
Patient Experience Quality and Safety
Committee
Thu 24 November 2022, 09:30 - 12:30

Agenda

1. PRELIMINARY MATTERS

 PEQS_Agenda_24 Nov2022.pdf (2 pages)

1.1. Welcome and Apologies

Oral Chair

1.2. Declarations of Interest

Oral Chair

1.3. Minutes of the previous meeting held on 13 September 2022

Attached Chair

 PEQS_Item_1.3_Unconfirmed Minutes 2022-09-13.pdf (11 pages)

1.4. Matters Arising from the minutes of the previous meeting

Oral Chair

1.5. Patient Experience, Quality and Safety Committee Action Log

Attached Chair

 PEQS_Item_1.5 PEQS_Action Log Nov 2022.pdf (3 pages)

2. ITEMS FOR ASSURANCE

2.1. Integrated Quality Report

Attached Director of Nursing and Midwifery

 PEQS_Item_2.1_Integrated Quality Report Nov 2022 FINAL.pdf (13 pages)
 PEQS_Item_2.1a_App 1 Duty of Quality and Candour implementation Plan.pdf (3 pages)
 PEQS_Item_2.1c_Appendix 3 HIW Annual Report 2021-2022.pdf (82 pages)
 PEQS_Item_2.1d_Appendix 4 Learning Newsletter Oct 22.pdf (4 pages)

2.2. Maternity Assurance Report

Attached Director of Nursing and Midwifery

 PEQS_Item_2.2 Maternity Assurance Report.pdf (9 pages)
 PEQS_Item_2.2a_Maternity Improvement Action Plan.pdf (10 pages)
 PEQS_Item_2.2b_PROMPT WALES QA UPDATE REPORT_NOV2022.pdf (10 pages)

2.3. Clinical Audit Progress and Learning

Attached Medical Director

 PEQS_Item_2.3_Clinical Audit Programme 2022-23 October Update.pdf (20 pages)

09:30 - 09:30
0 min

09:30 - 09:30
0 min



2.4. Infection Prevention and Control Assurance Report

Attached Director of Primary, Community Care and Mental Health

 PEQS_Item_2.4_IPC_Update.pdf (6 pages)
 PEQS_Item_2.4a_IPC Annual Report 202122 _Final.pdf (18 pages)
 PEQS_Item_2.4b_App 2 - IPC Quarter 1 Report_2022-23.pdf (9 pages)
 PEQS_Item_2.4c_Appendix 3 - IPC Work Programme 2022-23.pdf (3 pages)

2.5. WHSSC Quality and Patient Safety Committee

Verbal item 

3. ITEMS FOR DISCUSSION

3.1. Safeguarding Annual Report

Attached Director of Nursing and Midwifery

 PEQS_Item_3.1_Safeguarding Annual Report 2021-22.pdf (10 pages)

3.2. Patient Experience Approach

 PEQS_Item_3.2_Patient Experience Framework_October2022.pdf (13 pages)

4. ESCALATED ITEMS

There are no escalated items 

5. ITEMS FOR INFORMATION

There are no items for information 

6. OTHER MATTERS

6.1. Corporate Risk Register - risks overseen by this Committee

Attached Lead Directors

 PEQS_Item_6.1_Committee Risk Report_November 2022.pdf (2 pages)
 PEQS_Item_6.1a_Committee Risk Register Nov 2022.pdf (5 pages)

6.2. Committee Work Programme

Attached Chair

 PEQS_Item_6.2_ PEQS Committee Work Programme.pdf (7 pages)

6.3. Annual Review of Committee Terms of Reference 2022-2023

Attached Interim Board Secretary

 PEQS_Item_6.3_Review of Committee Terms of Reference cover paper.pdf (3 pages)
 PEQS_Item_6.3a_Patient Experience Quality & Safety Committee_ToR.pdf (11 pages)

6.4. Items to be brought to the Attention of the Board and/or Other Committees

09:30 - 09:30
0 min

09:30 - 09:30
0 min

09:30 - 09:30
0 min

09:30 - 09:30
0 min



Oral Chair

6.5. Any Other Urgent Business

Oral Chair

6.6. Date of the next meeting: 16 February 2023 at 09:30 via Microsoft Teams

6.7. In-Committee

6.7.1. Mental Health Act Compliance Report



POWYS TEACHING HEALTH BOARD
PATIENT EXPERIENCE, QUALITY AND SAFETY 
COMMITTEE
THURSDAY 24 NOVEMBER 2022
09:30- 12:30
VIA MICROSOFT TEAMS

AGENDA
Time Item Title Attached/Oral Presenter 

1 PRELIMINARY MATTERS 
09:30 1.1 Welcome and Apologies Verbal Chair

1.2 Declarations of Interest Verbal All
09:35 1.3 Minutes from the previous 

Meeting held on 13 September 
2022

Attached Chair

1.4 Matters arising from the 
minutes of the previous 
meeting

Verbal Chair

09:40 1.5 Patient Experience, Quality 
and Safety Committee Action 
Log

Attached Chair

2 ITEMS FOR ASSURANCE
09:45 2.1 Integrated Quality Report Attached Director of Nursing 

and Midwifery
10:30 2.2 Maternity Assurance Report Attached Director of Nursing 

and Midwifery
10:45 2.3 Clinical Audit Progress and 

Learning
Attached Medical Director 

11:00 3.4 WHSSC Quality and Patient 
Safety Committee

Verbal Director of Nursing 
and Midwifery

11:15 COMFORT BREAK
11:30 2.4 Infection Prevention and 

Control Assurance Report
Attached Director of Nursing 

and Midwifery
3 ITEMS FOR DISCUSSION

11:40 3.1 Safeguarding Annual Report Attached Director of Nursing 
and Midwifery

11:50 3.2 Patient Experience Approach Attached Director of 
Therapies and 

Health Sciences
4 ESCALATED ITEMS

There are no escalated items
5 ITEMS FOR INFORMATION

There are no items for information
6 OTHER MATTERS 

12:00 6.1 Corporate Risk Register – risks 
overseen by this Committee

Attached Lead Directors

12:05 6.2 Committee Work Programme Attached Interim Board 
Secretary



12:10 6.3 Annual Review of Committee 
Terms of Reference 2022-23

Attached Interim Board 
Secretary 

6.4 Items to be Brought to the 
Attention of the Board and/or 
Other Committees

Verbal Chair

6.5 Any Other Urgent Business Verbal Chair

6.6 Date of the Next Meeting: Thursday 16 February 2023, 09:30, via 
Microsoft Teams

The Chair, with advice from the Board Secretary, has determined that the following items 
include confidential or commercially sensitive information which is not in the public interest 
to discuss in an open meeting at this time.  The Board is asked to take this advice into 
account when considering the following motion to exclude the public from this part of the 
meeting:
Motion under Section 1(2) Public Bodies (Admission to Meetings) Act 1960

 “Representatives of the press and other members of the public shall be 
excluded from the remainder of this meeting having regard to the confidential 

nature of the business to be transacted, publicity on which would be prejudicial 
to the public interest”

12:15 6.7 Mental Health Act Compliance 
Report 

Attached Director of 
Primary, 

Community Care 
and Mental Health

Powys Teaching Health Board is committed to openness and transparency, and conducts as 
much of its business as possible in a session that members of the public are normally welcome 
to attend and observe. 

However, in light of the current advice and guidance in relation to Coronavirus (COVID-19), the 
Board has agreed to run meetings virtually by electronic means as opposed to in a physical 
location, for the foreseeable future. This will unfortunately mean that members of the public 
will not be able attend in person. The Board has taken this decision in the best interests of 
protecting the public, our staff and Board members. 

The Board is expediting plans to enable its committee meetings to be made available to the 
public via live streaming. In the meantime, should you wish to observe a virtual meeting of a 
committee, please contact the Board Secretary in advance of the meeting in order that your 
request can be considered on an individual basis (please contact James Quance, Interim Board 
Secretary, james.quance2@wales.nhs.uk).

In addition, the Board will publish a summary of meetings held on the Health Board’s website 
within ten days of the meeting to promote openness and transparency.

mailto:james.quance2@wales.nhs.uk
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POWYS TEACHING HEALTH BOARD
PATIENT EXPERIENCE, QUALITY & SAFETY COMMITTEE

UNCONFIRMED

MINUTES OF THE MEETING HELD ON TUESDAY 13 SEPTEMBER 2022
VIA MICROSOFT TEAMS

Present:
Kirsty Williams 
Ian Phillips
Mark Taylor

Vice-Chair (Committee Chair)
Independent Member
Independent Member 

In Attendance:
Hayley Thomas  
                 
Claire Roche

Director of Primary, Community Care and 
MH/Deputy CEO
Director of Nursing and Midwifery

Kate Wright
James Quance

Medical Director 
Interim Board Secretary 

Amanda Edwards
Zoe Ashman
Marie Davies
Sonia Thomas

Apologies for absence:
Simon Wright
Vivienne Harpwood
Carol Shillabeer
Claire Madson
Mererid Bowley
Katie Blackburn
Bethan Hopkins

Assistant Director – Innovation and Improvement
Assistant Director of Quality and Safety
Deputy Director of Nursing
CHC

Independent Member
PTHB Chair
Chief Executive
Director of Therapies and Health Sciences
Interim Director of Public Health
CHC
Audit Wales

Committee Support:
Liz Patterson Interim Head of Corporate Governance
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PEQS/22/36 WELCOME AND APOLOGIES FOR ABSENCE    
The Committee Chair welcomed Members and attendees to 
the meeting and CONFIRMED there was a quorum present.

PEQS/22/37 DECLARATIONS OF INTERESTS 
No interests were declared.

PEQS/22/38 MINUTES OF THE EXPERIENCE, QUALITY AND SAFETY 
COMMITTEE MEETING HELD ON 7 JULY 2022 (FOR 
APPROVAL)
The minutes of the previous meeting held on 7 July 2022 
were AGREED as a true and accurate record.

PEQS/22/39 MATTERS ARISING FROM MINUTES OF PREVIOUS 
MEETING
There were no matters arising from the minutes of the 
previous meeting.

PEQS/22/40 PATIENT EXPERIENCE, QUALITY AND SAFETY 
COMMITTEE ACTION LOG
The Action Log detailed the following actions that had been 
completed:

IC-PEQS/21/5 – presentation on Mental Health to In-
Committee – on the agenda for 13 September 2022.

PEQS/21/78 – outstanding recommendations from Clywedog 
Ward to be included in Inspection Tracker – included in 
September 2022 report to Committee.

PEQS/21/80 – consider sharing a patient story on issues 
related to controlled drugs – will be considered for the 
2023/34 patient story programme.

PEQS/22/08 – timescales to be included in Inspection 
Tracker – timescales are now included.

PEQS/22/22 – presentation on PTR to September PEQS – on 
the agenda for 13 September 2022.

PEQS/22/24 – presentation of dashboard to PEQS training 
session – this will be part of discussions regarding PEQS 
training/development.

The following additional detail was provided in the meeting:

PEQS/21/29 – next quality report to include detail of actions 
taken as a result of staff survey – this has been superseded 
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considered pan-Powys. This action can be added to the 
Inspection Tracker.

Action: Director of Primary, Community Care and MH

The HIW report highlights record keeping. What is the 
position regarding the Internal Audit Report on Records 
Management?

The Interim Board Secretary advised that this fell within 
the remit of the Delivery and Performance Committee who 
had received an update on the Records Management 
Improvement Plan at their June 2022 meeting. The Internal 
Audit Report on Records Management remained on the 
Internal Audit Recommendations tracker.

It is noted that there are delays in the implementation of 
the RLDatix Once for Wales content management system. 
What are the implications of this delay?

The Director of Nursing and Midwifery advised that the 
health board was not currently using the risk module and 
therefore the delay in implementation would have minimal 
effect.

The Interim Board Secretary advised that it was 
disappointing that the risk module had been delayed, but 
the health board was currently reviewing risks with the 
intention of implementing the risk management module 
when it is available.

The Chair of Workforce and Culture Committee requested a 
meeting with the Director of Nursing and Midwifery to 
discuss cross committee culture issues.

Action: Director of Nursing and Midwifery

What assurance should be taken from the following 
statement within the report: ‘Following the conclusion of an 
inquest on the 18th of May 2022 HM Coroner issued a 
Regulation 28 Report to Prevent Future Deaths jointly to 
PTHB and PCC. A joint response has been submitted on time 
with no further evidence required.’?
The Director of Nursing and Midwifery advised that the HM 
Coroner had issued a Regulation 28 report jointly to Powys 
County Council (PCC) and the health board. Both parties had 
submitted a response jointly and the HM Coroner was 
content with the information provided.
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Current challenges include that the reduction in the number 
of formal concerns has significantly reduced and thus 
compliance will be more difficult to maintain; data integrity 
and reliability; appropriate grading of concerns, and 
concerns go out of compliance whilst waiting for final sign 
off.

The Assistant Director of Quality and Safety explained that 
the data error had been discovered during the deep dive into 
Concerns Management. This had resulted in the 
identification of an additional number of concerns that are 
Nationally Reportable Incidents. 

From the data it appears that the number of complaints is 
going down and compliance is also falling when it might be 
expected to improve. Is it known why this is happening?
The Assistant Director of Quality and Safety advised that the 
more straightforward issues are being dealt with informally 
which means there are proportionally more complex 
concerns which can take up to six months to resolve. This 
adversely affects the 30 day compliance measure.

Now the data is being entered on RLDatix will it be possible 
to show the complexity of concerns which affects the 30 day 
compliance measure?
The Director of Nursing and Midwifery confirmed that it 
would be possible to produce information on Key 
Performance Indicators such as response time, keeping in 
touch etc. It would also include information from English 
Trusts who do not work to the Welsh deadlines but have 60 
days to respond.
Action: Director of Nursing and Midwifery 

Given an error was identified and corrected what level of 
confidence is there that the data is correct now?
The Assistant Director of Quality and Safety confirmed there 
was now full confidence in the data.

The Director of Nursing and Midwifery advised that 
improvements were needed, and whilst it was necessary to 
quality assure the response letter this could not be allowed 
to impact on response times. This was a particular challenge.

The CHC representative advised that a quarterly report on 
Advocacy was produced and offered to share the report with 
the Committee.
The Chair welcomed this offer.
Action: Interim Head of Corporate Governance
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The Integrated Quality Report was DISCUSSED and 
NOTED.

PEQS/22/42 CLINICAL QUALITY FRAMEWORK UPDATE
The Director of Nursing and Midwifery presented the report 
outlining progress on implementing the Clinical Quality 
Framework since November 2021 and assessing the 
national context since the publication of the National 
Clinical Framework (March 2021), Quality and Safety 
Framework (September 2021), and the Health and Social 
Care (Quality and Engagement) (Wales) Act 2020 (coming 
into force March 2023).

Work on this had commenced prior to the Covid-19 
pandemic and whilst business as usual had been paused 
progress had been made as outlined in the Progress Report 
(Appendix 1).

The next steps were outlined as follows: to develop and 
implement a coherent system that enables the health board 
to measure and monitor quality and performance; enabling 
quality improvement within the health board at a system 
level (informed by the citizen voice and patient 
experience); acknowledging and identifying the constraints 
within the health board to deliver that ambition and 
identifying risks and opportunities in the health boards 
preparedness for the Quality and Engagement Act.

Action 11 outlines that it is expected to take a year to 
implement the Civica Patient Experience System across all 
services in the health board. This seems to be rather a long 
time.

Action 15 outlines that there is no resource to collect and 
produce patient stories. Why are teams from across the 
organisation not coming forward with such stories?

