Delivering
Excellent Patient
Outcomes,
Experience and
Access Objective

Refresh our Quality Strategy and approach

Work will continue thorughout 2019/20 with Quality being a core factor throughout the Health Baord's

Head of Risk,

Actions and timescale impact Sponsibility and
Corporate Priority Progress Current position where || Delivery lead | Monitoring | Reporting and Board
Action Timescale [—c— o Quarterly commentary on progress Mitigating Action for Q4 if Amber or Red Measure U e et [] ExecLead |Delvery lead) Morter onitoring
Corporate Objective 1 - Promoting and Enabling Healthier
Planning,
The Western Bay Area Plan was agreed by the Health Board in March 2018. Westem Bay Commissioring
M1 |Wellbeing and Area Plans in place QL Public Service Board's Wellbeing Plans and Plans for ICF funding have been agreed through an inclusive process. NiA Plans approved Dos RPB AsStDOS | T strategy Board
Groun
Promoting and Planning,
Enabling Healthier Head of Value | Commissioning
raning hed M2 | Clinical Services Strategy Approved @ The Health Board approved the Clincal Serives Plan in January 2019, NA Strategy approved Dos ety | oo Board
Objectives Group
Measures
Planning,
The Health Baord approved the Organisaitonal Strategy in November 2018. Corporate Branding and launch arrangements are now in Head of Value | Commissioning
M3 3 Stra d Dos Board
Organisational Strategy Approved Q e NA rategy approve o e ey | oo oar
Group
chieve minimum 90% uptake for
childhood immunisations as Position as at Q3:
Increase uptake of all childhood vaccinations. Teasured by quarterly COVER 9 3 doses of 6n 1 by age 1=
stats in children aged 0-5yrs, 95.6%
LocalPublc Haslth Tean o support ncrssed Siming for 08 %6 MenB2 by age 1= 96.3%
uptake in the following ways: by e 4= 96.4%
“%Rotavirus by age 1:
Deliver immunisation awareness training for pre- T aCheve e e ol TR by s
school settings to promote key vaccination aaeds mgnths 1o 6y in anat WPCVIa b, e 22 95
messages Training for childcare pre school setting staff has been delivered. Immunisations have also been promoted through the healthy schools. risk group % MenB4 by age
bulletin and social media platforms throughou the flu season. 96HibIMenC by age 2= USC Senice
AL | Contrbute f0 the Implementaton o) Q104 The primary care led catch-up highlighted data discrepancies between Primary care and Child Health. A data cleansing exercise was | N/A To achieve 45% uptake rate of the | % up to date in scheduled by age DPH e DU | e eat | mprovement | P& Comittee
e T e 3 of 1o chid's agreed in ChIG. subject to admin support for the Child Health department. An SBAR has been submitted to SIG for executive approval, lu vaceine in chidren aged 2 and 4=88.6% o Board
joumey’ re o pping . Resources have also been developed to share good practice to increase influenza vaccine uptake in 2 and 3 year olds. 3years in Primary Care by March | % 2 doses of MMR by age 5=
19
9% 4in 1 by age 5=
Continue to promote the benefits o
imunisaan (rough Healry Schools and Pre+ Aim for 90% uptake of MMR 9% MMR 1 by age 16=
o vaccination within teenage 9% teenage booster by age 16=
Develop local esources products to share population
good practice %MenACWY by age 16= 85.7%
Improve uptake of the MenACWY | (all of the above are at Dec
vaccine within primary care 2019)
Reduce prevalence of smoking for targeted The target o smokers atemlig o s set t 3.2 of the polaion n Swansea Bay URB. Morthy actvy dat o Februy 2019 Review of Tobaceo Control
population groups including shows that we have achieved 2.3
Unscheduled Care against National Tobacco Delivery
The 40% WG target of CO ldated  weck quits during Q4 has been achieved for all senvices other than Stop Smoking Wales. Service b
Improvement Plan Patients with respiratory conditions and heart performance has been addressed and this is now improving. The Directors of Public Health Leadership Group have agreed that working
di
Actions o | o ;:’::‘:ﬂr‘:;Z\‘jﬁ:ﬂ’“‘;ﬂ'g‘;’s’::a'e"ce is @ priority and work to address implementation of the key components of the cessalion SYStem |,xpomentation of the delivery plan for the integrated cessation system and key components of the | | Review of ABMUHB cessation opy|Pes DUy wer| PinCa Fubli fﬁfﬁz;ﬁi peF Commitee
pre-operative care; The Health Board has supported the development of a delivery plan for the integrated cessation system. Work will now progress in systemis to be progressed in Q1 2010/20. sewices ou Practitioner Board
2019/20. The Readiness assessment for implementation in Swansea Bay against key components has been completed. An options Achievement of HB traectory for
staff, paper for the management of Swansea Bay UHB smoking cessation services (hospital and SSW) has been presented to the Executive oking Gessation s e"w e 5"’
Team, with the option of the Primary Care delivery unit managing all services in line with the integration agenda having been agreed. 9
Planning for this now in proaress
Increase flu immunisation uptake for people wilh
