risk and governance 
newsletter. Learning from root cause analysis investigations are also used within PROMPT multi 
professional skills and drills, educational supervision for obstetric staff and clinical supervision for 
midwives. During COVID, the team have initiated a multi professional Patient Safety Investigation 
Group to review investigations and ensure that the investigation report has identified the root 
cause with SMART recommendations for learning. Improvement plans are reviewed by the 
obstetric risk and governance team and with the Clinical Board to ensure timely completion and 
monitoring. 

The Clinical Board has a well-established Medicines Management Forum which is chaired by the 
Clinical Board lead pharmacist.  The meetings are held monthly and medication errors are 
discussed in detail and themes and lessons learnt are widely shared.  One particular high-profile 
patient safety review has been the investigation of paediatric 10-fold errors. Incidence has been 
reviewed on an all Wales basis.  In a 12-month analysis across Wales there were 25 incidents 
reported of 10-fold errors.  

The review highlighted that this was due to both system and human factor errors and what was 
needed was an all Wales standardised medication support system which would help to reduce 
errors.  In the interim a number of measures to reduce incidence have been implemented within 
the Clinical Board.

Health Foundation Project

The Clinical Board has been actively involved in the Health Foundation project – Applied Analytics 
Awards Project.  In collaboration with the Patient Safety Team, the Children’s Hospital of Wales 
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Services mapped several aspects of quality improvement, specifically how the knowledge of key 
themes and trends in incident reporting can help identify topics for quality improvement.  
Throughout the course of the project, the power of combining multiple sources of data with incident 
report data has been strongly reinforced.  

In addition to the above, we are working closely with Welsh Government, the Maternity and 
Neonatal Network and the Patient Safety Team to update the definition of a serious incident 
(focus within obstetric services).

RCOG triggers for clinical risk are discussed at multi professional risk management meetings 
and recommendations made for further reporting or investigation. 

The Clinical Board is fully engaged with NATSSIPS, ANTT and SEPSIS

Serious Incidents:

During the preceding 18 months, 15 serious incidents were reported - 11 for Obstetrics and 
Gynaecology, 3 for Children, Young People and Family Health Services and 1 for the National 
Children’s Hospital for Wales Services. In addition, 4 ‘no surprise’ notifications for were 
submitted to Welsh Government, all were for National Children’s Hospital for Wales Services. 
There were no similar themes identified within the incidents and within the same time period 16 
closure forms have been submitted.   Whilst there are no particular themes, incident types 
included

- Neonatal deaths/poor outcomes
- Issues with access to specialist CAMHS placements 
- Self-harm of young people 

At the time of writing the Clinical Board has 8 SIs open.  There are now no Serious incidents 
open prior to May 2020. This is being proactively managed so that closure of the incidents which 
have been open the longest is prioritised. 

Two Regulation 28 reports were received following Coroner Inquests involving children: -  

 Case 1 – The case involved the collapse and cardiac arrest of a 12-year-old child in a GP 
Surgery form Addisonian Crisis the Coroner issued a Regulation 28 notice to WAST in 
relation to the delay in attending a 999 call to a GP Surgery but there were no 
recommendations for the Clinical Board

 Case 2 – This case highlighted the delay in diagnosing sepsis in a baby.  There was an 
improvement plan developed which involved the Medicine Clinical Board and ourselves.

The Clinical Boards are working in partnership to embed the improvements required into 
practice.

Mortality reviews: -
Whilst Stage 1 Mortality reviews are carried out for adults over 18 who die in hospital, The Clinical 
Board has well established Mortality and Morbidity meetings in the Children’s Hospital for Wales 
Services and Obstetrics and Gynaecology, all of which are monthly meetings. There is a paediatric 
wide M&M meeting which is chaired by a community paediatrician with representatives from the 
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Emergency Department, Community Paediatrics, Patient Safety Team and Clinical Teams from 
CHfWS and Paediatric Intensive Care Unit.  Maternal, Neonatal and Child Deaths are formally 
reported through well-established UK wide systems.  Unexpected Child deaths follow the PRUDIC 
process, Maternal and Neonatal deaths are reported through MBBRACE.