The Assistant Director – Innovation and Improvement 
advised that joint work was taking place with Swansea Bay 
University Health Board to train staff to capture stories for 
submission.

The Director of Nursing and Midwifery noted that early 
engagement was as important as capturing feedback to 
embed co-production, but it is necessary to resource this.
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Whilst it is important to get these systems in place to 
assure patients as well as Board Members where does this 
fit into organisation priorities?

The Director of Primary, Community Care and MH noted 
that there is a considerable amount of engagement at 
community and staff level taking place but there is no 
mechanism to capture these insights. 

It will be challenging for Board to deal with organisational 
priorities, and it will be necessary to ascertain where co-
production best takes place. This could be in other fora 
such as the Regional Partnership Board or with Powys 
County Council in the Joint Partnership Board.

When will this be delivered, what is the project plan, and 
what happens if it is not delivered?

The Director of Nursing and Midwifery advised that it was 
expected there would be a stepped approach although 
there had been no outline of reporting requirements from 
Welsh Government to date. 

However, it is expected that it will be necessary to report 
on Duty of Candour conversations. Civica is in the 
implementation phase but the way that Civica is utilised 
will be most important.

It will be necessary to ensure that these strands are all 
properly interconnected, and Board will need to be sighted 
on this.

The Interim Board Secretary advised that a Board 
Development session was planned for the following week 
where short and longer term priorities would be discussed.

The Clinical Quality Framework Update was DISCUSSED 
and NOTED.

ITEMS FOR DISCUSSION

PEQS/22/43 There were no items for discussion.

BUSINESS CASES, SERVICE PLANNING PROPOSALS, WHOLE SYSTEM 
PATHWAY DEVELOPMENT AND RE-DESIGN
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PEQS/22/44 There were no business cases, service planning proposals, 
whole system pathway developments or redesigns. 

ESCALATED ITEMS

PEQS/22/45 MATERNITY SERVICES ASSURANCE FRAMEWORK 
REPORT INCLUDING PROMPT WALES QUALITY 
ASSURANCE REVIEW

The Director of Nursing and Midwifery presented the report 
updating Committee on quality assurance matters in 
Maternity Services in Powys. 

It was confirmed that the current local escalation 
arrangements remain in place in response to three NRIS 
between February and May 2022. A further NRI has been 
reported since the last Maternity Assurance report to 
Committee.

The team are working with the Perinatal Institute (PI) to 
ensure that the data to enable the detection of Small for 
Gestation Age babies is accurate. A number of corrective 
actions have been taken including staff training, data input 
for all Powys babies (including those captured via DGH 
obstetric services) and accessing benchmarking data.

As part of the Welsh Government National Maternity and 
Neonatal Safety Programme a workshop was held on 7 July 
2022 and on the 6 September 2022 a Safety Summit was 
held. The local Maternity/Neonatal Safety Lead post is out 
to advert.

A local follow-up roundtable multi-disciplinary event will 
take place next week to identify actions needed as a result 
of the Workshop and Safety Summit.

What are the themes of the NRIs?
The Director of Nursing and Midwifery advised that two 
thirds of the NRIs related to gestational growth which has 
resulted in the work undertaken on Gap and Grow analysis.

It should be noted that NRIs will always be seen in 
maternity. However, it was important to put the service 
into escalation to ensure that when an NRI occurred that 
the service would be able to investigate it. 

De-escalation of the service is not dependent on having no 
NRIs. However, when the initial three NRIs have been 
closed consideration will be given to de-escalation.
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Given the earlier conversations regarding data, have 
actions been taken to ensure that small for gestation 
babies are able to be identified?
The Director of Nursing and Midwifery confirmed that the 
service was working with the PI to ensure that the data 
was correct. 

Two thirds of deliveries take place outside the health board 
area and data can be skewed if the provider is changed. 
The service is working with partner providers to ensure that 
the provider is not changed. Once the data is correct it will 
be possible to benchmark performance.

Do staff feel supported during this period of escalation?
The Director of Nursing and Midwifery confirmed that the 
approach had been a balance between assurance, 
accountability, and support. A new Head of Midwifery starts 
next week and proposals to de-escalate will take this into 
account.

The Medical Director noted that the good care that is 
provided must not be lost sight of.

The Chair requested that arrangements for de-escalation 
be included in the Maternity Assurance Report when 
appropriate.
Action: Director of Nursing and Midwifery

The Maternity Assurance Framework Report was 
DISCUSSED and NOTED.

ITEMS FOR INFORMATION

PEQS/22/46 The WHSSC Quality and Patient Safety Committee Chair’s 
Reports June and August 2022 were received. 

OTHER MATTERS

PEQS/22/47 COMMITTEE WORK PROGRAMME
The updated Committee Work Programme was received.

PEQS/22/48 ITEMS TO BE BROUGHT TO THE ATTENTION OF THE 
BOARD AND/OR OTHER COMMITTEES
The Chair noted that the matters discussed would be 
included in the Chair’s Report to Board.

PEQS/22/49 ANY OTHER URGENT BUSINESS
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There was no other urgent business.

PEQS/22/50 DATE OF THE NEXT MEETING 
24 November 2022, via Microsoft Teams. 

Under Section 1 (2) of the Public Bodies (Admission to 
Meetings) Act 1960 the following motion was passed:

Representatives of the press and other members of the 
public shall be excluded from the remainder of this meeting 
having regard to the confidential nature of the business to 
be transacted, publicity on which would be prejudicial to 

the public interest.

PEQS/22/51 MENTAL HEALTH SERVICES
The Director of Primary, Community Care and MH gave a 
detailed briefing to the In-Committee meeting on the 
current situation in Mental Health Services including 
caseloads and the national context. 

It will be necessary to review resourcing for the service 
considering a continued expected increase in demand for 
Mental Health Services as a result of the pandemic. 

Committee Members requested a further update as service 
plans are developed to be brought to the December 2022 
meeting of the In-Committee.

Action: Director of Primary, Community Care and MH
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Key:
Completed
Not yet due
Due
Overdue

PATIENT EXPERIENCE, QUALITY & 
SAFETY COMMITTEE

ACTION LOG NOVEMBER 2022

Minute Meeting 
Date

Action Responsible Progress Position Completed

PEQS/21/29 2 Dec 2021 Next Quality Report to 
include details of actions 
taken as a result of staff 
survey

Director responsible 
for Community 
Services Group

PEQS/21/32 2 Dec 2021 Requests for training to be 
considered as part of 
Board Development 
Programme

Interim Board 
Secretary

Discussion has been held 
regarding a PEQS specific 
training/development 
session to be developed to 
run when new members of 
the Committee are in place

PEQS/21/79 24 March 
2022

To provide an update on 
the data issues identified 
at Shrewsbury and Telford 
Hospitals within the 
Infection, Prevention and 
Control Report at a future 
committee

Director of Nursing 
and Midwifery

The Q1 update will be 
considered at the Infection 
Prevention Control (IPC) 
Group on 6 September. The 
issue is ongoing and is in 
the IPC Work Programme 
for 2022/23

PEQS/21/84 24 March 
2022

To ascertain how 
telephone/video 
phlebotomy appointments 
work.

Director of Primary 
Community Care 
and Mental Health
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PEQS/22/07 12 May 2022 Response to CHC on 
Virtual Visit Report shared 
with Committee

Director of Nursing 
and Midwifery

A response has been sent to 
the CHC addressing the 
learning identified

PEQS/22/21 7 July 2022 Focus on clearing actions Interim Head of 
Corporate 

Governance and 
Directors

Further detail on the source 
of actions has been 
provided to assist Directors 
to clear actions

PEQS/22/31 7 July 2022 Discussion on 
development of risk 
register at future meeting 
of PEQS

Interim Board 
Secretary 

This will be scheduled at the 
appropriate point in the 
development of quality and 
safety risks which is 
currently focussing on 
Directorate risk registers

PEQS/22/41 13 Sept 2022 Add a further item to the 
Inspection Tracker 
regarding the HIW 
Inspection of Brecon MIU: 
‘Ensure that findings are 
not systemic across other 
areas within the wider 
organisation’. (p 31 of 
HIW report)

Director of Primary, 
Community Care 

and MH

This has been actioned and 
completed

PEQS/22/41 13 Sept 2022 The Director of Nursing 
and Midwifery and Chair of 
Workforce and Culture 
Committee to meet to 
discuss cross committee 
culture issues

Director of Nursing 
and Midwifery
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PEQS/22/41 13 Sept 2022 Key Performance 
Indicators to be developed 
for inclusion in the 
Integrated Quality Report 

Director of Nursing 
and 

Midwifery/Director 
of Therapies and 

Health 
Sciences/Medical 

Director
PEQS/22/41 13 Sept 2022 The quarterly CHC 

Advocacy report be 
circulated to Committee 
Members

Interim Head of 
Corporate 

Governance 

Provided and circulated to 
Committee

PEQS/22/ 13 Sept 2022 Maternity de-escalation 
arrangements to be 
reported to Committee

Director of Nursing 
and Midwifery

A report to the meeting on 
24 November 2022 
addresses this

PEQS/22/ 13 Sept 2022 A further report on Mental 
Health Services to be 
brought to the December 
2022 Committee meeting

Director of Primary, 
Community Care 

and MH

This update will now come 
to the February 2023 
Committee meeting
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Agenda item: 2.1

Patient Experience and Quality 
Committee

24 November 2022

Subject: Integrated Quality Report

Approved and 
Presented by:

Claire Roche, Executive Director of Nursing & 
Midwifery  

Presented by Claire Roche, Executive Director of Nursing & 
Midwifery  

Prepared by: Zoe Ashman, Assistant Director Quality & Safety

Other Committees 
and meetings 
considered at:

Executive Committee 16 November 2022

PURPOSE:

The purpose of this report is to provide the Patient Experience and Quality 
Committee on the 24 November 2022 with an overview of the Quality & Safety 
agenda across the Health Board.

RECOMMENDATION(S): 

The Patient Experience and Quality Committee are asked to DISCUSS and 
NOTE the contents of this report. 

Approval/Ratification/Decisioni Discussion Information
  
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2.4 National Nosocomial Framework

In March 2021, the Framework into the ‘Management of patient safety incidents following 
nosocomial transmission of COVID-19’ was published.  Any hospital acquired infection, 
including COVID-19, is considered a patient safety incident and therefore the provisions 
of the Putting Things Right Regulations (PTR) apply.    

To date, the Health Board has not received any concerns from families or patients affected 
by nosocomial transmission of Covid-19, no identified cases where severe harm or death 
have occurred have been identified thus far and therefore, duty of candour conversations 
with patients and/or families have not been required.  Progress is demonstrated in data 
capture below as monitored by the programme.
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4. Mortality Reviews 

The Medical Examiner service continues to roll out in Powys Community Hospitals. The 
service is embedded in Brecon, Bronllys and Ystradgynlais. The roll out has been 
smooth and will shortly be extended to Machynlleth and Llandindrod Wells. It aims to be 
implemented on all sites by the end of March 2023. In the meantime the cases of all 
patients who have died in Powys continue to be reviewed by the Health Board senior 
team mortality reviews. 
Roll out of the Medical Examiner service to patients who have died at home will follow in 
2023-24. 

Health Board reviews

For the latest round of mortality reviews 118 cases were reviewed. The standard of care 
was generally good with examples of excellent documentation and decision making. 
Four cases have been identified for part 2 review. These are scheduled to take place 
shortly. The queries do not represent significant concern. 
Formal discussion around learning is scheduled to take place in learning group. Themes 
will be identified and appropriate methods of cascading learning will be agreed. 
In addition to identifying any areas of clinical concern the reviewers were asked to 
comment on specific areas of the clinical notes.  The results are given below.

a) The use of the All Wales Care Decisions for the Last Days of Life documentation 
pack (LDL pack).

The reviewers found that the LDL pack was used in 39% of the cases reviewed.   
There was significant site-to-site variation however. Work will continue to improve 
awareness and use. It is also audited nationally so that progress will be monitored. 

b)  The use of Do Not Attempt Cardio-Pulmonary Resuscitation orders (DNACPR)
DNACPR orders were found to be in place for 97% of patients.  There was no site-to-site 
variation.
Detail is included in the clinical audit report. 

c) Use of Treatment Escalation Plans.   These are formal plans recorded in the notes 
to inform staff about what actions should or should not be undertaken in the 
event of the patient’s condition changing.

The reviewers found that 71% of patients had a Treatment Escalation Plan in place. 
Although this figure has not been formally recorded previously it is felt that this 
represents a significant improvement on previous rounds of the review. Site-to-site 
variation remains significant. Awareness in the importance in use of the documents has 
been raised in several forums. This will continue and progress will be monitored. 

As the mortality review process is superseded by the Medical Examiner process, these 
areas will be reviewed in standalone clinical audits. 

Finally the reviewers were asked to comment on the overall quality of the notes 
commenting on whether the notes were clear, comprehensive and logically ordered. 
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70% of the notes were scored as good by the reviewers with a further 23% being 
regarded as satisfactory.  7% of notes were flagged as unsatisfactory due to missing 
items or being generally disordered.
A standard format for filing notes has been agreed as part of the Medical Examiner roll 
out. In addition the use of the Welsh Clinical Nursing Record standardises the recording 
of information.

5. Claims and Redress
There are currently 12 redress files open, 4 of which are awaiting final settlement. Redress 
Panels take place as and when required and where appropriate Legal & Risk are 
instructed. Currently all Redress claims that require reimbursement from Welsh Risk Pool 
(WRP) have been successfully completed and reimbursement achieved.

Legal and Risk services are instructed and support a number of legal matters for the 
Health Board which are demonstrated in Graph 4.

Graph 4

Further information can be found in Appendix 2 (Welsh Risk Pool and Legal & Risk 
Services annual report 2021/22) and Background Paper 1 (PTHB case breakdown).

4.1 Inquests 

During Q2 there have been 5 HM Coroner enquiries opened, 1 case closed with 18 
remaining open. 

Clinical  Negligence
 5.93%
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 28.15%

General Advisory
 40.74%
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 6.67%

Inquest
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Personal Injury
 11.85%

PTR Matter
 5.19%

Clinical  Negligence
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General Advisory
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Open Matters by Matter type



Integrated Quality Report Page 11 of 13 Patient Experience, Quality & Safety 
Committee 

24 November 2022
Agenda Item 2.1   

5. Health and Social Care Inspections Regulatory Recommendations

5.1 Health Inspectorate Wales Inspections
There were no new inspections during this reporting period.

HIW Annual report 2021/22 Appendix 3.

5.2 Health and Social Care Regulatory Reports 

There were 7 outstanding actions noted in the previous report, 3 of which have been 
closed and 4 remain outstanding from 2017-2020.  Updates against these are provided 
below: 

Unannounced 
visit to 
Clywedog 
Ward

The health board must 
provide additional 
storage space on the 
ward.

Work is being undertaken by the 
clinical lead for Q&S as part of a 
health board wide project 
regarding storage.

Unannounced 
visit to 
Clywedog 
Ward

The health board must 
ensure that sufficient 
resources are provided 
to facilitate the timely 
processing of DoLS 
referrals.

July 2022 the DoLs demand 
continues to exceed PTHBs 
capacity to satisfy it. 
Funding from Welsh Government 
received to support the 
implementation of the new Liberty 
Protection Standards (LPS) which 
will replace DoLS

HIW Review of 
Healthcare 
Services for 
Young People

Health boards must 
ensure that children and 
young people can 
consistently be treated 
within designated areas.

Discussion on adult OPD 
environment with scheduled care 
managers held, consideration 
given to move some OPD clinics to 
children’s centres- currently being 
reviewed re capacity and staffing. 