Although we await the PHW annual flu report, our Q4 figures suggest the Health Board has achieved a similar uptake of the influenza
chronic conditions and people over 65: Tactinen 1 over 655 glou with & sit decrease 1 out at Tk g1oups. PoSvely, we have exceedod the 5546 target or he ciabetics | T PAMary care flu planning group are revieving the 2018/19 GP praciice and cluste level lu Increase uptake to 55% from 45% USC Senvice
immunisation data to ideniy areas of good practice and to identity areas which may benefi from Immunisation
A2 | contribute to agreed actions / activiies within %% and COPD cahorts. There has been an increase of 38% in the number of vaccines administered uia the community pharmacy scheme. | 1o in order to improve uptake in the forthcoming season. The winter immunisation plan will be | | Achieve WG target (75%) for DOPH Coordinator | MPrOvement | P&F Commitee
g i Implementation of the Winter Immunisation plan has highlighted the breadth of collaborative work within primary care with community PP P ! ing fmmuni o get Board
the primary care flu action plan g 3 revised to reflect on lessons leart. individuals aged 65 years and over|
pharmacists HV's DN's, care home staff working alongside GP's across the Health Board.
“The Health Board continues to maintain its position as provider (0 the mghesl percentage of palients receiving dental care compared (o USC Senvice
as | improve access to dental care o all other Health Boards and is significantly higher than the Welsh A A Improve on 201718 baseline as o0 s DU ad of e e | per committee
P The ltestdata - March 2015 - confrms a steady +0.5% ncrease n e otal number of ptiets (aduts and chidren) who received NHS measured through GDA statistics Primary Care | ™!
dental treatment across the Health Rnard from the nrevious March: 3% mare children_0 5% more adlts Board
Development of an integrated diabetes model work continues through Cluster networksand there is engagement of 6 Clusters (Bay, City,
s |Improve primary care screening for chronic |1 o Curmiawe, Liwchw. Neath and Upper Valleys). There was also praciice attendance from GPs and Practice Nurses for a bespoke Cluster Transformation Plans include enhanced chronic conditions management based on the Tower | |Reduce variation praciice to o0 pcspy | MTPLead | PSCSence | o ommitee
conditions Sicanonal raming 10 a0 Hamlet approach. practice by Cluster Network PCS P "
+North Cluster ICL CVD Risk Assessment Programm was delvered wilhn 518 paciices of North Cluster Board
delivered in 4 clusters_and delivered within 3 nractises of the North Clister to date
Improve access to services to support mental Development of additional wellness centres in Swansea and Neath highlighted within planning cycle.
a6 | Wwelloeing as part of the implementation plan for |, Proposal subied o West Glamorgan PATnerspfor funding of MH projetmanagerret 0 mplement Suteg Framawor and Cluster Transformation proposals highlight the developments around social prescribing and Measures T0C as part of the os O o |ead ol Service) | USC Senice | par committes
the Strategic Framework for Adult MH and the | < resources to procure a Sanctuary model service in community development which align well with Mental Health Strategy along with the development of WeHbeTn Contres ‘:foa’ o 9 "BW o
plans for new Health and Wellbeing Centres 3rd sector services across a cluster based population "
Increase the number of patients TP Lead | Stroke Senvice
A7 | implement the DOAC service @ DOAC Local Enhanced Service is commissioned from GP practices. NA on anti-coagulation therapy on coo PCS DU bes Improvement | P&F Commitiee
2017118 haseline Poard
A8_|Smoking cessation (See USC plan) o4 See action A2 See USC plan DPH
T utraroups of th Physicel Acivey Allnce s doveloging ek 1 yea st lns. Tho sy yearssub xaup il i cressa
physical literacy and kinaesthetic play across allregistered early years settings. This includes workforce developmes
oniorng and evaluation. The 5 13 sl roup re errenly waking tonards developing  socia media campaign: generaing a
movement which highiights the value of unstructured physical activit through asking young people to share their ideas on how to move: Principal Public | Stroke Service
A9 |increasing ‘esvel'nscﬁj' | pnysicay actity in key Q more and use the assets available in the local community. The 19 - 64 sub group are working towards developing their work plan that will|N/A Acton plan :3’;‘:"’;3;"‘2'95"0"59 DPH jealth Improvement | P&F Committee
get group: 0 st focus on work place physical activity and targeting the most inactive in Swansea Bay. The 65 + group s still to meet but early work s y Practitioner Board
suggests that the group will aim to support physical activity and tackle isolation among older people in the community. The Physical
Activity Alliance is undertaking a governance review to ensure that the work of the Alliance is sustained and reported to the respective
Stroke Service s
Improvement Plan Nutrition Skils for Life continue to support delivery of the Foodwise Weight Management Programme by NERs and Community Groups.