All neonatal deaths are reviewed using the Perinatal Mortality Review Tool (PMRT) which are 
then presented at monthly neonatal mortality review meetings which are held monthly. These 
meetings are attended by NICU Consultants, Senior nursing team, Maternity/Obstetric staff and 
Specialist teams are invited if they were involved in the care of an individual baby. There is also 
an external moderator in attendance (NICU Consultant from a neighbouring unit). All reviews are 
also fed into the Welsh Neonatal Network Mortality meetings.

Action/learning points from the last 3 months have included:

 Revamp of Resuscitation sheet to improve documentation
 Parallel planning for palliative care could have been helpful
 Improvement needed of Consultant to Consultant communication between Neonatal and 

Obstetrics teams
 Good communication noted between various teams involved in care of complex baby

Safety Alerts

With regard to the management of safety alerts, the Clinical Board has a robust management 
system in place for patient safety alerts working in conjunction with the Patient Safety Team. All 
patient safety alerts are disseminated widely and further discussed at Directorate and Clinical 
Board QS&PE meetings. 

Within the past year the Clinical Board has received and circulated 50 safety alerts.

An example of this is evidenced from the minutes of our October 2020 QSPE committee: -

October 2020 
 ISN Tracheostomy Ties
 ISN Blood Transfusion Laboratory – 

Expired Blood Tubes
 ISN Tissue Damage from Plaster Cast 

Saw
 ISN T34 Syringe Driver

These were all circulated widely to all 
Directorates for information and action 
as appropriate.  These were included as 
part of our Q&S Meeting, where there 
were no exceptions to note

An update was provided with regards to 
the ISN-tracheostomy ties, significant 
work has been undertaken in order to 
change to the new ties following an 
incident within the community and 
compliance with the ISN.  This will be 
revisited in cases where there has been 
found to be a preference to use the 
Velcro ties which are still available via 
the emergency boxes.  Work is being 
undertaken in conjunction with Patient 
Safety in order to resolve this.
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Safeguarding

 The Director of Nursing meets regularly with the Head of Safeguarding to keep updated 
with developments and discuss cases. Safeguarding within Health Visiting caseloads 
remain high, with clinical supervision in place for staff.

 Staff attend face to face mandatory level 2 updates as well as online training- our 
compliance is detailed below. This is below our usual compliance and is due largely to the 
effects of COVID.  We will now be working with our staff to improve our uptake. 

Org L4 Required Achieved Compliance %

001 All Wales Genomics Service 50 33 66.00%

001 Capital, Estates & Facilities 8 6 75.00%

001 Children & Women Clinical Board 1604 1211 75.50%

001 Clinical Diagnostics & Therapeutics Clinical Board 1160 792 68.28%

001 Corporate Executives 192 142 73.96%

001 Medicine Clinical Board 1122 636 56.68%

001 Mental Health Clinical Board 848 523 61.67%

001 Primary, Community Intermediate Care Clinical Board 617 386 62.56%

001 Specialist Services Clinical Board 1264 767 60.68%

001 Surgical Services Clinical Board 1378 734 53.27%

uHB 8243 5230 63.45%

 

All Staff working with vulnerable children and women will also undertake level 3 training.
 

 The Clinical Board is currently working with Cardiff Children’s Services and Police to 
develop a protected pathway for professionals to escalate safeguarding concerns 
regarding Gypsy Traveller Children 

 Routine Enquiry into Domestic Abuse is audited annually and there is sustained 
commitment across all directorates to ensure women are given opportunity to disclose 
and signposted appropriately to relevant services.

Routine 
Enquiry Asked:

Asked Once Asked Twice

Midwifery Service 99% 90%

Health Visiting 
Service

95% N/A
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Falls Management 
During this timeframe Patient Safety Alert PSA050 – “Assessment of babies who are accidentally 
dropped in hospital” was received. We were able to declare compliance with this in December 
2019 due to the work that had been undertaken as part of ‘Babies Don’t Bounce’. Between Sept 
19 and Feb 2021 there were 3 baby falls within the postnatal areas with all cases being reviewed 
through risk management processes compared to 12 baby falls in 2018.   Audit and monitoring of 
baby falls continue within the postnatal wards and is received through the O&G Professional 
Governance Monthly Meetings

A falls prevention programme developed for children has recently been introduced to all areas 
within the National Children’s Hospital for Wales

Infection Prevention and Control
Welsh Government’s annual infection reduction goals were not set in 2020/21, but not all were 
achieved in 2019/21. The Clinical Board has made improvements on its incidents of Health Care 
Acquired Infection and continue to work closely with colleagues in microbiology to ensure that 
RCAs are completed in a timely manner. 