HIW Review of 
Healthcare 
Services for 
Young People

Health boards must 
ensure there are robust 
systems to monitor 
transition policies and 
pathways across 
healthcare services to 
ensure approaches are 
effective.

Benchmarking against “let me 
flourish” report 2021 is being 
undertaken by the Startwell 
Complex Needs workstream in 
addition to this being progressed 
through PTHB transition guidance 
group

5.3 Community Health Council
There have been no recent visits by the Community Health Council. Please note in 
Background Paper 2 Advocacy report provided by the CHC.







PTHB Action Plan  
Patient Experience, Quality and Safety Committee

24 November 2022
Item 2.1a

APPENDIX 1

Preparation for the Duty of Quality and Duty of Candour
Powys Teaching Health Board Self-Assessment Tool

Recommendation Action needed Progress & 
Evidence

Monitoring 
Arrangements
(State HB group  

where progress is 
reported )

By who

Deadline date for 
completion

(Use traffic light 
system to indicate 

status)
& insert date of 

completion
1. Executive 

leadership: 
PTHB 
representations 
for 
implementation 
board/Candour/Q
uality

EDoN attend implementation 
Board

ADQ&S attend Candour Board

MD attend Quality Board

Decision to be 
taken by Executive 
Team to confirm 
membership

HB Implementation 
Group

EDoTH & AHP 
to chair this 

group
October 2022

2. Local 
Implementation 
Group to be 
established

EDoTH to chair
Membership inclusive of 
EDoN, MD and ADQS, 
membership  inclusive of all 
directorates

To be endorsed by 
executive team Executive Committee CEO November 2022

3. Infrastructure: 
Establish a HB 
Quality 
governance 
infrastructure 
with robust 
oversight and 

Identified objective in the HB 
implementation plan 
overseen by PTHB local 
implementation group.

Review all structures to 
ensure the Quality & 

To be endorsed by 
executive team

HB Implementation 
Group

EDoTH & AHP 
to chair this 
group

March 2023
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Recommendation Action needed Progress & 
Evidence

Monitoring 
Arrangements
(State HB group  

where progress is 
reported )

By who

Deadline date for 
completion

(Use traffic light 
system to indicate 

status)
& insert date of 

completion
reporting from 
service group to 
Board

Engagement Act is considered 
in all 
meetings/reports/assurance/ 
improvement considerations

4. Policy and 
Procedure: 
Ensure a 
framework is in 
place to review 
existing policies 
to ensure the 
Duty of Quality & 
Duty of Candour 
are reflected 
within

Identified objective in the HB 
implementation plan 
overseen by PTHB local 
implementation group

To be endorsed by 
executive team

HB Implementation 
Group EDoTH March 2023

5. Resources: 
Scope the 
requirements of 
the Duty of 
Quality & Duty of 
Candour

Review the HB 
implementation plan to review 
the recourse requirements 
that may be required to 
support robust 
implementation.  

Consideration has 
been given for 
additional resource 
inclusive of:
Administrative 
support, 
Management, 
training/education 
facilitation

HB Implementation 
Group EDoTH February 2023

6. Awareness and 
Training: Ensure 
there is a plan in 
place asses 
training 
requirements 

Ensure Training Needs 
Analysis (TNA) is completed 
for all teams to ensure 
appropriate training plan can 
be implemented.

Not Commenced HB Implementation 
Group EDoTH February 2023
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Recommendation Action needed Progress & 
Evidence

Monitoring 
Arrangements
(State HB group  

where progress is 
reported )

By who

Deadline date for 
completion

(Use traffic light 
system to indicate 

status)
& insert date of 

completion
within all 
departments

7. Primary Care - 
Engagement of 
your Primary and 
Community Care 
Teams will be of 
critical 
importance as 
these duties 
apply to all 
Primary and 
Community Care 
providers. 

Ensure nominated leads are in 
place to attend National and 
HB meetings/working groups.

Primary care 
attendance in 
National working 
groups.

Attendance at HB 
Implementation 
Group

HB Implementation 
Group EDoTH February 2023

Status of action:
GREEN Complete
AMBER In progress 
RED Missed deadline for completion - escalate
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Patient Experience and Quality 
Committee 

Date of Meeting: 
24 November 2022

Subject: Maternity Assurance Paper

Approved by: Claire Roche, Executive Director of Nursing and Midwifery
Louise Turner, Assistant Director for Women and Children’s 
services  

Prepared and 
presented by:

Claire Roche, Director of Nursing and Midwifery
Senior Midwifery Team.

Other 
Committees 
and meetings 
considered at:

Executive Committee 16 November 2022. 

PURPOSE:
The purpose of this paper is to provide the Patient Experience and Quality 
Committee with the current position related to maternity assurance. 

RECOMMENDATION: 
The Patient Experience and Quality Committee is asked to DISCUSS the report.
 

Approval/Ratification/Decision Discussion Information
 

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING 
STRATEGIC OBJECTIVES AND HEALTH AND CARE STANDARDS: 

Focus on Wellbeing 
Provide Early Help and Support 
Tackle the Big Four 
Enable Joined up Care 

Strategic 
Objectives:

Develop Workforce Futures 
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2) Maternity Services Commissioned by Powys Teaching Health Board

Shrewsbury and Telford NHS Trust (SaTH)

The Executive Director of Nursing and Midwifery for Powys THB is a member of 
the Ockenden Review Assurance Committee. This public monthly meeting is 
independently chaired and monitors the progress with the improvements being 
made in SaTH in response to the Ockenden Report recommendations.

The team at SaTH present the progress with their actions as being either: 

 Green: evidenced and assured or
 Amber: delivered, not yet evidenced.

An example of this is demonstrated below:

The below graphics illustrate the progress with the actions, the proposed 
timeframes for completion and a summary to date.
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Powys Maternity Services have a good working relationship with SATH maternity 
team. They attend our regular commissioning meetings and provide opportunity 
to share round table discussions with them when there is a case to share. Powys 
Women and Children’s Governance lead is invited to their regular Quality & Safety 
meetings, offering the opportunity to escalate any issues faced for Powys 
residents. 

Cwm Taf Morgannwg University Health Board

Routine commissioning meetings between Governance teams continue to 
strengthen. Cwm Taf respond well to queries regarding services and have 
demonstrated actions taken to improve the return of Powys handheld records.
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Introduction

There is a current five-year vision for the future of maternity services in Wales (2019-2024).

As well as this paper, Powys Teaching Health Board is also committed to the health strategy 
of Start Well for families across Powys to deliver high standards of health care including 
maternity provision across Powys.

The overall ambition for the United Kingdom is to halve the number of stillbirths, neonatal 
deaths & brain injuries by 2030 is supported by delivery of the maternity transformation 
programme workstreams aligned with safe care including:

• Saving Babies Lives Care Bundle Version 2: (england.nhs.uk)
• Maternity Incentive Scheme Year 4: (resolution.nhs.uk).
• Maternity Care in Wales Gov.wales
• Start well pthb.nhs.wales
• HIW national review of Maternity services
• Institute for Health care Improvement-white paper/mat -neo safety champion 

programme for Wales

The NMC Code of Professional Practice (nmc.org.uk) outlines four distinct Requirements in 
the provision of maternity care including;

• Prioritise people
• Practice Effectively
• Preserve Safety
• Promote Professionalism and Trust

The GMC Good Medical Practice (gmc-uk.org) outlines four distinct domains in the provision 
of medical care including;

• Knowledge, skills & performance
• Safety & Quality
• Communication, partnership and teamwork
• Maintaining trust

The Ockenden Initial & Final Reports identified Immediate & Essential Safety actions (IEA’s) 
for implementation into maternity services to support the provision of safe, high quality 
maternity services.

• OCKENDEN REPORT - MATERNITY SERVICES AT THE SHREWSBURY AND 
TELFORD HOSPITAL NHS TRUST (ockendenmaternityreview.org.uk)

• Findings, conclusions and essential actions from the independent review of 
maternity services at the Shrewsbury and Telford Hospital NHS Trust - final 
Ockenden report

The Maternity and Neonatal Safety Improvement Programme supports five national 
workstreams, applying quality improvement methodology to the continuous improvement of 
services.

https://www.england.nhs.uk/wp-content/uploads/2019/03/Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf
https://resolution.nhs.uk/wp-content/uploads/2022/05/MIS-year-4-relaunch-guidance-May-2022-converted.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/nmc-publications/nmc-code.pdf
https://www.gmc-uk.org/-/media/documents/good-medical-practice---english-20200128_pdf-51527435.pdf?la=en&amp;hash=DA1263358CCA88F298785FE2BD7610EB4EE9A530
https://www.ockendenmaternityreview.org.uk/wp-content/uploads/2020/12/ockenden-report.pdf
https://www.ockendenmaternityreview.org.uk/wp-content/uploads/2020/12/ockenden-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1064302/Final-Ockenden-Report-web-accessible.pdf
https://www.england.nhs.uk/mat-transformation/maternal-and-neonatal-safety-collaborative/
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We work closely with our Maternity & Parent Voices Partnership (MPVP) to co-produce 
services, ensuring that the experience of our service users supports the development and 
progression of maternity services which meet the needs of those accessing care.

The experience of our staff is a priority to ensuring the development of a positive safety culture 
where we embed the principles of human factors to support a psychologically safe 
environment in which everyone has the potential to thrive.

The Executive Committee was informed by the Executive Director of Nursing Midwifery that 
local escalation arrangements had been enacted within the Midwifery Service in Powys on the 
29th of June 2022. The decision to enact local escalation was in response to the following:

• Identification of three Nationally Reportable Incidents (NRIs) between February and 
May 2022

• Findings from a local review of governance in the Midwifery Service that highlighted 
improvements were required in the review of maternity transfers (particularly intra-
partum), review of incidents and the undertaking of root cause analysis (RCA) 
investigations.

• Concerns around the use of the Perinatal Institute’s Gap/Grow programme.

It was agreed at the Executive Committee that regular monthly updates would be provided to 
the Executive team regarding progress and next steps. The Committee was last updated on 
the 27 July 2022. However, in addition, the Maternity Assurance Paper due to be presented 
at the Patient Experience and Quality Committee (PEQs) on the 13 September 2022 was 
shared and discussed at the Executive Committee on the 5 September 2022.

The below Maternity Improvement Action Plan is the steps needed to transition from “Local 
Escalation” to Business as Usual”. However, the intention is to have an on-going Continuous 
Improvement Plan for Maternity Services. This will ensure that priorities for improvement 
identified through triangulated assurance mechanisms (concerns, complaints, incidents and 
national reports) are identified and actioned continuously. This will Ensure that the Quality 
Management System (proposed and mandated in the Quality and Engagement (Wales) Act) 
will be live and meaningful in our maternity services, leading to and supporting continuous 
learning.

https://www.maternitymk.co.uk/
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NAME REFERENCE TITLE
Louise Turner LT Assistant Director Women & Childrens (W&C)
Abbi Maddox AM Interim Head of Midwifery and Sexual Health

Kate Evans KE Women & Children’s (W&C) Clinical Governance and Risk 
Lead

Emma Adamson EA Assistant Head of Midwifery and Sexual Health
Shelly Higgins SH Consultant Midwife 
Sue Pardoe - Bouchard SPB Clinical Supervisor of Midwives
Liz Glyn- Jones LG Clinical Supervisor of Midwives
Mary Cottrill MC Head of Childrens Nursing and Paediatrics
Rebecca James RJ W&C Partnership and Project Manager
Zara Abberley ZA W&C Business Support Manager
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

1.0 QUALITY and SAFETY
1.1 Review of Governance and 

Escalation mechanisms
Head of 

Midwifery
October 

2022
Underway and due for 
completion mid- December

1.2 Weekly safety meetings to 
discuss and agree actions in 
relation to incident management.

W omen and 
Childrens 

Governance 
Lead

October 
2022

To have 
assurance of 

processes and 
embedding of 
learning within 
the maternity 

service 

Evidence of 
robust and 
clear 
escalation 
process and 
incident 
management

Weekly safety meeting and 
escalation meeting currently 
remain in place as of November 
2022

1.3 Systems for reporting NRI / 
Concerns / Incidents / Learning to 
be strengthened 

W and CH 
Governance 

Lead

October/Nov 
2022

Updated 
Governance 

process within 
senior team 

and 
understanding

Senior 
leadership 
team have 
worked with 
governance 
team to 
improve 
standards 
and 
processes. 
Training with 
staff

Underway. Revised trigger list 
and instructions for Datix sent 
out. Drop in Datix sessions for 
all staff 3x weekly ongoing.

1.4 RCA training to be undertaken by 
all relevant roles

Senior 
Midwives 

December 
2022

Relevant staff 
have received 
RCA training 

Training 
needs 
Analysis 

RCA training completed by 
leadership team and Midwives 
ongoing.
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

and understand 
process

database to 
reflect 
training

1.5 Peer- to – peer Audit review of 
CIS cases- process to be set up 
for ongoing monitoring

Clinical 
supervisors/ 
Consultant 

MW

December 
2022

To update 
training 

database as 
evidence 

Policy to 
reflect 
process/staff 
training

Learning events to commence 
November 2022 to embed 
documents and 

1.6 Day Assessment Unit: Review 
Service against Specification

Head of 
Midwifery/ 
Radiology

March 2023 To improve 
standards in 
the maternity 

provision 
against Day 
Assessment 

criteria

Smart 
objectives 
improvement 
in service 
needs. 
Updated 
service 
specification

Review of service provision and 
criteria

2.0 Leadership and Culture
2.1 Training Needs Analysis to be 

undertaken with focus on training 
requirements as determined by 
outcome of reviews/ incidents/ 
concerns.

Head of 
Midwifery/
Practice 

development 
Midwife

December 
2022

Up to date 
mandatory 

skills 
requirement for 

Midwives

Review of 
current skills 
requirements. 
Identify any 
gaps in 
learning 

Ongoing through senior 
leadership meetings and 
workforce meetings. Refresh 
agreements with DGH partners 
for skills refreshers e.g., 
Cannulation
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

2.2 Band 7 & leadership development 
and OD programme to be 
implemented across 2023

Associate 
Head of 

Midwifery

September 
2023

Clear roles and 
responsibilities 

greater 
leadership 

responsibilities 

Reflection 
from senior 
Midwives on 
effectiveness 
of 
development 
course and 
improvement 
to personal 
leadership 
development

Started   training sessions held 
with OD team October and 
November 2022. To define and 
ensure outcomes of 
development course are 
captured in evaluation at end of 
course

2.3 Management of CIS Cases and 
RISK review 

Consultant 
Midwife

October 
2022

Ratified 
guideline and 

team have 
received 

training on 
process for CIS

Training and 
new guideline 
to 
demonstrate 
process

Weekly meeting reviewed CIS . 
Guideline ratified. 

2.4 Workforce Planning- to include 
consideration of Birth Rate Plus, 
And Specialist Midwifery Roles eg 
Fetal surveillance Midwife, Digital 
Midwife

Head of 
Midwifery/
workforce 

and 
recruitment

March 2023 Reduction in 
vacancy rate 
and spend

Deep dive 
into budgets 
and 
establishment 
with finance 
team as well 
as working 
with 

Digital Midwife post currently 
being job matched. Further work 
on individual team 
establishments to be 
commenced December 22.
Understanding wte against 
actual budget.
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

individual 
teams to 
understand 
current 
working 
practices

Benchmark workforce 
requirements against maternity 
review action plan and agreed 
mandatory requirements

2.5 Map of caseload demand / 
boundaries and capacity review.

Head of 
Midwifery 

and Deputy 
Head of 

Midwifery

March 2023 Clear pathways 
of care and 

criteria 
between 

neighbouring 
partners and 

multi-
disciplinary 
reviews of 

incidents to 
strengthen 

working 
relationships 

and s
Also strengthen 

governance 
processes 

Reduction in 
enhanced 
pay as well 
as feedback 
from staff in 
terms of 
equity and 
consistency 
within teams

Work commencing with teams 
as of November 22 to include 
Allocate rostering and current 
working patterns.
Ongoing meetings with Heads 
of Midwifery within Wales for 
peer support and to share 
practice.