Actions Support of the School Holiday Enrichment Programme working in Partnership with Local Authority Limited Weight Management TheObesity Pathway Review commenced. The Steering and Implementation Group met in March Headof | Stroke Service
Increasing proportion of population of a healty 2019 chaired by the Director of Public Health. Currently a mapping exercise is being undertaken
ALo [nerea Q4 Programmes delivery across the Health Board continues. Promotion of Clusters continues to take forward the Foodwise Weight B e D e e aper Obesity pathway review DPH Nutriton and | Improvement | P&F Commitiee
lght. Management Programme. there is continued provision of Diabetes Structured Education and provision of training to HV, 10 healthy steps. %770 {1 Fieth Ao with p - y ' Delivery Revi P Dietetics
Update sessions have been provided for clusters in delivery of the Pre Diabetes - Brief Intervention. P Y
Continuing to improve on health teracy within Principal Public | Stioke Service
AL [t pomulion s o o2 pevent ke Every Cantgasc Coun (MECC) Gncluding heaith teracy) Trinthe Trainr sssiona fo Employee Welbeing Champions was |y Ptan n place P P et | paF commitee
annroach Praciitiones
Use evidence based and behaviour change Training materials developed and Principal Public | Stioke Service
A12 |approaches including MECC to improve health |Q4 Make Every Contgaact Count (MECC) Train the Trainer sessiona for Employee Wellbeing Champions was delivered March 2019, NA g P DPH fealth Improvement | P&F Committee
and related outcomes S Praciitioner oard
Stroke Service
Develop a proposal for BHF funding to support Proposal developed and Assoc Director
AL e e attion o1 No information available Coorered by o B coo 2 Improveent | PaF:Commitee
Provide information verbally and non-verbally
and Making Every Contact Count about what Achievement of Health Board
A14  |the risk factors for cancer are and how to QL4 See actions 1-A6 trajectory for smoking cessation DPHICOO
reduce them - smoking, alcohol, obesity and senvices.
Dhysical activity
Capacty a":"‘;e::;“;:"’"‘s:‘::e:"‘:e"ake" in A Capacity and Demand analysis for Endoscopy was completed and agap of 124 points per week (inclusive of USC) was confirmed. Reduce USC and NUSC referral Cancer Quality | Cancer Service
Als Py 9y Q Additional short term initiatives including insourcing, waiting list initiatives and process reviews are to continue and a more sustainable | N/A coo and Standards | Improvement | P&F Committee
preparation for the introduction of FIT testing rates.
preparation for ! capacity plan to be developed and these are currently being discussed as part of the Health Board RTT delivery framework. Manager Board
Cancer Service e AL
b ol e monitored and reported through the Public [, y
Improvement plan A e o ey e s |2 See actions AL-A CL)
ctions oard
and tmusts
Review ABMUHB smoking cessation senvices
A7 |10 align with National Tobacco Delivery Plan. | % SEEEmLY DEH
Head and Neck services to continue acively In August 2018, the Cabinet Secretary for Health and Social Services announced the extension of the HPV vaccination programme to Cancer Qualiy | | (o
A18. | promoting Human Papiloma Virus vaccination | Q1-4 boys in Wales NA Reduce referral rates coo and Standards | "M% SOl ggs committee
for boys in Wales. The HEN MDT is actively promoting HPV vaccines for both boys and girs as part of core business. Action complete. Manager
Hydration has been promoted in presentations (o care homes as part of The Big Fight campaign. Hydration has been included in a erinclpal Publc
Ato |Promoting Water Keeps you el campaignin |, presentation to be delivered to stalf in secondary care. The Campaign was launched in March 2018 by Public Health Wales. The IPC | A progress pdate has been sought from the Welsh Translation Team. Following this, Procurement oPH s DU e Infecton Contol | e oo
primary care. Team has draited a poster to promote increasing fluid intake using urine colour as an indication for hydration need. Once approved, a bid will secure quotations for aditional Welsh posters, which should reduce the cost per poster. e | Commitee
for Charitahe funds will e mare
A20 | Adopt All Wales Urinary Catheter Passport. | Q2 This has been implemented across the Health Board at the end of Q1. NIA DPHIDON Lead Nurse - | Infection Control | (o committee
% reduction in Co-Amoxiclav 1PC Committee
HCAIs Service Implemented at the end of Quarter 1. usage across the Health Board in
\mprovement Plan « Bi-monthly audit indicates good adherence with restrictive policy and reduction in Co-amoxiclav usage. 2015718 bassling
Develop and implement restrictive antibiotic - Itis acknowledged that the reduction in the use of Co-amoxiclav will result in an increase in overall antibiotic usage, as measured by Lead Nurse - | Infection Control
Actions A21 Q NA DPHIDON Q&s Committee
policy. Defined Daily Doses per 1000 Admissions (DDD/1000 AD), as alterative antibiotics are prescribed in place of Co-amoxiclav. This will 96 reduction in acid suppressant 1PC Committee