C. difficile

2019-20
GOAL 0

MRSA 
bacteraemia

2019-20
GOAL 0

MSSA 
bacteraemia

2019-20
GOAL 0

E. coli 
bacteraemia

2019-20
GOAL No 

more than 1 
case per 
month

P. aeruginosa

2019-20
GOAL 0

Klebsiella spp

2019-20
GOAL 0

2019-2020 12 2 6 14 4 6

2020-2021 6 2 5 7 4 8

Hand Hygiene scores within the Clinical Board remain consistently high as demonstrated below. 

Within the neonatal unit we have developed a multi-disciplinary task force to develop enhanced 
surveillance and initiatives to drive down incidence. This is a new approach and it is too early to 
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assess the impact of this.

The Clinical Board continues to monitor caesarean section site infection, however there has been 
no further reports published since 2018.  Prior to the COVID-19 pandemic the obstetrics and 
gynaecology directorate had moved to electronic reporting and were working closely with Public 
Health Wales to ensure data collection was timely, robust and accurate.  This work is due to 
recommence as part of COVID restoration and recovery of services.    

During 2019-2020 the Clinical Board has had a number of External Reviews:

HIW:-

In November 2019, HIW began Phase 1 of the national review of maternity services in Wales and 
carried out an unannounced visit to University Hospital of Wales. Prior to the visit, the directorate 
had completed a self-assessment against the RCOG/RCM review of maternity services in Cwm 
Taf University Health Board which has been presented to the Board and monitored through Health 
Board QSE Committee.
 
HIW identified 4 immediate actions which were addressed at the time of the visit. The final report 
was received in February 2020 and all actions subsequently completed.  Following the site 
inspections, a series of interviews with key staff within the Health Board was undertaken in March 
2020 with the purpose of reviewing governance arrangements within the service. On completion, 
HIW subsequently published Phase 1 of its review of maternity services in Wales in November 
2020. The Clinical Board has responded to the 32 recommendations and self-assessed where the 
directorate feels improvements or ongoing monitoring of existing arrangements could be made. 
These improvements are monitored through Directorate and Clinical Board QS&PE forums

Neonatal Peer Review: - 

The peer review visit for Cardiff and Vale UHB took place in February 2020 and the report was 
received by the UHB in June 2020. The peer review feedback was extremely positive with 
acknowledgment of the implementation of QI projects which had resulted in a number of 
improvements. Particular credit was given for the level of care and support provided and the 
‘culture of openness’ that was identified within the NICU.

Other positive findings were:

 High standard of informative notice boards targeting both parents and staff
 Evidence of regular MDT meetings, druggles and huddles.
 The clinical commitment to improve cot occupancy in addition to working towards 

increased psychology provision and neurodevelopmental in Neonatal care 

There were no immediate risks identified during the peer review, however there were some 
recommendations made and an action plan to address these was promptly developed and 
implemented.

These include: -
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 A deficit in ANP provision and lack of access to OT services
 Lack of 24 hour neonatal transport services.
 Funding for QIS modules.

CAMHS Delivery Unit (DU) Report 

The review of crisis and liaison CAMHS services in Cardiff and Vale University Health Board 
took place between August and September 2020.

The DU report has been recently published (December 2020) and recognised that the service is 
highly valued and valuable service that is operating at a time of significant rising demand and 
public expectation.

This can be evidenced in the graph below: -

 Within the report, there were a number of areas of concern. 

The CAMHS service had already put an action plan in place following initial feedback and have 
achieved many of the actions, with some ongoing: -

 Training on record keeping delivered
 Staff capacity increased – waiting list initiative completed end of this month – marked 

impact – internal waiting list down from 366 at start to 62 to date.   Agency staff employed 
have been closely supervised and using virtual platform.

 CRISIS Team expanding service until midnight (currently finish at 9pm). 3wte additional 
nurses currently being recruited. 

 Appointment to new posts in Eating Disorder Service to improve pathway
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