3.0 Clinical Excellence
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

4.1 Digital Maternity Cymru 
Implementation

Head of 
Midwifery/

Digital 
project lead

Ongoing Await 
confirmation of 
national roll out 

On going 
project review 
meetings with 
project 
manager and 
key 
stakeholders

Project board meeting – 
awaiting Job Description sign off 
and recruitment. Also awaiting 
Welsh Government final plan for 
national rollout

4.2 Data systems / quality and 
collection and Dashboard build
(Mat Neo Plan)

Leadership 
Team/ 

maternity 
Safety 

Champion

March 2023 Production of 
Maternity 

Dashboard

Performance 
of key 
performance 
indicators

Will King convening session. 
Maternity Champion appointed 
too.
Discovery programme and 
ongoing engagement with team 
to develop key performance 
indicators across Wales

4.3 Perinatal Institute Reporting 
Monitoring

SPB/ DAU 
team to be 

agreed

November 
2022

Accuracy of 
data reporting 

to Perinatal 
Institute and 

increased 
detection of 

Small for 
Gestational 
age babies

Ongoing 
monthly 
meetings to 
review data 
with Perinatal 
Institute

Meeting convened for 
November 2022 to present last 
quarter data report and 
improvements with pathway
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REF ACTION/ACTIVITY
(Describe the activity, who, what, where, 

when and why)

LEAD TARGET DATE B
R
A
G

OUTCOME HOW WILL 
OUTCOMES 

BE 
ACHIEVED? 

Comments

4.4 Migration from Standalone 
Database Gap and Grow to 
RLdatix systems

SPB/ Datix 
Team

End of 
December 

2022

Improved data 
collection and 

as a result 
greater 

accuracy in 
reporting for 

small for 
gestational age 

Pathway

Monthly data 
collection and 
review at 
leadership 
meetings

meetings held with Datix team 
to scope work. Discussions 
ongoing

4.4 Polices/SOP/ guideline review to 
enable priority documents to be 
revised/ updated and signed off 
and published.

Consultant 
Midwife

March 23 Policies and 
guidelines 

database will 
be up to date 

and will no 
longer be 

required to be 
on the risk 

register

Up to date 
database by 
reviewing 
monthly and 
having 
additional 
working 
group to 
manage 
oversight of 
database

23 needed – phased priority list 
for completion compiled. 
Monthly review meeting in 
place. Further policy team to be 
developed in January 23.
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Agenda item: 2.3

Patient Experience and Quality 
Committee 

Date of Meeting: 24 November 
2022

Subject : Update on the 2022-2023 Clinical Audit Programme

Approved and 
Presented by:

Kate Wright, Medical Director

Prepared by: Howard Cooper, Safety and Quality Improvement 
Manager

Other Committees 
and meetings 
considered at:
PURPOSE:

The purpose of this paper is to provide an update on the 2022-2023 clinical audit 
plan.

RECOMMENDATION(S): 

The Executive Committee is asked to note and approve the content.

Approval/Ratification/Decision1 Discussion Information

  

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING STRATEGIC 
OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 

1. Focus on Wellbeing 
2. Provide Early Help and Support 
3. Tackle the Big Four 
4. Enable Joined up Care 
5. Develop Workforce Futures 
6. Promote Innovative Environments 

Strategic 
Objectives:

7. Put Digital First 

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level
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8. Transforming in Partnership 

1. Staying Healthy 
2. Safe Care 
3. Effective Care 
4. Dignified Care 
5. Timely Care 
6. Individual Care 
7. Staff and Resources 

Health and 
Care 
Standards:

8. Governance, Leadership & Accountability 

EXECUTIVE SUMMARY:

This paper presents an update on the 2022-23 clinical audit programme for information 
and approval. 

BACKGROUND AND ASSESSMENT:

Organisational Changes to the Management of Clinical Audit

National Changes
Prior to the Covid pandemic, Welsh Government required a formal submission from 
the Health Board’s Medical Director in response to the findings of any audits from the 
National Programme.  Two submissions were required, one within 6 weeks of the 
audit report, and a second within six months to report on actions achieved.  This 
process however was suspended at the start of the pandemic.

In June 2022 a Ministerial Direction was issued that stated that the process would 
not be restarted.  The National Audit programme itself would continue to be issued, 
but any findings that identified actions required by the Health Board should now be 
monitored locally by an assurance committee such as the Patient Experience, Quality 
and Safety Committee. This is the process that will be adopted moving forward.

Local changes and arrangements
The Community Services Group is refreshing its approach to the management of 
clinical audit.  It is planned that a service-level quality meeting will be synchronised 
to the timetable of the Patient Experience and Quality Committee. This will allow for 
the efficient flow of audit reports.  This approach could be adopted across the 
Organisation and will be explored as part of our readiness for the Quality and 
Engagement Act.

For Therapies, clinical audit is an agenda item for each monthly Heads of Service 
Meeting.  

For the Mental Health Team learning from clinical audit is presented to the Mental 
Health learning group and Operational Managers group as agenda items. 
Recommendations are put into action through these groups. 
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Senior-level direction of the Clinical Audit programme
The Learning from Experience Group is now well established and considers themes 
and important topics from concerns and incidents. These will act as a focus for future 
clinical audits.  These topics will be reflected in service group action plans for 
improvement and will be brought to the attention of the senior operational managers 
and clinical teams in time for the inclusion of work into the 2023/24 Clinical Audit 
Programme.

Service groups will be asked to provide a summary of important clinical audit 
findings to each learning group. 

Progress on the 2022/23 Clinical Audit Programme
Despite the operational pressures facing the organisation, the 2022/23 clinical audit 
plan has proceeded on schedule.  The following audits have been completed with 
most being reported to their respective management groups.

NATIONAL AUDITS

National Audit of Care at the End of Life.
The palliative care team report that this audit is well underway with data from the 
case notes for 27 of the required 44 patients already having been reviewed and 
submitted to the audit.   The National Report is expected to be published in the New 
Year.

National Audit on the Completion of the Do Not Attempt Cardio-Pulmonary 
Resuscitation Form.
The Safety & Quality Improvement Manager reports the completion of this National 
(non-programme) audit.  Standards achieved were high with 100% of cases studied 
reporting there had been conversations with the patient and/or their relatives 
concerning the decision not to resuscitate.  In most cases the forms had been 
completed by a single doctor rather than two, the latter situation being a 
recommendation but not a requirement. This can be challenging given the 
organisation of medical cover for the community hospitals, but work will be 
undertaken to raise awareness and to improve practice. 

LOCAL AUDITS

The Women and Children’s service report that they have completed their audit of 
the Quality Standards for Paediatric Audiology and have conducted a re-audit of the 
2017 use of Melatonin audit.

Audit Focus
45 children receiving melatonin for sleep disorders were included in the audit.  Half 
of these children have a diagnosis of autism, over half have a diagnosis of more than 
one condition.  The audit found that seven of the children (15%) had no 
documentation recording whether the therapy was effective or not.  These were 
flagged for further review to decide whether treatment should continue. 

Most GP practices now have protocols in place for the care of these children to be 
shared with the Powys consultant.  
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The audit results were used in an expert opinion sent to the All Wales Medicines 
Strategy Group for their appraisal of Slenyto (a prolonged release melatonin 
medication).

The Surgery and Endoscopy service have completed a number of audits from the 
2022/23 program.  These include the Surgical record keeping audit, the consent to 
treatment audit, an infection control audit, an audit on the consideration of legal and 
ethical issues and on data protection and GDPR.

Audit Focus
The surgical services were reviewed using the Association for Perioperative 
Procedures (AfPP) audit pack.  The audit reported that the service was fully 
compliant with 102 of the measures audited.  17 other measures were identified 
where the service was significantly compliant but where some non-urgent 
improvement could be made.  Two measures were identified where immediate action 
is required.  The first was the over-crowding of the storage space used for supplies 
and consumables.  Action is currently underway to produce a more streamlined and 
controlled ordering system to utilise the existing space more efficiently.  The second 
identified issue was that some of the scrub nurses do not hold the recommended 
“Surgical First Assistant” qualification.  This will be addressed during this year’s staff 
training programme.

Other completed audits were based on the established standards for the “Five Steps 
to Safer Surgery”, the management of perioperative normothermia, and on the 
decontamination and use of surgical instruments.

The Adult Physiotherapy service reports the completion of their audit of osteo 
arthritis knee care based on NICE guidance.

The audit confirmed that the service is largely practicing within NICE guidelines but 
identified three areas for improvement.   The first was to achieve equitable access to 
patient education and self-management resources between patients who preferred 
digital platforms and those who preferred paper-based materials. The second was to 
improve the utilisation of both NHS provided and external organisation provided 
exercise classes.  The final improvement area was to develop a deeper consideration 
of the psychosocial factors that inform the presentation and self-management of 
osteo arthritis.

The Mental Health Service repeated their 2021 audit on the use of the Wales 
Applied Risk Research Network (WARRN) tool.  

WARRN is a structured assessment to assess the patient’s risk of harming 
themselves or others.  Whilst there were improvements in a number of areas, 
unfortunately the section which scored most poorly in 2021, the involvement of the 
patient in the assessment process, showed only a modest improvement.  However, 
this is just part of a large programme of work improving the training on WARRN as 
well as its application and recording. It will be included in the 2022/23 audit 
programme. 
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A complete list of the audits achieved this period is given in Appendix A

RECOMMENDATION:

That the Committee NOTES the progress made with the Clinical Audit Programme.
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Appendix A 

Draft Clinical Audit Plan 2022/23

Medical Directorate Audits
Medicines Management Team

Driver Audit Title Start Date Lead End Date
Tier 2 Service Improvement Audit of authorisation process for staff to use Patient 

Group Directions (Brought forward from 21/22).
Quarter 3 2022 Medicines 

Management Staff
Quarter 4 

2022
Tier 2 Service Improvement Record keeping and correct use of Patient Group 

Directions across the Health Board
(Brought forward from 21/22).

Quarter 3 2022 Medicines 
Management Staff

Quarter 4 
2022

Tier 2 – Identified risk Controlled Drugs Register Audit. (Brought forward from 
21/22).

Quarter 3 2022 Medicines 
Management Staff

Quarter 4 
2022

Safety and Quality Improvement

Driver Audit Title Start Date Lead End Date

Tier 1 - Other National Audits All Wales audit of completion of DNACPR forms Quarter 3 2022 Safety & Quality 
Improvement Manager

COMPLETED 
but not yet 
reported.
Quarter 4 

2022

Community Services Group Audits
Dentistry

Driver Audit Title Start Date Lead End Date
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Tier 2 - Service Improvement Retrospective audit of e-referral form completeness for 
Oral Surgery services in north Powys Oct during March 
2020 - June 2022

Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2 -Changes to Policy and 
Practice

Audit of staff acceptance of pre- and post-clinic briefings 
introduced in the Community Dental Service in Powys

Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2 - Service Improvement Audit of subjective image quality ratings of dental 
radiographs in the Community Dental Service 

Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2- Audit for accreditation 
scheme

WHTM01-05 (equipment decontamination) audit Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2 - Service Improvement Audit of E-referral form completeness for Oral Surgery 
services in north Powys

Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2 - Service Improvement Audit of Clinical Record Keeping Quarter 3 2022 Dental Staff Quarter 4 
2022

Tier 2 - Service Improvement Audit of IPC& Decontamination and Hand Hygiene Protocol Quarter 3 2022 Dental Staff Quarter 4 
2022

Primary Care

Driver Audit Title Start Date Lead End Date
Tier 2 Service Improvement Near Patient Testing of intrinsically high-risk drugs Quarter 3 2022 GP Surgery Staff Quarter 4 

2022
Tier 2 Service Improvement Audit of care provided to patients with diabetes Quarter 3 2022 GP Surgery Staff Quarter 4 

2022
Tier 2 Service Improvement Audit of the use of Novel Oral Anti-Coagulants Quarter 3 2022 GP Surgery Staff Quarter 4 

2022
Tier 1- National Audit 
Programme

National Diabetes Core Audit On Demand Data automatically 
extracted from Practice 
database by National 
Audit team.

On Demand

Therapies and Health Sciences
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Driver Audit Title Start Date Lead End Date
Tier 2-Service Improvement Notes Audit (re-audit of 2020 audit)

(Brought forward from 21/22).
Quarter 2 2022 Occupational Therapy 

staff
Quarter 4 

2022
Tier 2-Service Improvement Notes Audit (re-audit of 2020 audit)

(Brought forward from 21/22).
Quarter 2 2022 Physiotherapy staff Quarter 4 

2022
Tier 2-Service Improvement Notes Audit

(Brought forward from 21/22).
Quarter 2 2022 Speech and Language 

staff
Quarter 4 

2022

Tier 2 – Identified risk Waiting times/compliance with targets
(Brought forward from 21/22).

Quarter 2 2022 Audiology staff Quarter 4 
2022

Tier 2-Service Improvement Spasticity against National Standards
(Brought forward from 21/22).