impacton the Healih Boards perfomance inrlalion o reducion ot anibii usage, b he sk posed by Co-amoxcav i elaion Usage across Health Board on
0.C._dificile s A mitinatinn factor Prtbatiog
A22 | Audit & feedback of antimicrobial usage. Q1 Bi-monthly audits will continue with feedback to enable Delivery Units to monitor and improve performance. NIA DPHIDON Lea""’,“g'“ N '"'eg;":"‘“ﬁlz':m' Q&S Committee
Review pathways for patients with biiary tract nfection Control B
7?3 | fisense (Simon Weaver - POW) DPH EOW[DU) Committee | Q&S Commitee

) Quality and Safety
e e Q The Quality Strategy in now in development and will contrinute to the development of the Health Board's IMTP 2020121-22/23 ok vl cont Qualiy Strategy approved et | Qas cammitee | g0 I S
against our Quality Priorities:
"An improvement programme is being progressed under the leadership of the Director of Nursing and
patient experience to reduce variation in the application of the SAFER flow policy within the delivery
+The implementation and roll out of the SAFER flow principles remains a key element of our USC improvement plan and is overseen by | UnitS: Progress will be monitored at quarterly performance reviews. Measures that monitor
improvements in patient flow include: “The number and
the USC delivery board ercentage of stranded patients Patient Flow metrics collected via Head of PE, | USC Senvice
M5 | Improve SAFER Patient Flow + The findings from the DU complex discharge audit confirmed that there is evidence of wards where there is exemplar practice in the ?The pe?cemge o paﬁzms Sischarged before midday Pationt Fiow Deshboard coo AlIDUs | Riskand Legal | Improvement | Q&S Committee
application of the SAFER process, however there remains variation i relation to wholesale implementation. B Bt o potots e v stimatod dato of dischargo fo form thir Services Board
discharge planning arrangements. A revised Health Board patient flow policy is being. completed
which wil reinforce SAFER ) following the identification of aditional resource to support the policy
Q14 review and this will he the framewnrk for ensuring natient flow and safety
The Health Board has Implemented a range of sevice changes o enhance and develop fraity models during the year within exsting
resources.
of PE, | USC Senvice
Roll out Comprehensive Geriatric - TOCALs service into Neath Port Talbot Hospital Audit of patients in defined age :
M
5 | Assessment + The full implementation of the multi disciplinary older persons service at Singleton hospital (ICOP) NA group receiving CG/ coo AIDUs | Riskand Legal | Improvement | Q&S Committee
Services Board
- Implementation of the older persons assessment service (OPAS) t the front door of Moriston hospital.
- The intermediate care consuitants al broastively undertake CGA's
Reduction in number of fals on Head of PE,
M7 |Reduce harm from falls ‘The Quality Improvement Strategy group commences in partnership with Welsh Risk Pool in Quarter 12019 NA 2017/18 baseline - from Quality DoN AIDUs | Risk and Legal Qas Commitiee
Dashhoard nices
Improve outcomes following stroke See Action No 016-019 NHS Wales Outcomes Measures
| Action points are to be taken from the Specialist Palliative Care Review undertaken in May 2018 in Head of PE,
s
Improve End of Life Care End of Life Care reporting structures are currently under review. order 6 set the work plan for 2019 /20, Metrics from the Quality Dot AroUs | Risk and Logal Qas Commitiee
envices
Dashboard (TBC)
Improve Surgical Outcomes 1 NELA
1. National Emergency Laparotomy Audit (iR
oo Rl Do e | Measures in development 2istiona VazcuaiRegtbata CoStaR1carg? Dot Exec Lead | Risk and Legal Qas Commitee
i
Senices
3.Enhanced Recovery after Surgery 3. ERAS metrics
Reduction on 2017/18 baseline Head of PE,
M10 | Reduce pressure ulcers A significant reduction was achieved in the number of serius incidents related to pressure ulcers (a 29% reduction). However, the number | peiivery units will be set with refining their delivery unit improvement plans in QL DoN AIDUs | Risk and Legal Qes Commitiee
of incidents went up through Quality Dashboard ko v
Reduce HCAIS AP NHS Wales Outcomes Measures DoN
Deliver the Targeted Intervention Priority
tories:
care
The percentage of patients who spend less March 2019 Full implementation of improvement plans were identified within the annual plan for 2019/20. Surge
than 4 hours in all major and minor 4 hour performance — 75.81% capacily is being sustained on all our major hospital sites in light of increased demand. Consider, OU, POW
MLL |emergency care (i.e. ALE) facilities from This is a 4.38 % improvement compared with March 2018 but performance against this measure has not achieved the Health Board |respond and implement workiorce report on ED staffing in Morriston. Coninue recruitment to stalt coo ’ AsstCOO | P&F Commitee | P&F Commitiee
arrival until admission, transfer or wajectory. vacancies. Develop Easter bank holiday plans to ensure the syste is as resilient as possible
discharge Evaluate the impact of the winter pressures funding. - Progress Cumiawe cluster mode.
The number of patients who spend 12 plans is in line with the annual pian for 2019/20.
hours or more in March 2019 We awail ihe Welsh Goverament 1esponse o he Transiormation Fund b 0 fmprove systom OU, POW
M12 {all hospital major and minor care facilities 12 hour waits - 862 capacity to enable timely discharge of patients from hospital and continue to progress the coo ’ AssiCOO | P&F Committee | P&F Committee
from arrival until “This s a 18% reduction compared with March 2018 but performance against this measre has not achieved the Health Board trajectory. | development of models to increase community capacity and system flow, clinically led groups
admission, transfer or discharge Q4 focussed on improved, adherence to SAFER flow principles and discharge process. NHS Wales Outcomes Measures
The percentage of emergency responses (o
red calls ‘The Health Board Category A performance was 72.8% in March 2019 which exceeds the National target of 65%. Performance against MDU, POW
vt
3 |arriving within (up to and including) 8 this measure also exceeded the March 2018 response fime by 6.29% NA coo ou AsstCOO | P&F Commitee | P&F Commitee
minutes
plan ia vithin the annual plan for 2019/20.
e et Govermont 163p0mss 1 e Tentonmation Fune it v syerem casecty
M1g |Number of ambulance handovers over one >1 hour ambulance Wals n MArch 2019 was 920 s is:a T.7% reduction when compared wilh March 2016 which equales 976 1o enable tmely cischarge of patints ffom hospial, whist continuing to progress the development of coo | MPUFOW | assicoo | par committee | PaF Commitiee
our patients. However, performance against this measure has not achieved the internal trajectories set by the Health Board, s 1 ncrase communtty capacity and impfove Systom ow. Yee e waring with the Nations!
Collaborative Commissioning Unit to target reductions in the longer ambulance handover delays at
Moriston,
Stroke Care
Whilst there has been an improvement in admission to acute beds in Morriston — pressures at the Princess of Wales have not improved.
The actions that we have taken to address this has included support from the NHS Wales Delivery Unit. Following the recommendations.
Direct admission to Acute Stroke Unit (<4 raised in their report, Task and Finish Groups have been held to address the admission, flow and discharge processes to improve their | The policy for the protection of acute Stroke beds need to be diligently folowed and only in very rare DU, POW Stroke Service
mis | compliance against this standard. This is clearly a difficul task when faced with unscheduled care pressures but f i one wich we ceptional circumstances should they be over ridden. Paients need to be folowed through the coo 15O | assoc pir Ras | improvement | par commitiee
acknowledge needs to improve and our Delivery Unit teams are working hard to improve their performance in ths area. The position has | pathway with transferrs arranged to rehabiliation at pace. Board
improved in Moriston and the actions taken to appoint additional middle tier medical staf albeit there remains a constant vacancy
pressure to cover) to provide increased out of hours cover will assist in managing patients into appropriate beds.
The standard of CT scans within 1 hour is currently not agreed locally for al strokes - this wil be reviewed with the new Health Board's Stoke Senice
radiology department with a consequent review of the approaches to delivery considered. We currently aim to undertake a CT within 1 | A meeting is being arranged with Radiology and Stroke teams to address pathwiay policy changes MDU, POW
m <
16 |CT Scan (<1 hrs) hour for the thrombolysis calls alone, the remaining patients are falling under the RCP guidance of CT in <12 hours (which you will note | and to faciltate greater and more timely access to CT scanning provsion. coo Dy [ASSocDITRAS| Impoverent | P&F Commitee
or4 compliance is mainly achieved) but would hope to scan everyone ASAP and within 1 hour it possible. NHS Wales Outcomes Measures.