Quarter 2 2022 Physiotherapy staff Quarter 4 
2022

Tier 2- Audit for accreditation 
scheme

Compliance with Standard operating procedures Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

Pregnancy Status Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

Correct use of radiographic markers Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

Non Medical Referrals (NMR) Audit of NMR compliance Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

Reject analysis Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

Radiographer commenting audit Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 2- Audit for accreditation 
scheme

QA plain film and NOUS / Midwife Sonography Quarter 1 2022 Head of Radiography Quarter 3 
2022
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Tier 2- Service Improvement QA reporting Audit Quarter 1 2022 Head of Radiography Quarter 3 
2022

Tier 1- National Audit 
Programme National Quality Standards Adult Audiology

Quarter 2 2022 Head of Audiology Quarter 4 
2022

Tier 2- Service Improvement Inappropriate Referrals audit TBC Head of Audiology TBC
Tier 2- Service Improvement Notes Audit Quarter 3 2022 Head of Adult Speech 

and Language Therapy
Quarter 4 

2022
Tier 2- Service Improvement Notes Audit Quarter 2 2022 Team Leader, Dietetics Quarter 3 

2022
Tier 2- Service Improvement Notes Audit Quarter 1 2022 Head of Occupational 

Therapy
Quarter 3 

2022

Tier 2- Service Improvement Notes Audit Quarter 2 2022 Head of Physiotherapy Quarter 3 
2022

Tier 2- Service Improvement Notes Audit Quarter 4 2022 Head of Podiatry Quarter 4 
2022

Tier 1- National Audit 
Programme

National Diabetes Foot Care Audit Quarter 1 2022 Head of Podiatry Quarter 4 
2022

Tier 1- National Audit 
Programme

National Stroke Audit (SNAPP) Quarter 1 2022 Consultant Therapist Quarter 4 
2022

Tier 2- Service Improvement Audit of CMATS Osteo arthritis Knee care based on NICE 
guidance

Quarter 1 2022 Head of Physiotherapy Quarter 2 
2022

Tier 1 - Other National Audits Parkinson’s Care TBC Nationally Head of Speech and 
Language Therapy

TBC 
Nationally

Tier 2- Service Improvement Spasticity care against National Standards Quarter 3 2022 Consultant Therapist Quarter 4 
2022

Tier 2- Service Improvement Taxonomy Audit Quarter 3 2022 Head of Podiatry Quarter 4 
2022

Tier 2- Service Improvement Paediatric Dietetic Service Quarter 3 2022 Head of Dietetics Quarter 4 
2022
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Tier 2- Service Improvement Diabetes Prevention - Primary Care Quarter 4 2022 Head of Dietetics Quarter 4 
2022

Unscheduled Care

Driver Audit Title Start Date Lead End Date
Tier 2-Service Improvement Missed Fractures Audit Quarterly Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement Mattress audit Quarterly Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement Hand Hygiene Audit Quarterly Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement Primary Care Attenders Bi Yearly 2021 Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement Paramedic/downgrade ambulance audit Bi yearly 2021 Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement PGD Audit Monthly  Senior Nurse 

Unscheduled Care
Quarter 4 

2022
Tier 2-Service Improvement Paeds under five audit – scrutiny of every attender under 

five 
Bi yearly 2021 Senior Nurse 

Unscheduled Care
Quarter 4 

2022

Nursing (Ward and Community)
Driver Audit Title Start Date Lead End Date
Tier 2-Service Improvement Fundamentals of care Monthly Senior Nurses Quarter 4 

2022
Tier 2-Service Improvement Pressure Damage Audit Quarter 4 2022 Senior Nurses Quarter 4 

2022
Tier 2-Service Improvement In-Patient Falls Audit Quarter 4 2022 Senior Nurses Quarter 4 

2022
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Tier 2-Service Improvement Hydration and Nutrition Audit Quarter 4 2022 Senior Nurses Quarter 4 
2022

Tier 2-Service Improvement Catheter Care Audit Quarter 4 2022 Senior Nurses Quarter 4 
2022

Tier 1- National Audit 
Programme

National Cardiac Rehabilitation Audit TBC Nationally Rehabilitation Nursing 
Staff

TBC 
Nationally

Tier 1- National Audit 
Programme

National Pulmonary Rehabilitation Audit TBC Nationally Rehabilitation Nursing 
Staff

TBC 
Nationally

Surgery and Endoscopy

Driver Audit Title Start Date Lead End Date
Tier 2-Service Improvement Five Steps to Safer Surgery Quarter 1 2022 Surgery and Endoscopy 

Team
COMPLETED

Quarter 2 
2022

Tier 2-Service Improvement Managing Perioperative Normothermia Quarter 1 2022 Surgery and Endoscopy 
Team

COMPLETED
Quarter 2 

2022
Tier 2-Service Improvement Decontamination Quarter 1 2022 Surgery and Endoscopy 

Team
COMPLETED

Quarter 2 
2022

Tier 2-Service Improvement Specimen Management Quarter 1 2022 Surgery and Endoscopy 
Team

COMPLETED
Quarter 2 

2022
Tier 2-Service Improvement Tourniquets Quarter 1 2022 Surgery and Endoscopy 

Team
COMPLETED

Quarter 2 
2022

Tier 2-Service Improvement Use and Handling of Surgical Instruments Quarter 1 2022 Surgery and Endoscopy 
Team

COMPLETED
Quarter 2 

2022
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Tier 2-Service Improvement Preoperative care for Patients with Dementia Quarter 2 2022 Surgery and Endoscopy 
Team

COMPLETED
Quarter 3 

2022
Tier 2-Service Improvement Anaesthesia Quarter 2 2022 Surgery and Endoscopy 

Team
COMPLETED

Quarter 3 
2022

Tier 2-Service Improvement Surgical record keeping audit & consent Quarter 2 2022 Surgery and Endoscopy 
Team

COMPLETED
Quarter 3 

2022
Tier 2-Service Improvement Post anaesthetic Care Quarter 2 2022 Surgery and Endoscopy 

Team
Quarter 3 

2022
Tier 2-Service Improvement Surgical Patient Satisfaction audit Quarter 2 2022 Surgery and Endoscopy 

Team
Quarter 3 

2022
Tier 2-Service Improvement Electrosurgery Quarter 2 2022 Surgery and Endoscopy 

Team
Quarter 3 

2022
Tier 2-Service Improvement Fluid Management Quarter 3 2022 Surgery and Endoscopy 

Team
Quarter 4 

2022
Tier 2-Service Improvement Foreign body aspiration during intubation, advanced 

airway management or ventilation
Quarter 3 2022 Surgery and Endoscopy 

Team
Quarter 4 

2022
Tier 2-Service Improvement Pre assessment and Specific Day Case Requirements Quarter 3 2022 Surgery and Endoscopy 

Team
Quarter 4 

2022
Tier 2-Service Improvement Audit of prosthesis verification data Quarter 3 2022 Surgery and Endoscopy 

Team
Quarter 4 

2022
Tier 2-Service Improvement Intraoperative Care Quarter 4 2022 Surgery and Endoscopy 

Team
Quarter 1 

2023
Tier 2-Service Improvement Accountable Items, Swab, Instrument and Sharps Count Quarter 4 2022 Surgery and Endoscopy 

Team
Quarter 1 

2023

Women’s and Children’s Service
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Maternity Services
Driver Audit Title Start Date Lead End Date
Tier 1 - National Audit 
Programme

National Maternity and Perinatal Audit April 2022 Head of Midwifery & 
Sexual Health Services 
& W&C Governance 
Lead

Quarter 2 
2022

Tier 2-Service Improvement Audit of Compliance with Pool Evacuation Policy April 2022
Clinical Supervisor of 
Midwives

UNDERWAY
Quarter 2 

2022
Tier 1 - UNICEF BFI BFI Infant feeding audits TBC Infant Feeding 

Coordinator
TBC

Tier 1 - Other National Audits SGA Audit Compliance with GAP/GROW fetal surveillance 
programme at detecting SGA babies
(Brought forward from 21/22).

April 2022 Head of Midwifery & 
Sexual Health Services

Quarter3 
2022

Tier 2-Service Improvement WAST Transfer Audit - Implementation of new transfer flow 
chart. 
(Brought forward from 21/22).

Quarter3 2022 Shelly Higgins 
Consultant Midwife / 
Kate Evans  

Quarter3 
2022

Tier 2-Service Improvement Clinical Supervision Policy 
(Brought forward from 21/22).

Autumn 
2022

TBC Quarter3 
2022

Tier 2-Service Improvement Infection Control Audits (Environmental, Hand Hygiene)
(Brought forward from 21/22).

Quarter3 2022 W&C Risk and 
Governance Lead

Quarter3 
2022

Tier 2-Service Improvement Annual Record Keeping Audit of Clinical Records April 2022 All service leads Quarter3 
2022

Tier 2-Service Improvement Audit of Access to DAU Service And Care Against DAU 
Guideline 

April 2022 Assistant Head of 
Midwifery & Sexual 
Health Services

Quarter3 
2022

Tier 2-Service Improvement Midwifery Sonography Audit to validate findings of local 
scans

Quarter3 2022 Consultant Midwife Quarter 4 
2022
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Tier 2-Service Improvement Antenatal and intrapartum transfer audits Quarter3 2022 Consultant Midwife Quarter 4 
2022

Community Paediatrics
Tier 3- Audit suggested by FOI 
request

Recording of Antenatal Alcohol Exposure on Adoption 
Medical Reports. 
(Brought forward from 21/22).

TBC Consultant Community 
Paediatrician

TBC

Tier 2 -Changes to Policy and 
Practice

Melatonin Use Re-Audit 
(Brought forward from 21/22).

Quarter 1 2022 Consultant Community 
Paediatricians

COMPLETED
Quarter 1 

2022
Tier 1 - National Audit 
Programme

National Audit of Seizures and Epilepsies in Children and 
Young People (Epilepsy 12)

TBC Consultant Community 
Paediatricians

Quarter 3 
2022

Tier 1 - Child Protection Quality 
Standards (UK) Child Protection Medicals in Powys

(Trends over last 3 years)  
(Brought forward from 21/22).

Quarter 1 2022 Consultant Community 
Paediatricians

DELAYED due 
to consultant 
staff sickness 

Quarter 1 
2022

Children’s Therapies
Tier 1 - National Audit 
Programme

Audit of Quality Standards for Paediatric Audiology Quarter 2 2022 Professional/Medical 
Lead for Paediatric 
Audiology

COMPLETED
Quarter 2 

2022
Tier 2 -Changes to Policy and 
Practice

Using TOMS to measure virtual therapy practices
(Brought forward from 21/22).

Quarter 3 2022 Head of Children’s 
Speech and Language 
Therapy/Team Leader 
North

Quarter 3 
2022

Tier 2-Service Improvement NICE Guidance – Neurodevelopment Service 
(Brought forward from 21/22).

Quarter 3 2022 ND service Quarter 3 
2022
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Children’s Nursing/Health Visiting
Tier 1 - Other National Audits Health Care Standards Audit

(Brought forward from 21/22).
April 2022 Health Visiting Quarter 3 

2022

Tier 1 - Other National Audits SN Framework and Special School Nursing Framework
(Brought forward from 21/22).

April 2022 School Nursing Quarter 3 
2022

Mental Health and Learning Disabilities

Driver Audit Title Start Date Lead End Date
Tier 2 – Identified risk Audit of assessments conducted using the Wales Applied 

Risk Research Network (WARRN) tool
Quarter 1 2022 Mental Health Staff COMPLETED

Quarter 2 
2022

Tier 2-Service Improvement
Audit of Admission Documentation 

Quarter 3 2022 Mental Health Staff Quarter 4 
2022

Tier 2-Service Improvement Audit of Care and Treatment Plan Documentation Quarter 3 2022 Mental Health Staff Quarter 4 
2022

Corporate Nursing Team
Safeguarding

Driver Audit Title Start Date Lead End Date
Tier 2-Service Improvement Safeguarding Maturity Matrix

September 2022
Assistant Director 
Safeguarding

Quarter 4 
2022

Tier 2-Service Improvement
Audit of child exploitation safeguarding procedures 

Quarter 4 2022 Assistant Director 
Safeguarding

Quarter 4 
2022
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Tier 2-Service Improvement
Audit in the Recording of Safeguarding Advice

Quarter 4 2022 Assistant Director 
Safeguarding

Quarter 4 
2022

Audit Driver Key:

Driver
Welsh Government National Audit Programme
Other National Audits
Audits performed for accreditation schemes
Local Audits for service improvement
Local Audits following change to policy or procedure
Local Audits in response to a Serious Incident/Identified Risk
Service Evaluation
Other

Progress Key:

Progress
Complete
On Track
Indicates audit Rolled Forward from 2021/22 Programme
Not undertaken due to lack of capacity
Cancelled as being no longer required
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Appendix B 

Welsh National Clinical Audit and Outcome review Programme 2022/23

Audit Title Powys Participation in 2022/23 Reason for non-participation
Trauma and Orthopaedics 
National Joint Registry No Powys does not offer orthopaedic joint 

replacement  surgery.
National Emergency Laparotomy Audit No Powys does not offer Emergency laparotomy 

procedures.
Case Mix Programme Audit No Powys does not offer intensive care facilities.
Major Trauma Audit Trauma Audit and 
Research Network.  (TARN)

No, but sends data to other Health 
Boards &s Trusts to support their audit 

submission.

Powys does not offer emergency room 
facilities.

Long Term Conditions
National Diabetes Foot Care Audit Yes -
National Diabetes Inpatient Safety Audit No The national audit currently excludes 

community hospitals from participation as 
the focus is on people with diabetes who are 
being treated for other conditions in acute 
care to ensure that their diabetes isn’t 
neglected or compromised by other therapy.

National Pregnancy in Diabetes Audit No Powys does not offer care for pregnant 
people who have diabetes.  

National Diabetes Core Audit Yes -
National Paediatric Diabetes Audit 
(NPDA) 

No Care for children with diabetes is provided by 
out of county providers.

COPD Secondary Care No The audit studies emergency admissions for 
exacerbation of COPD and focusses on the 
provision of CPAP and other non-invasive 
ventilation methods and on the provision of 
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specialist respiratory physician care.  Most 
community hospitals are therefore excluded 
from this audit. 

Adult Asthma No The audit studies emergency admissions for 
asthma attacks and focusses on the rapid 
provision of steroid therapies and on the 
provision of specialist respiratory physician 
care.  Most community hospitals are 
therefore excluded from this audit.

Paediatric Asthma Secondary Care No Care for children with asthma is provided by 
out of county providers.

Pulmonary Rehabilitation Yes -
Renal Registry Audit No Care for people needing dialysis is provided 

by out of county providers.
National Early Inflammatory Arthritis 
Audit 

No Care for people needing treatment is 
provided by out of county providers.

All Wales Audiology Audit Yes -

Older People
Sentinel Stroke National Audit (SSNAP) Yes (Partial) Powys does not provide acute phase stroke 

care but does participate in the rehabilitation 
part of the audit.

National Audit of Inpatient Falls 
National Hip Fracture Database 

No Powys does not undertake hip fracture 
surgery or have 24/7 plastering facilities 
which are requirements of the audit. 

Fracture Liaison Service Database No Powys does not have a Fracture Liaison 
Service.

National Audit of Dementia No Participation in the audit is by invitation only 
and currently excludes most community 
hospitals.  The audit questions are publicly 
published however and could be used locally.  
The audit focuses on the assessment of pain 
and of delirium for patients with dementia. 



Clinical Audit Update Page 19 of 20 Patient Experience, Quality and Safety 
Committee 

24 November 2022
Agenda Item 2.3

Care at the End of Life
National Audit of Care at the End of Life 
(NACEL) 

Yes -

Cardiac Audits
National Heart Failure Audit No Powys does not provide in-patient cardiac 

care.
National Audit of Cardiac Rhythm 
Management 

No Powys does not surgically implant 
pacemakers or defibrillators.

National Adult Cardiac Surgery Audit No Powys does not undertake adult cardiac 
surgery.

National Audit of Percutaneous Coronary 
Interventions 

No Powys does not undertake stenting 
procedures.

National Congenital Heart Disease Audit 
No Powys does not undertake paediatric cardiac 

surgery.

Myocardial Ischaemia National Audit 
Project 

No Powys does not provide immediate care for 
heart attack sufferers.

National Audit of Cardiac Rehabilitation Yes -
National Vascular Registry Audit No Powys does not undertake vascular surgery.

Cancer Audits
National Lung Cancer Audit No Powys does not undertake surgery, 

chemotherapy or radiotherapy for cancer.
National Prostate Cancer Audit No Powys does not undertake surgery, 

chemotherapy or radiotherapy for cancer.
National Bowel Cancer Audit No Powys does not undertake surgery, 

chemotherapy or radiotherapy for cancer.
National Oesophago-gastic Cancer Audit No Powys does not undertake surgery, 

chemotherapy or radiotherapy for cancer.
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National Audit of Breast Cancer in Older 
People (NABCOP) 

No Powys does not undertake surgery, 
chemotherapy or radiotherapy for cancer.

Women and Childrens Health
Paediatric Intensive Care Audit 
(PICaNet) 

No Powys does not provide paediatric intensive 
care.

National Neonatal Audit Programme 
Audit 

No Powys does not provide neonatal intensive 
care.

National Maternity and Perinatal Audit Yes -
National Perinatal Mortality Review Tool Yes -

Other Conditions
National Clinical Audit of Seizures and 
Epilepsies for Children and Young People 

Yes (Partial) Powys participates in the parts of the audit 
for which there are local services.

National Clinical Audit of Psychosis Yes Powys has not taken part in previous audits 
but will do so for future rounds.
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Agenda item: 2.4

Patient Experience, Quality and 
Safety Committee

Date of Meeting: 
24 November 2022

Subject: Infection Prevention and Control Update

Approved and 
Presented by:

Claire Roche – Director of Nursing and   
                         Midwifery

Prepared by: Marie Davies – Deputy Director of Nursing
Jason Crowl – Interim Deputy Director of            
Nursing   

Other Committees 
and meetings 
considered at:

Infection, Prevention and Control Group 
6th September 2022
Executive Committee 5th October 2022

PURPOSE:

This paper provides an update of the work undertaken in Infection, Prevention 
and Control in the last year.

Specifically, this paper presents the Powys Teaching Health Board Annual 
Report for Infection, Prevention and Control, Quarter 1 report for 2022-23 and 
the IPC Work Programme for 2022-23.

RECOMMENDATION(S): 

The Patient Experience, Quality and Safety Committee is asked to:
NOTE and APPROVE the Infection, Prevention and Control Annual Report for 
2021-22, and IPC Quarter 1 (April – June 2022) 
Approval/Ratification/Decision1 Discussion Information



1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level
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NHS organisations in Wales have made significant improvements in reducing 
HCAIs in recent years, including Meticillin resistant Staphylococcus aureus 
(MRSA) bloodstream infections and infections caused by Clostridium difficile; 
however, as the Code of Practice for the Prevention and Control of 
Healthcare Associated Infections 2014 states “more can and must be done 
to protect service users and achieve world class standards of service user 
safety”. 

Effective infection prevention and control needs to be everybody’s business and 
must be integral to everyday healthcare practice, and based on the best 
available evidence.

The Code of Practice sets out the minimum necessary infection prevention and 
control (IP&C) arrangements for NHS healthcare providers in Wales. The nine 
elements are set out as standards for achievement, and are expected to be met 
in full across the range of healthcare services that they provide. 

Compliance with these standards should be evident to service users, visitors, 
staff and to the Welsh Government including Healthcare Inspectorate Wales.

These standards are also reflected in the Health and Care Standards Section 2.4 
Infection, Prevention and Control (IPC) and Decontamination.

2. Infection, Prevention and Control Annual Report

The annual report, outlining the activities and arrangements for IPC in Powys 
Teaching Health Board in 2021 -22 is shown at Appendix 1. 

This annual report provides an overview of the governance arrangements for 
Infection, Prevention and Control activities; analysis of the surveillance data, 
quality assurance through audit and oversight of structures supporting IPC 
activities, education and training, and policies developed to support and direct 
patient care. This data has been collected and produced by the Infection 
Prevention & Control Team (IPC) for the time period from April 2021 – March 
2022 with assistance from the chairs of the task groups supporting this 
programme of work (Figure 1).  

Figure 1: Chairs of the IPC Task Groups
Sub Group Chair

Antimicrobial Stewardship Group 
(AMR)

Chief Pharmacist
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Statement

Please provide supporting narrative for 
any risks identified that may occur if a 

decision is taken

Appendices:
1: IP&C Annual Report 2021-22

2: Quarter 1 Report (April to June 2022)

3: IP&C Work Programme for 2022-23
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Agenda item: 

Patient Experience, Quality and Safety 
Committee

24th November 2022

Subject: Infection Control Quarter 1 Report: 1st April to 30th June 
2022

Approved and 
presented by:

Claire Roche, Executive Director of Nursing and Midwifery

Prepared by: Jason Crowl, Interim Deputy Director of Nursing
Alex Smith IPC Specialist Practitioner
Marie Davies, Deputy Director of Nursing

Other Committees and 
meetings considered 
at:

N/A

PURPOSE:

This paper provides the Group with the oversight and assurance on activity regarding 
IPC compliance standards during Quarter 1 of 2022/23

RECOMMENDATION(S): 

The PEQS Committee is asked to:
• Discuss this update. 
• Note the introduction of an Operational IPC Group

Approval/Ratification/Decision1 Discussion Information

�  �

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING STRATEGIC 
OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 

1. Focus on Wellbeing /Strategic 
Objectives: 2. Provide Early Help and Support /

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level
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3. Tackle the Big Four /
4. Enable Joined up Care /
5. Develop Workforce Futures /
6. Promote Innovative Environments /
7. Put Digital First /
8. Transforming in Partnership /

1. Staying Healthy /
2. Safe Care /
3. Effective Care /
4. Dignified Care /
5. Timely Care /
6. Individual Care /
7. Staff and Resources /

Health and Care 
Standards:

8. Governance, Leadership & Accountability /

EXECUTIVE SUMMARY:

• During Q1 there was 6 outbreaks of COVID 19 in Powys Teaching Health Board inpatient 
wards.

• There has been <5 C. Difficile and E.Coli recorded cases in Powys in this quarter

• There has been considerable work undertaken by the team, wards, and departments to 
maintain standards and reduce nosocomial infections.

• There is renewal work required as part of the recovery to business-as-usual arrangements.

DETAILED BACKGROUND AND ASSESSMENT:

Introduction:

This paper provides information to the Powys Teaching Health Board Infection Prevention & Control 
Group on the activities performed by the Infection, Prevention and Control (IPC) Team during Quarter 
1 of financial year 2022/23. 
It covers Healthcare Associated Infections (HCAI), including COVID-19 infection, with data around 
cases and outbreaks, and infection prevention and control activities undertaken to control its spread. 
Data used in this report has been taken from PHW (Public Health Wales) data https://phw-
tableau.cymru.nhs.uk/views/WalesHBAHHCAIMonthlyUpdate2022-23-
NHS/WalesHCAIMonthlyUpdate?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link

Workforce

The team has undergone a number of changes and challenges during this quarter. During this period, 
the team structure has temporarily changed due to staff moving onto other roles. Recruitment to a 
number of posts has been challenging resulting in a review of staffing which will be finalised in Q2. 

https://phw-tableau.cymru.nhs.uk/views/WalesHBAHHCAIMonthlyUpdate2022-23-NHS/WalesHCAIMonthlyUpdate?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link
https://phw-tableau.cymru.nhs.uk/views/WalesHBAHHCAIMonthlyUpdate2022-23-NHS/WalesHCAIMonthlyUpdate?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link
https://phw-tableau.cymru.nhs.uk/views/WalesHBAHHCAIMonthlyUpdate2022-23-NHS/WalesHCAIMonthlyUpdate?:showAppBanner=false&:display_count=n&:showVizHome=n&:origin=viz_share_link
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Data management issues

PTHB has had an ongoing issue with patient data management, and this continues into Quarter 1 2022. 
Shrewsbury & Telford Hospital NHS Trust (SATH) does not have a patient data management system 
that links into PTHB. This means that it is difficult to say with confidence that the data being retrieved 
from different patient management systems used in PTHB is correct. This remains an issue to be 
resolved on the IPC work plan.

Healthcare associated infections (HCAI): statistics and performance 

Welsh Health Circular (WHC) 2021(028) published on 27th September 2021 sets out the AMR and 
HCAI improvement goals for 2021 – 22. These goals are in line with the UK AMR Strategy and the 
UK 5-year action plan 2019-24, both of which aim to combat antimicrobial resistance through 
lowering the burden of infections, improving treatments, and optimising our use of antimicrobial in 
humans. 
Similar to previous years, the improvement goals focus on 2 categories:

1. Optimising the use of antimicrobials, and 
2. Lowering the burden of infection

For PTHB this is a 10% reduction on 2019-20 figures, however annual numbers are very small therefore 
it may not be possible to sustain a continuous reduction. The aim of the infection prevention and control 
team is to investigate the cases as they arise to identify any lessons to be learnt to improve outcomes 
and reduce incidences. 

C. difficile Infection
The geography of Powys means that the majority of local services are provided locally, through general 
practitioners and other primary care services, community hospitals and community services, however 
Powys residents receive specialist hospital services in hospitals outside of the county in both England 
and Wales.

Cases of C. difficile in PTHB have increased to date this year, this reflects the National increasing trend 
of cases. Individual hospital cases are investigated, and lessons learnt shared to improve care and 
patient outcomes. 

The health board has recently established a panel to review all CDI cases.  This is a multidisciplinary 
panel (IPC, Medicines Management, nursing, microbiology) that establishes any potential contributing 
factors associated with each CDI case (e.g. comorbidities, prescribing, infection control issues).  A 
screening panel has been introduced to ensure that all of the required information is available to the 
panel when it meets.  The intention is to identify any potential causal factors and share learning that 
may reduce the risk of future CDI cases.

Staphylococcus aureus (MSSA & MRSA) blood stream infections
There have been no cases of MSSA BSIs since August 2020. It has been 9 years since the last case 
of MRSA bacteraemia, which is an achievement to celebrate.

Gram-negative blood stream infections 
All GNBSIs allocated to PTHB are hospital-acquired. This can be explained by the fact that most BSIs 
acquired in the community require admission at an Acute Hospital and therefore will not be admitted to 
PTHB.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/773065/uk-20-year-vision-for-antimicrobial-resistance.pdf
https://www.gov.uk/government/publications/uk-5-year-action-plan-for-antimicrobial-resistance-2019-to-2024
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PTHB are currently on target to have an annual reduction in gram negative bacteraemia. 

COVID-19 
The emergence of a sub variant of SARS-CoV2 in during Q1 has had a major impact on the service, 
as increased numbers of staff were reported absent due to either being positive or having close contact 
with a positive case. Guidance from the Welsh Government kept changing rapidly especially affecting 
staff dealing with immunocompromised or extremely clinically vulnerable patient population. 

The IPCT kept staff informed of the many changes in national and local guidance though training and 
Powys announcements. Guidance on PTHB website was updated accordingly.

Nationally, a weekly nosocomial report is being produced by the Healthcare Associated Infection, 
Antimicrobial Resistance and Prescribing Programme (HARP) team of Public Health Wales, using data 
from ICNet*. This information is analysed by the Nosocomial Group to identify and prioritise cases for 
investigation based upon the national surveillance definitions.

*ICNet data is not directly available for Shrewsbury and Telford NHS Trust, as the administration system linking with the 
Powys system is not scheduled for upgrade until July 2023. This has been raised at a system wide quality meeting for 
Shrewsbury, Telford and Wrekin area. This is a known risk, and mitigations in place to share data affecting Powys patients 
via email until this can be achieved.

Nationally agreed surveillance definitions:
• Community onset:  specimens taken on day of admission or day after (days 1 and 2)
• Hospital onset, indeterminate healthcare associated: specimens taken on days 3 to 7 of 

admission 
• Hospital onset, probable healthcare associated: specimens taken on days 8 to 14 of 

admission
• Hospital onset, actual healthcare associated: specimens taken >14 days after admission.
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Nosocomial COVID-19 infections can be identified from a number of sources. The main sources 
include:

• A patient safety incident reported in Datix
• Findings from mortality reviews (stage 1 or stage 2)
• Suspected or confirmed outbreaks or Period of Increased Incidence (PII’s)
• Surveillance data from ICNet

Building on existing reporting systems, it was agreed that a standardised national approach to the 
reporting and investigation of possible hospital and work acquired COVID-19 infections would help 
determine if additional infection prevention and control measures are required, aiming to reduce the 
risk of further transmission between staff, patients, and visitors. Toolkits for both staff and patients have 
been developed on an All-Wales basis and Powys have adopted these with some minor additions to 
capture some additional information on the staff toolkit. There is a process in place within the Health 
Board to investigate cases. Data quality has been an issue and the number of cases remains under 
close scrutiny.

There have been 3 marked periods of increased incidence in inpatient areas which were deemed an 
outbreak by the Incident Management Team.  Graham Davies Ward, Felindre ward and Adelina Patti 
Ward - outbreaks occurred during a period where community transmission was increasing. 

There were no other communicable diseases reported in this quarter.

Incidents and Adverse Events.
All adverse incidents are reported through the National Incident Reporting System. 

Audit Results
Hand Hygiene Audits 
Currently, hand hygiene audits are carried out by an observer discreetly watching their colleagues to 
assess them against the WHO’s ‘5 Moments of Hand Hygiene’: 

1. Before touching a patient.
2. Before clean/aseptic procedure
3. After body fluid exposure risk
4. After touching a patient.
5. After touching patient’s surroundings.
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Data is available for the general inpatient wards and day surgery for Quarter 1, with most areas 
achieving 100%, the lowest was 67%. 
A new hand hygiene tool & audit process has been launched this quarter, utilising the IPC link 
workers with on-going validation audits by the IPC team scheduled as an on-going activity. The 
purpose of the new tool is to provide focus on the ‘5 Moments’ and the appropriate technique and to 
better capture accurate audit data.

Environmental Cleanliness Audits
The IPC Team have continued to carry out joint audits with the Service Improvement Manager to 
support the Cleanliness Audit. These are reported separately to IPC Group. 

Site Visits
Several IPC visits have been undertaken in the last 3 months. The IPC team spent time in Brecon 
hospital, Ystradgynlais Community Hospital and the Bronllys site. 

Dental Department
The IPC team visited the Dental practice in Newtown and Builth. The standard of PPE wearing was 
particularly good. The main issue they are experiencing is due to the Sodium Hypochlorite in the 
cleaning processes, there was deterioration in some of the stainless-steel cupboard and drawer 
handles. The IPC team continues to look at the best way to manage this and anticipates a resolution 
soon.

Care Home Visits
The IPC team remain available for advice and guidance to Care Homes on an individual basis. A drop-in 
session via Teams is diarised fortnightly, for queries and questions.

Events
The IPC team participated in an event in May hosted by the Senior Manager for Unscheduled Care, 
attended by ward managers and senior sisters. The aim of the IPC presentation was to deliver 
information about current guidelines around admissions/discharges and management of patients with 
respiratory infections as well as a Q&A session.

First IPC Operational Group meeting took place in July 2022, and will be reported in Quarter 2. 

This quarter saw the end of COVID-19 – specific policies and the return of standard IPC measures as 
documented in the National Infection Prevention and Control Manual. 

Education & Training Activities
IPC Mandatory Training – levels 1 & 2
There has been a slight increase in training compliance in Q1, particularly in the medical and nursing 
and midwifery categories which provides assurance.
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Level 1 IPC Training compliance

IPC Level 1 Q1
Staff Group Assignment 

Count
Required Achieved Compliance 

%
Add Prof Scientific and Technic 2 2 1 50.00%

Administrative and Clerical 701 701 611 87.16%

Allied Health Professionals 13 13 10 76.92%

Estates and Ancillary 244 244 221 90.57%

Medical and Dental 1 1 0 0.00%

Nursing and Midwifery Registered 1 1 1 100.00%

Grand Total 962 962 844 87.73%

IPC Level 2 Q1
Staff Group Assignment 

Count
Required Achieved Compliance 

%
Add Prof Scientific and Technic 89 89 70 78.65%

Additional Clinical Services 507 507 411 81.07%

Administrative and Clerical 13 13 10 76.92%

Allied Health Professionals 149 149 120 80.54%

Healthcare Scientists 4 4 4 100.00%

Medical and Dental 44 44 25 56.82%

Nursing and Midwifery Registered 697 697 579 83.07%

Grand Total 1503 1503 1219 81.10%

Work is continuing with staff groups to promote the importance of completion through regular 
communication via internal Powys Announcements and Link Worker meetings.

IPC & PPE Updates 
Training has remained largely virtual during Q1. Regular updates have also been communicated 
through Powys Announcements. The updated training for COVID-19 related PPE and infection 
control measures was brought in after the start of the pandemic and training over 1000 staff has been 
an amazing achievement. Since legal requirements for COVID-19 specific PPE were lifted, the PPE 
training has been stood down. Guidance for departments relating to COVID-19 is now actioned on a 
case-by-case basis.