Consultant assessments at the Princess of Wales Hospital, currently has only two full ime Stroke Consultants and as a result
performance for the review within 24hrs i variable in periods of leave and sickness. The Consultants have recently agreed a new job
pssessed by a Stroke Specialist Consultant plan with the Service Group to provide ward cover during periods of annual leave. However, there remains the outstanding pressure out | Morriston has seen improvements bu unscheduled care pressures will continue to potentially DU, POW Stroke Service
M7 | o (j ahrs) P of hours and at weekends with formal cover and responsibility for Stroke patients being reviewed by the medical duty teams. There is a | compromise availability. The HASU Business Case with a dedicated 1:8 consultant rota is the coo BU Assoc DirR&S | Improvement | P&F Commitiee
v similar pressure in Morriston with there being no formal Stroke Out of Hours rota — activity i being covered by the Medical Team there | preferred model to address this target. Board
also. However, the work within the Health Board around the development of a HASU has indicated within its minimum standards that
there ought to be a dedicated 18 Stroke rota — and this will be explored further as part of the Business Case.
‘Achieving the Thrombolysis door to needie tme has proven dificull - actions taken include the addftional appormtment of medical middie Sroke Servce
- tier posts in Morriston to improve support to the A & E department and to improve access 1o timely thrombolysis — those eligible for POW have good access. Morriston Clinical Fellows wil need to respond to pressure of timely access MDU, POW
m «
18 | Thrombolysis door to needle <= 45 mins thrombolysis recelve the intervention in a timely way. The Units have been reviewed as part of the all Wales thrombolysis review and | out of hours (which is where the pressure poin remains). 30.00% coo Dy [ASSocDITRAS| Impoverent | P&F Commitee
from tha orocess have been develoned and actioned as anpronriate
Planned Care
Planned Care
The Seage of patients waiting less than 26 The 2018/19 percentage continues to improve from March 2018, The March 2019 position was 89.32% which i the highest reported Service
m
19 [The Yage of patien: s Further work continues to closely manage performance and drive delivery. 89.30% 00 [AlscueDus| AsstDos | SENER | par Commiee
Board
Planned Care
M20 [The number of patlents walting more than At the end of March 2019, there were 2,630 patients waiting over 36 weeks which was within the agreed control total of 2,664. NIA coo  |Allacute DUs| AsstDos Service P&F Committee
36 weeks for treatment Improvement
Board
e number of patients waiting more than 8 | 2 At the end of March 2019, there were 437 waiting over 8 weeks for a diagnostic test. Allof the patients waiting were waiting for cardiac NHS Wales Outcomes Measures Planed Care
M21 P 9 tests which are subject to the new reporting regime from April 2018. The Health Board agreed a control total of a maximum of 450 for the | N/A 437 coo Allacute DUs | Asst DoS P&F Comnittee
weeks for a specified diagnostic test o Improvement
Board
The number of patients waiting for an Avalidation team has been recruited and will commence work in Q1 with a specifi remit to cleanse Planned Care
w22 |outpatient follow-up (booked and not ‘The number of patients waiting beyond their scheduled follow up date was 67,908 at the end of March 2019, This was the largest number |data and to enable focus on specialties with the highest volumes. The Outpatient Modernisation 00 | Alacuenus| Asstoos Service PaF Committee
booked) who are delayed past their agreed in 2019. 16% of the delayed follow ups were in Ophthalmology which is subject to specific gold level support and scrutiny. Group is developing an action plan to implement the 5 new proposed performance delivery Improvement
target date requirements from the national planned care programme. Board
Cancer I
e percentage of patients newly diagnosed Cancer performance delivery remains a significant concern and isk for the Health Board, which has been compounded as a result of | 8 session Consultant Clinical Oncologist post have been advertised.
it ‘l v r?m VI: e uraont n’j'u o gm o specific service pressures in some of our high volume demand tumour sites; at Princess of Wales Hospital, Breast and Urology and + Gynaecologyare to utiise theatre capacity in Hywel Dda from the end of April, this will help to
W23 [started definitive treatment within (up to Gynaecology in Swansea. reduce overall waits to surgery for both Hywel Dda and Swansea Bay UHBS. HB wajectory s 98% (WG target)
started definive ireatment within (up the last 2 months we have reported our NUSC compliance as:- Jan 98%; Feb 95%. Dralt figures for March 19 indicate projected - Chemotherapy Day Unit assessment wil take place on 11th and 12th April to establish if the lectory &
neluding) 31 gays of diagnosis achievement of 93% of patients' starting treatment within 31 days. At the time of writing this report there are 9 breaches across the | changes to the delivery model implemented as part of previous Service Improvement projects are stil
(regardless of referral route) Health Board in March 2019. working and to consider further changes to ensure maximum utilisation of chair time.