IPC Link Worker Meetings
Monthly IPC Link Worker Meetings have continued through Q1, allowing staff to mention concerns and 
for the IPC Team to feedback useful information and findings from audits, visits etc. 

ANTT 
On the 5th of May 2022, 11 PTHB staff attended a PHW organised ANTT assessors training day at 
Llandrindod Media Resource Centre, with the anticipation of rejuvenating the ANTT programme 
across PTHB.
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The following Impact Assessment must be completed for all reports 
requesting Approval, Ratification or Decision, in-line with the Health Board’s 
Equality Impact Assessment Policy (HR075): 

IMPACT ASSESSMENT 

Equality Act 2010, Protected Characteristics:
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Pregnancy and 
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Race x
Religion/ Belief x
Sex x

Statement

Please provide supporting narrative for 
any adverse, differential, or positive 

impact that may arise from a decision 
being taken

Since then, meetings have been held to support the new assessors and push the programme forward. 
It is the ambition of the programme to achieve Bronze accreditation for the health board by the end of 
the year.

Nosocomial Group
To be reported to the IPC &AMR Group, in the Nosocomial Group Report.

Decontamination Group
To be reported to the IPC &AMR Group by exception, in the Decontamination Group Report.

Legionella/Water
To be reported to the IPC & AMR Group by exception, in the Estates report.

Priorities for Q2
• Implement a revised team structure for the IPC Team
• Introducing and embedding an audit framework to cover a variety of KPI’s as well as 

environmental audits
• Continuing to progress the IPC work plan 
• Working to raise the profile of the IPCT
• Developing Quality improvement methodologies to assist PTHB to maintain low HCAI rates
• Plan to refresh and strengthen the link nurse programme
• Working to return to business as usual while still responding to the demands of the pandemic
• Continuing ANTT work to increase uptake and reduce infection rates
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Sexual 
Orientation

x
x

Marriage and 
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Language x
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Statement
Effective infection prevention and control 
needs to be everybody’s business and must 
be part of everyday healthcare practice and 
based on the best available evidence so that 
people are protected from preventable 
healthcare associated infections.
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Agenda Item: 3.1

Patient Experience, Quality and Safety 
Committee

Date of Meeting:  
24 November 2022 

 

Subject: Safeguarding Update: 2021-22 Annual Report

Approved and 
presented by:

Claire Roche - Executive Director of Nursing and 
Midwifery

Prepared by Jayne Wheeler Sexton - Assistant Director for 
Safeguarding and Public Protection 

Other Committees 
and meetings 
considered at:

The Annual Safeguarding Report has been received at the 
Safeguarding Strategic Group and will be presented to 
the Patient Experience, Quality and Safety Committee on 
the 24 November 2022.

PURPOSE:

The purpose of this paper is to: 

To present the 2021-2022 Safeguarding Annual Report to the Patient Experience, 
Quality and Safety Committee.

RECOMMENDATION: 

Patient Experience, Quality and Safety Committee are asked to:
• Note the contents of this paper 

Approval/Ratification/Decision1 Discussion Information
x

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level – N/A
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1. Introduction

1.1 NHS Wales has an essential role in ensuring that all adults and children 
receive the care, support and services they need to promote a healthy, safer 
and fairer Wales, however measuring the effectiveness of health services and 
their contribution to safeguarding adults and children is difficult and complex.
Powys Teaching Health Board is committed to ensuring safeguarding is part 
of its core business. The Health Board recognises that safeguarding children 
and adults at risk is a shared responsibility that requires all our employees to 
have the competencies to safeguard people and be able to develop strong 
effective joint working relationships with our partner agencies and colleagues. 
Our vision is that Powys residents live their lives free from violence, abuse, 
neglect and exploitation. The Health Board will promote the United Nations 
Convention on the Rights of the Child, Human Rights and the United Nations 
principles for Older Persons in all its work.

1.2 The Annual Report outlines, with some examples, how the safeguarding 
service is performing and innovating to deliver an accessible, research led 
service. It provides an update on safeguarding priorities during 2021-2022 
and identifies safeguarding key developments coming during 2022-
2023.  The Safeguarding Service acknowledges the need to build on what has 
already been achieved to ensure PTHB and all contracted services, fully meet 
their statutory responsibilities for preventing harm, and act in a timely way 
on concerns raised about the welfare of people who reside, work or visit 
Powys.

1.3 This Safeguarding Annual Report is aligned to the Standards of the 
Safeguarding Maturity Matrix (SMM); a self-assessment tool which addresses 
the interdependent strands regarding safeguarding; service quality 
improvement, compliance against agreed standards and learning from 
incidents and reviews. 

1.4 A SMM self-assessment tool and improvement plan is completed by Powys 
Teaching Health Board annually, and submitted to the National Safeguarding 
Team, which inform a national report through the NHS Wales Safeguarding 
Network, to the Chief Nursing Officer in Welsh Government. The aim of 
capturing and collating a national SMM is to provide assurance, share practice 
and drives improvements towards a ‘Once for Wales’ consistent approach to 
safeguarding across Wales.
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1.5 The SMM Standards are Governance and Rights Based Approach, Safe 
Care, ACE’s Informed, Leaning Culture and Multiagency Partnership Working. 
PTHB SMM 2021-22 Improvement Plan was developed and monitored via the 
Safeguarding Strategic Group. 

2. Governance and Rights Based Approach

2.1 PTHB has in place clear lines of communication, responsibility and 
accountability. The Safeguarding Strategic Group meet quarterly. Key issues 
in relation to Safeguarding and Public Protection activity across PTHB are 
presented using a Data Set which assists in identifying good practice, themes, 
issues, risks and providing assurance to support PTHB to demonstrate how it 
is meeting its statutory responsibilities for safeguarding and public protection. 
The Safeguarding Strategic Group provides a link between PTHB, the Regional 
Safeguarding Board, the Violence Against Women, Domestic Abuse and 
Sexual Violence Strategic Group and The NHS Wales National Safeguarding 
Network.

2.2 NHS Wales Shared Services Partnership Audit and Assurance Service 
undertook one Internal Audit: Midwifery Safeguarding Supervision. The audit 
provided overall reasonable assurance to the Health Board, an action plan 
was developed and implemented.

Governance and Rights Base 
Approach: We Said

We Achieved We need to progress

Children Rights/Children’s Pledge 
must be embedded throughout the 
Health Board

LAC Nurses share The Childrens 
Pledge with children who are looked 
after and their carers at their first 
contact

Expand this model across all 
services
Progress the development of 
enabling feedback from Children 
Looked After & their carers

All Safeguarding documents to be 
moved to Teams, utilise Office 365 to 
create Forms for Training feedback 
and analysis. Design new booking 
system for supervision. Link systems 
to enable efficient and accurate data 
collection

New Data set developed and 
presented quarterly at SSG
Forms created for Training feed back 
New Booking system for group 
supervision 

Completed

3. Safe Care

3.1. In accordance with the Social Services and Well-being (Wales) Act 2014 
and the Children Act 1989/2004, the Health Board has a statutory duty to 
report a child or adult who is (a) experiencing or is at risk of abuse, neglect 
or other kinds of harm, and (b) has needs for care and support needs. 
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A total of 191 child safeguarding reports were made by PTHB staff during 
2021-22. 32% raised concerns about neglect, 18% of the reports related to 
domestic abuse and 10% were in respect of emotional abuse.

35 Children required a Child Protection Medical during 2021-22. 18 female 
and 17 males. 20 were between birth and 4 years and 15 were 5 years and 
over.  Work has continued with CTUHB who support PTHB with the child 
protection medical process for children living in South Powys. Terms of 
Reference have been drafted for a multi-agency CP Medical Forum.

3.2 Child Exploitation
Multi Agency Child Exploitation (MACE) meetings provide a framework to 
facilitate regular information sharing, data analysis, quality assurance, 
performance and professional challenge on information and intelligence 
relating to Victims of exploitation, Offenders, Locations and Themes. PTHB 
are represented at each MACE meeting and during 2021-2022 have been 
working to develop a data set of information which supports the multi-agency 
response required to keep children safe from exploitation. 

PTHB is promoting the use of a Child Sexual Exploitation Risk Questionnaire 
(CSERQ4/15), designed to be used within health settings.

3.3 Looked After Children (LAC) are children up to the age of 18 for whom 
the Local Authority is providing accommodation or care for a period of more 
than 24 hours (Children Act 1989). LAC are amongst the most socially 
excluded groups in our society and have been found to have significantly 
increased health needs in comparison with children from comparable socio-
economic backgrounds (Sampeys 2015).

Improving the health of looked after children is a multi-agency responsibility. 
PTHB has a duty to comply with the related legislation: Part 6, Social Services 
& Wellbeing (Wales) Act 2014 – Looked After & Accommodated Children.

During 2021-22 368 Looked after Children health assessments were carried 
out by PTHB LAC Nurses and Health Visitors. 84% were completed within 
statutory time frames. 293 health assessments were with children from Powys 
and 75 were with children from other Local Authorities placed in Powys

Redesign of Looked After children Health Questionnaire
During the COVID-19 pandemic PTHB introduced virtual health assessments 
due to necessity, over time it became evident that developing choices for 
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PTHB Safeguarding Team continue to work closely with partner agencies to 
respond to VAWDASV and provide staff with safeguarding supervision and 
support, deliver VAWDASV Training and produce bi-monthly VAWDASV 
Newsletters to share the latest information in relation to national, regional 
and local support agencies, trends and emerging themes. The Safeguarding 
Team also continue to engage operationally in Domestic Abuse Conference 
Calls and Multi Agency Risk Assessment Conference, these are meetings 
where high-risk victims of abuse are safety planned. 

Safe Care: We Said We Achieved We need to progress

PTHB must prepare for the 
implementation of Liberty Protection 
Safeguards, PTHB workforce need to 
increase their knowledge, skills and 
confidence in MCA and DoLS

Upskilling of staff knowledge and 
skills re MCA & DoLS has been a 
focus yet there remains gaps in its 
application. Development of LPS 
Working Group
Responded to MCA Code of 
Practice and Welsh Regulations 
consultation

Progress secondment for MCA 
Lead & additional BIAs
Upskilling of staff knowledge & 
skills using MCA competency 
framework

PTHB to be assured professionals  are 
aware of, and using PTHB’s Was Not 
Brought Protocol

Protocol audited, revised and 
relaunched
Chronology Function created in 
WCCIS
Team Leads Dash Boards display 
WNB

Repeat Audit planned for 
2022/23
Team Leads to review Dash 
Boards monthly

PTHB must comply with the  National 
Standards for CP Medicals. The CP 
Medical rota  requires strengthening to 
meets the needs of the children in Powys. 
To seek assurance of the quality of CP 
Medicals

Links with CTMUHB to support CP 
rota. Regular meetings with LA to 
establish CP Medicals group and 
how we deliver multi agency 
Childhood Injuries Training

Formalise links with CTMUHB
Set date to commence CP Medical 
Group with LA & Police
Deliver multi agency training

4. Ace Informed

4.1 Adverse Childhood Experiences (ACEs) are traumatic events, particularly 
those in early childhood that significantly affect the health and wellbeing of 
people in Wales, the rest of the UK and the world. We can break the cycle of 
ACEs at any stage; it’s never too late. Preventing ACEs in a single generation 
or reducing their impact can benefit not only those children but also future 
generations in Wales. 

ACE Informed: We Said We Achieved We need to progress

PTHB to be assured that the CSERQ15 is 
used routinely within health settings & 
establish a system to identify children at 
risk of Child Exploitation within the  
Electronic Health Board’s System.

Audit practitioner 
knowledge of CSERQ
Newsletter on the use of 
the CSERQ developed to 
raise awareness, child at 

Further work planned around 
safeguarding and exploitation
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risk of CE alert added to 
electronic system
Improved data shared at 
MACE

Audit Safeguarding Children Standards 
for Adult Mental Health Professionals    
                                                                                     

Audit completed Consider an annual joint MH & 
Safeguarding Audit

5. Learning Culture

5.1 All organisations have a responsibility to support their employees to 
develop their knowledge, skills and capability to perform effectively in their 
role. PTHB have signed up to the National Safeguarding Training Framework 
co-produced by NST, Health Boards and Trusts. The framework is aligned to 
and benchmarked against the Intercollegiate guidance, national workforce 
competencies; UK Core Skills Training Framework 2018, Adverse Childhood 
Experiences (ACEs) Skills and Knowledge Framework for Wales (March 2019), 
National Training Framework for Violence Against Women Domestic Abuse and 
Sexual Violence 2016.

5.2 During 2021-22 the Safeguarding Team have delivered 35 training 
sessions to 674 practitioners. Compliance in safeguarding adult and children 
level 1, 2 and 4 training has been maintained at or increased to over 80%. 
Level 3 adults and children’s compliance has been slow with an increase in 
adults from 34.28% to 43.51% and children from 64.53% to 68.81%. Training 
compliance is monitored via the Strategic Safeguarding Group.

5.3 Staff should also be able to raise concerns and feel supported in their 
safeguarding role. Effective safeguarding supervision is important in 
promoting good standards of practice and to support individual staff 
members; it should assist in ensuring health practitioners are competent and 
confident and provides a safe environment for challenging practice. Types of 
Safeguarding Supervision include;
i. Immediate Telephone Supervision, Advice, Support
ii. Requested Individual Safeguarding Supervision
iii. Group Supervision Sessions
iv. Debrief Sessions
v. Peer Review for Medical Paediatric Staff
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During 2021-22 the Safeguarding Team offered 96 Group Supervision 
Sessions with 412 staff attending these sessions and received 671 calls for 
advice, support and supervision via our safeguarding hub.

   5.4 The Safeguarding Team has redesigned its Intranet Page to make it more
   user friendly and easier for staff to navigate. The page has links to all the
   relevant legislation and associated guidance which outlines the roles and
   responsibilities of individual practitioners and agencies in relation to
   safeguarding and public protection and the levels of accountability, the skills
   and competencies required by staff to perform their duties, handling individual
   cases and effective interagency working at all levels.

Learning Culture: We Said We Achieved We need to progress

Safeguarding Supervision and Training 
compliance requires improvement
Develop a system to monitor 
compliance within each Service Group

Audit Safeguarding Supervision – 
recommendations completed
Quarterly compliance shared with 
Heads of Service Groups and at SSG & 
OSG 

Continue to monitor and 
report
Support improvement

Improve health practitioner 
awareness, understanding and how to 
respond to concerns regarding child & 
adult neglect

Neglect Newsletters
Included in Level 3 Training 

Training Package being 
developed by end of 2022

6. Multi Agency Partnership Working

6.1  Multi-agency working is fundamental to the delivery of safe and good 
quality care. The benefits are most commonly identified as being improved 
and more effective services and joint problem solving, it also allows for the 
ability to take a holistic approach and increased understanding and trust 
between agencies.

6.2  PTHB are committed to working alongside our partners at a National, 
Regional and Local level. Throughout 2021 -22 there are numerous examples 
on how have worked in partnership;
i. Contribution to Safeguarding Week
ii. Co-produced Regional Documents and Leaflets
iii. Support within the NHS Safeguarding Teamwork streams

Multiagency Partnership 
Working: We Said

We Achieved We need to progress

PTHB to increase our 
contribution to strategy 
discussions with the LA and 

Safeguarding Hub has enabled a 
Lead Nurse to be part of adult and 
child strategy discussions

Monitor activity and report activity 
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Agenda item: 3.2

Patient Experience, 
Quality and Safety 
Committee

Date of Meeting: 
24 November 2022 

Subject : Patient Experience Framework 

Approved and 
Presented by:

Claire Madsen, Executive Director of Therapies & 
Allied Health Professionals

Prepared by: Zoe Ashman, Assistant Director of Quality & Safety
Other Committees 
and meetings 
considered at:

Executive Committee 

PURPOSE:

The purpose of this paper is to update the Committee regarding the 
development of a Patient Experience Framework.