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impact

Re:
Delivery lead

ponsibility and A
9

Corporate Priority Progress Current position where Monitor 9 Board
Action Timeseale |—-——— S o Quarterly commentary on progress Mitigating Action for Q4 if Amber or Red Measure B e e [ ExecLead | Delvery iead | Nonitor o
Cancer performance delvery remains a significant concern and fisk for the Health Board..
In the last 2 months we have reported our USC compliance as:- _Jan - 85% Feb 815%.
Draft figures for March 19 indicate a projected achievement of 83% of patients starting treatment within 62 days. At the time of writing
this report there are 23 breaches in total across the Health Board in March 2019, Concerns remain vith the Urology Pathway vith the
highest number of patients in backlog.
+ Additional clinics are being held where possible.
- Areview o th ulsaon of RALP sl n UHI and aplons (0 ncroase RALP capacky ars unndenvay
* Significant sckness at Morristonhas resulted n long wats to PSAJprostate biopsy cinics. The Unit are now approaching agency for | . 4un Gynac-oncology Consuitant has bene appointed folowing interview on the 22nd March
Qua ovar s suppan e dgnoste pce o e pate. + Head and Neck Lump pathway is to be partally implemented from late Apri, with fl
The percentage of patients newly diagnosed « Workforce issues continue at POWH implementation in July when the new consultant commences in post ~ this willstreamiine time to
with cancer, via the urgent suspected Breast senvices remain out of balance mainly due 10 gaps in service provision and the abilty 1o match up breast radiology With Beast | diagnosrs for head an neck and naematological cancors B astony s 50% (WG gt
M24 | cancer route, that started definitive ‘Surgeon activty.  Detaied Radilogy Demand and Capacity plan inclucing repoting tim reurements s being jectory 9
reatment within (up to and including) 62 - Gl capacty and racilogysicknes s an suo at Swansca. The Health Boar i woring wihradiology Goleaguos o o1t i | o rough, noludng miroducton of o Gashooa )
days receipt of referral are coverexiibackfiled and exires are in place wherever possible ere re sinifloan wat 1o prostas bopay o Momaton due to plamne and nplanned sickness,
*Consuant Rdioraphr st jon e feam I Marc o wo days  week the service are liising with agency to support the service in the short term.
+ Working continues across sites to ensure al theatre capacity i utised and backfiled
- Managermont of servicosfor Breast at Swansoa il ansfor o Singlton Hospal fom tho 1 At allwing Boundary harges
Within Gynaecological and Lower Gl se
- Additional thealres have been arranged on an adhoc basis where possible to increase surgical capacity and reduce wail to treatment
times.
- Surgical capacit o Gynac-oncology unde i e 0 possily swap thelr sessons i another spcials 0 croass avaabl
capacity at Morrit
el backfl and WLI clics has been arrange o accommdate LI USG referals.
HCAlS
\izs |Achievement of C.Difficile trajectory (15 % At the end of Quarter 4, the Health Board had achieved a 37% reduction in C. dificile infection. However, the incidence of this infection | bon AlDUs Head of | Infection Control | P&F Committee &
reduction) in the Health Board was the second highest in major acute Health Boards in Wales. Nursing, IPC | Commitee | Q&S Commitiee
- Delvry Us a1 o progoss PDSA sy qualty mproveront acites, wiha focusan vashe
vascular devices, across acte
V26 |Achievement of . Aureus bacteraemia Althe end of Quarter 4, the Healih Board failed 0 achieve its goal of a 10% reduction in Staph. aureus bacteraemia. Although, a 69 |+ DeIvery Units are o extend Ao Nontoue Techniuetarin, v campetence assesment, (Q4 18/19= 45 compared with on AlDUs Head of | Infection Control | P&F Committee &
trajectory (10% reduction) Que reduction ias achieved, the incidence of this infection remained the highest in NHS Wales. e e e 10 focus Improving ANTT competence assessment compiance i those lnical | |NHS Weles Outcomes easures Q4 17/18= 50) Nursing, IPC | Commitee | Q&S Commitice
areas where patients undergo frequent vascular access (e.g. Haemodialysis Unit, Chemotherapy
Unit_etc)
- Delivery Units are to progress PDSA style quality improvement activiies, with a focus on urinary
w27 |Achievement of E coli bacteraemia At the end of Quarter 4, the Health Board achieved a 4% reduction in infection, thus faiing to achieve its 5% infection reduction goal. | catheters, across acute sites. 4% reduction (Q4 18/19= 102 N AlDUs Head of | Infection Control | P&F Committee &
trajectory (5% reduction) The incidence of this infection in the Health Board was the highest in NHS Waies. - Delivery Units are to extend Aseptic Non-touch Technique training, with competence assessment, compared with Q4 17/18= 105) Nursing, IPC | Commitee | Q&S Commitiee