This activity contributes to the achievement of Strategic Priority 22 – Improve 
quality (safety, effectiveness and experience) across the whole system, 
building organisational effectiveness.

RECOMMENDATION(S): 

The Committee is asked to RECEIVE this paper for DISCUSSION.

Approval/Ratification/Decision1 Discussion Information
 

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level
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It must be noted that patient experience measures are collated within many 
of the transformational workstreams, and further work is required to collate 
that rich data, to ensure the value is realised across the organisation. 

Integrated Performance Framework
Ensuring the health board can robustly assess performance across all aspects 
of service and delivery (provider and commissioned) the Improving 
Performance Framework supports an integrated approach. To enable an 
integrated approach to performance improvement, the framework sets out 
the necessary attributes and coverage requirements of performance 
management and reporting processes. 

Patient experience and effectiveness is a core area that is covered in the 
updated framework and therefore will support the future development and 
areas for focus and development as the framework evolves.  It is essential to 
ensure that quality outcome measures, experience and performance are 
triangulated to inform decision making.

Work has commenced with the Planning & Commissioning team to review 
KPI’s and a quality matrix for inclusion within the IPF.  Action has also been 
taken to ensure all experience questionnaires that are produced and used 
within the health board seek feedback from those that have commissioned 
care; this will for the first time provide targeted feedback rather than just the 
Friends and Family Test data received currently.

Patient Experience Steering Group
The steering group meet every two months with representation from all 
clinical services and support services, including invitations for attendance to 
the Community Health Council and PAVO.  Further work is required to ensure 
improved attendance from Dentistry and Primary Care colleagues.

A set of national core questions were developed, to support real time 
methods for use by each NHS Wales health board and NHS Trust. In 
supporting a balanced approach, a four-quadrant framework was developed, 
incorporating a range of feedback methods, both qualitative and quantitative. 

This approach continues to be used across Wales and within Powys with 
services using the four-quadrant approach to provide an overview of patient 
experience activity, reported via the Patient Experience Steering Group. Work 
has been carried out in the past year to improve the quality of completion of 
the quadrants, particularly in the areas of ‘so what’ and shared learning. 
Completion of the quadrants remains erratic, and work will be done with 
service managers to improve this. More capacity is needed to thematically 
collate and report on these quadrants.
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A focus for improvement for the next two quarters is to emphasis the 
hardwiring of patient experience into all areas of the Health Board. Work will 
be done to improve the compliance of services to produce a quadrant report 
which is reviewed as part of their own business meetings.  Learning from 
service users must become business as usual and not seen as a ‘one off’ 
event or action.

Patient Stories
Patient Stories are captured by the Welsh Language and Equalities Team and 
shared within Board meetings and Committees, this needs to be further 
enhanced to encompass service level meetings and team meetings.  Stories 
will be sought from all areas of healthcare and encompass both positive and 
negative experiences. The health board actively seeks patient stories with 
the use of a leaflet (Appendix 1), social media and health board website.

Patient Reported Experience Measures (PREMS) & Patient Reported 
Outcome Measures (PROMS)
The number of PREMS & PROMS in place across the health board was 
unknown as they were not managed or logged centrally, therefore a survey 
was carried out to support further understanding of their use.  The findings 
demonstrated that PREMS and PROMS were in use in many services, were 
not standardised or always validated measures, were not overall supported 
with electronic systems, and did not always inform service development and 
improvements.  

The challenges of collecting PREMS and PROMS were overwhelmingly noted 
to be financial, lack or robust systems and resource/staffing.  More work 
needs to be done in this area, which currently sits with the value based 
health care workstream

Respondents were asked how responses informed service improvements and 
the responses are captured below.

The CIVICA, patient experience system, when implemented, will further 
inform service improvements due to the robust reporting processes and 
ability for teams to analyse data and thematic responses.
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NEXT STEPS:

The implementation of Civica will be a key enabler for PTHB to further 
strengthen and develop the Patient Experience Framework to ensure that 
feedback can be used to inform and triangulate with other soft intelligence; 
namely concerns, complements and enquiries which will inform service 
development and improvements. 

We await new Welsh Government Patient Experience Strategy, following 
which our PTHB Patient Experience Framework will be refreshed.

KEY MATTERS FOR COMMITTEE TO NOTE:

1. Lack of a dedicated resource to proactively support the patient 
experience framework will reduce the ability of the health board to 
progress the agenda at pace.  It therefore must be recognised that 
targets of achievement may not be realised in a reasonable timescale. 
ACTION: Continue to support and embed the patient experience agenda 
within the structures, services and capacity in place, unless funding 
becomes available to consider other options, currently prioritising the 
implementation of Civica.

2. Implementation of a quality data dashboard is a priority to ensure robust 
triangulation, reporting and assurance to board and committee.
ACTION: Work continues to ratify the requirements of a quality 
dashboard in line with developments within RLDatix. This is led by the 
Quality Team and the Planning Team

3. Implementation of the Duty of Quality & Duty of Candour will require 
robust consideration for patient experience measures to be included, this 
may be challenging due to limited resources. 
ACTION: Ensure priority areas are considered and become a focus for 
the limited resource available.

The following Impact Assessment must be completed for all reports 
requesting Approval, Ratification or Decision, in-line with the Health 
Board’s Equality Impact Assessment Policy (HR075): 

IMPACT ASSESSMENT 

Equality Act 2010, Protected Characteristics:

N
o 
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Age
Statement
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Disability
Gender 
reassignment
Pregnancy and 
maternity
Race
Religion/ Belief
Sex
Sexual 
Orientation
Marriage and 
civil partnership
Welsh Language

Please provide supporting narrative for 
any adverse, differential or positive impact 
that may arise from a decision being taken

Risk Assessment: 
Level of risk 
identified 

N
on

e

Lo
w

M
od

er
at

e

H
ig

h

Clinical 
Financial
Corporate
Operational
Reputational 

Statement

Please provide supporting narrative for 
any risks identified that may occur if a 

decision is taken
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APPENDIX 1

Do you have a story to tell?   

Telling your story can help us understand what works well and how we can improve care and 
patient experience.   

We want to hear about your personal experience, whether good or bad, so that we can share 
them with Health Board staff, our Board members and communities across Powys to help us 
identify ways we can continue to improve our services for patients and their families.  

 

Why is it important we hear your story?  

 

We want to know what matters most to you, in your 
own words. By listening to your story, we can learn 
what we did well and what we need to do better. 
This helps us to improve our services and patient 
experience. 

 

Who can tell their story?  

 

Any patient or family member/ carer who either live 
in Powys or who have received their health care in 
Powys.  

 

You can tell your story at any time, and it’s a very 
simple process.  

 

We want to collect stories that reflect the broad 
range of patients that use our services, and we are 
particularly interested in hearing from patients of 
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diverse backgrounds such as different ages, 
ethnicities, languages, and from those with 
disabilities. 

Will my story impact or affect my care?   

 

No, it won’t affect your care if you tell us your story. 
We can share the story without your name or details 
on if you prefer. The story is also kept safe and not 
kept on your record, unless you would like it to be.  

We usually tell the team involved about your story so 
they can learn from it.  

How can I tell my story?  

 

You can choose how to tell your story. We can record 
your voice to write your story, we can help you to 
write your story, we can film you or you may prefer 
to use art or photographs. We will not share your 
story with anyone until you are happy with it. 

 

You can tell us your story in Welsh, English, BSL or 
any other Language.   

What happens to my story?   

 

You will decide where you are happy to share your 
story. You can change your mind at any time about 
where your story is shared by letting us know. Your 
story can be shared with the Board, with staff, with 
teams and individuals and publicly.    

Can I remain anonymous?  

 

Yes, we can use your story and not identify you in 
anyway. 

 

You can use our consent form to tell us with whom 
you would like to share your story. If you’d like to 
discuss this first with us, please get in touch.   

Powys.equalityandwelsh@wales.nhs.uk  

Who will my Patient Experience Story 
information be shared with? 

Depending on the consent you’ve given, it can be 
shared as follows: 

  

Training and Staff Development Material 

 

Briefings for the Board, other committees and staff 
of Powys Teaching Health Board.  

Newsletters and Reports related to Patient Stories 

mailto:Powys.equalityandwelsh@wales.nhs.uk
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Annual Reports and other related reports 

 

External and Internal Websites (Internet and 
Intranet)  

 

Leaflets 

 

PowerPoint and other Presentations 

Will I get feedback from Patient Experience 
Story? 

You will not usually receive any individual feedback 
from your patient story. 

What if I want a response/feedback from 
my Patient Experience Story? 

Patient stories are about learning, not redress; if you 
wish to make a complaint you should use our 
Complaints procedure. Further Information on the 
feedback and complaints procedure can be seen 
here                                                            

 

You may at any time, now or in the future, ask us not to use or share your experience. You should 
not feel under any obligation or pressure to allow us to keep, use and share your experience if you 
change your mind.  

How to get in touch?  

If you’d like to tell your story or would like to talk to us first, please get in touch: 
Powys.equalityandwelsh@wales.nhs.uk  

https://pthb.nhs.wales/contact-us/feedback-and-complaints/
mailto:Powys.equalityandwelsh@wales.nhs.uk
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Diolch / Thank you  
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Agenda item: 6.1  

Patient Experience, Quality and 
Safety Committee

Date of Meeting: 
24 November 2022

Subject: COMMITTEE BASED RISKS ON THE CORPORATE 
RISK REGISTER

Approved and 
Presented by:

Interim Board Secretary

Prepared by: Interim Corporate Governance Manger 

Other Committees 
and meetings 
considered at:

n/a

PURPOSE:

The purpose of this paper is to provide the Committee with the end of 
September 2022 version of the Committee Risk Register for information.

 

RECOMMENDATION(S): 

It is recommended that the Committee CONSIDERS the risks identified as 
requiring oversight by this Lead Committee.

Approval/Ratification/Decision Discussion Information

  

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING 
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 

1. Focus on Wellbeing
2. Provide Early Help and Support 
3. Tackle the Big Four 
4. Enable Joined up Care 
5. Develop Workforce Futures 

Strategic 
Objectives:

6. Promote Innovative Environments
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7. Put Digital First 
8. Transforming in Partnership 
1. Staying Healthy 
2. Safe Care
3. Effective Care 
4. Dignified Care
5. Timely Care
6. Individual Care
7. Staff and Resources

Health and 
Care 
Standards:

8. Governance, Leadership & Accountability 

EXECUTIVE SUMMARY:

The purpose of the Committee Risk Register is to draw together relevant 
risks for the Committee from the Corporate Risk Register (CRR), to provide a 
summary of the significant risks to delivery of the health board’s strategic 
objectives.

BACKGROUND AND ASSESSMENT:

The CRR provides a summary of the significant risks to the delivery of the 
health board’s strategic objectives. Corporate risks also include risks that are 
widespread beyond the local area, and risks for which the cost of control is 
significantly beyond the scope of the local budget holder. The CRR is 
reviewed by the Executive Committee on a bi-monthly basis and is noted by 
the Board.

The Committee is asked to DISCUSS the risks relating to Patient Experience, 
Quality and Safety and the risk targets within the Committee Risk Register, 
and to CONSIDER whether the targets identified are achievable and realistic.

The full Committee Risk Register is attached at Appendix A.

NEXT STEPS:
The Risk and Assurance Group will lead the ongoing development of the CRR, 
escalating any organisational risks for proposal to the CRR, for consideration 
by the Executive Committee.
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PATIENT EXPERIENCE, QUALITY & SAFETY COMMITTEE 
PROGRAMME OF BUSINESS APRIL 2022- MARCH 2023

The scope of the Patient Experience, Quality and Safety Committee extends to the full range of PTHB 
responsibilities. This encompasses all areas of patient experience, quality and safety relating to patients, carers 
and service users, within directly provided services and commissioned services. The Committee will embrace the 
Health and Care Standards as the Framework in which it will fulfil its purpose. 

This Annual Programme of Business has been developed with reference to:
▪ the Committee’s Terms of Reference as agreed by the Board;
▪ key risks identified through the Corporate Risk Register, Commissioning Assurance Framework; and 

Operational Risk Registers. 
▪ audit and regulatory reports identifying weaknesses in internal control (following consideration by the Audit, 

Risk and Assurance Committee);
▪ key statutory, national and best practice requirements and reporting arrangements

The Committee was constituted at the meeting of Board in July 2021 and the programme of business for the 
remainder of 2021-22 was adjusted in order to take into account service and system pressures caused by the 
pandemic. 2022-23 is therefore the first full year of operation of this Committee’s terms of reference. 

The majority of items included in the Programme of Business contribute to the Board’s assurance over Strategic 
Priority 22: Improve Quality (Safety, Effectiveness and Experience) Across the Whole System; Building 
Organisational Effectiveness.
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Agenda Item: 6.2

*If available – likely to be first meeting of 2023-24

KEY:
CEO: Chief Executive
DPP:  Director of Planning and Performance
DFI&IT:  Director of Finance, Information and IT
DPCCMH: Director of Primary, Community Care and Mental Health
MD: Medical Director
DoNM: Director of Nursing and Midwifery
DoTHS: Director of Therapies and Health Sciences 
DWOD: Director of Workforce & OD
DPH: Director of Public Health
BS:  Board Secretary 
DE Director of Environment 



Agenda item: 6.3

Patient Experience, Quality and 
Safety Committee

Date of Meeting: 
24 November 2022

Subject : Patient Experience, Quality and Safety 
Committee Terms of Reference

Approved and 
Presented by:

James Quance, Interim Board Secretary

Prepared by: James Quance, Interim Board Secretary
Other Committees 
and meetings 
considered at:

PURPOSE:

The purpose of this paper is for the Committee to consider its Terms of 
Reference in order to ensure that they remain fit for purpose. 

RECOMMENDATION(S): 

The Committee is asked to discuss any suggested amendments at the 
meeting on 24 November 2022.

Approval/Ratification/Decision1 Discussion Information


x

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level





The following Impact Assessment must be completed for all reports 
requesting Approval, Ratification or Decision, in-line with the Health 
Board’s Equality Impact Assessment Policy (HR075): 

IMPACT ASSESSMENT 

Equality Act 2010, Protected Characteristics:

N
o 

im
p

ac
t

A
d

ve
rs

e

D
if

fe
re

n
ti

al

P
os

it
iv

e

Age x
Disability X
Gender 
reassignment X

Pregnancy and 
maternity X

Race X
Religion/ Belief X
Sex X
Sexual 
Orientation X

Marriage and 
civil partnership X

Welsh Language X

Statement

Please provide supporting narrative for 
any adverse, differential or positive impact 
that may arise from a decision being taken

Risk Assessment: 
Level of risk 
identified 

N
on

e

Lo
w

M
od

er
at

e

H
ig

h

Clinical 
Financial
Corporate
Operational
Reputational 

Statement

Please provide supporting narrative for 
any risks identified that may occur if a 

decision is taken
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10. REVIEW

10.1 These Terms of Reference shall be reviewed annually by the 
Committee.  The Committee Chair will report any changes to the 
Board for ratification.
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