to medical staff
The Transformation programme SITUGLUTE Wa presented [0 6xecs covering Siralegic Framework for Adult MH, OPMH and LD
A Clinical Review of Community LD services was concluded adn the formal report is
AWorkshop was held with 7 local authoriies, Cardiff & Vale and Cwm Taf Health Boards to iniiate agreement for a shared service model
between commissioners of the Senvice provided by the MHLD DU and the development of proposals for change:
Pathway work for OPMHS that transcends part 1 and 2 Mental Health Care has been developed and is due to be consulted upon by
Rebalance mental health and learning medical colleagues working in the region. The pathway includes Standard Work Tools detailing the necessary steps and standards of | A proposal for prograr resources was presented to Western Bay. Head of VD
W28 |Glasaiin, modele from moations 1o o Care for a1 consicer t each stage of he pathway. This deal includes nformation to At decision Making, outcome measures | T f for a Programme Manager 10 versco and 4 project managers 16 support ransiormaton Measure TBC. o0 MHLD DU | Pamngand | Commissioning | P& Commiee
models from P o be considered, evidence based interventions that may be appropriate for the individual and carer and considerations for discharge from | programmes for OPMHS, AMH an P missie
community the service- this detail is based on current evidence, NICE guidance, and the requirements of the Mental Health Measure Wales 2010.  |the proposal broadly were supported and are being progressed with modifications.
Another more concise easily understood pathway has been developed in draftfor clients and carers that is complemented by a visual
representation of a Dementia Friendly Community in Swansea Bay. This is due to be consuted upon by people fiving with dementia in
receipt of a service from the Alzheimer's Socie
Ward 21 in POWH successfully transferred to Angelton clinic with the emply space released to POWH.
Prontass cnnfinias with the rerbirtion af nennis waitin for nevehninnieal theranies and as of the end of March10 there were n nennle
Reduce healthcare, professional
i o
A24 | Maimise use of 111 model QuQ4 111 s ully utiised across ABMU Health Board. NA comeyances to hospi coo PCSDU | Headof OOH | Improvement | P&F Commitiee
Board
Trere s s n xpansion of Remote woking G 1037 (kg G wking o egons b cverng he Ciical Sport b Moot NHS Wales outcomes
Amove to HVS in Morriston to enable development of Roundhouse model has been agreed, a target date for move set for middle of standards for GP access 95 % of GP practices open during
Febmumry 2018, ‘ X cdaly caro hous or it 1 hou s
Implement OOH changes of daily core hours, USC Service
Improve access to GP care including changes 1 xBand 6 Nurse from 111 started to undertake sessions (7 hours per week) in Urgent Primary Care (UPC being is used as descriptor Head of
25 [Imoicue access ! Q104 o7 Senct 1Stea ot GPOOH 1 seDreSen e Tl aciiny ke U o SOTUSt) o6 pars of Poumdason cres on MEe. Work will continue to take forward draft JD for Nurse Faciltator role and pursue recrutment oot iy Care s | 22001C7 Bt aterng coo PESOU. | oy G | Imorovement | paF Commitee
Honorary contract is being established for a second Band 6 Nurse to start in Urgent Primary Care. ‘a"ns or 2018/19"{ 12%0 houre etwe
Agreement has been reached with 111 to explore the potentia to rotate 111 Band 6 Nurses undertaking telephone triage to also L
undertake face to face appointments in Urgent Primary Care. Paramedics are ndertaking all evening and overnight home visits in Urgent
Primary Care under a Service Level Agreement with WAST established 5th November 2018,
100% of community pharmacies across ABMU were commissioned to deliver the Common Allments Service by 31 December
- 3276 consulations delivered to date. The prime objectives are to educate patients to seek the most appropriate/prudent Health Care
advice and release GP time but ith consultations estimated at £18 each (compared vith £35 assumed for a GP consultation) the cost
Increase access to pharmacy-led care, diferential equates to an opportuniy cost saving of over £6500 Nurse Director || USC Service
A26 | maximising the use of the new Pharmacy Q1Q4 - 1% increase (98 total)in pharmacies commissioned to provide flu vaccination NA Measres TBC coo PCS DU Improvement | P&F Committee
contract + New enhanced services commissioned to date have included: Board
o Emergency Medications Supply Service (in 102 from 10 pharmacies)
0 105 Pharmacies now open on a Saturday: 16 open evenings and Sundays
0 Medicines Sunnort far Care Homes (une 2018)
Achieve Western Bay programme
Meimise impact of Community Resource This is part of the Health Board's Winter Plan for 2018/19, The Health Baord has an integrated Frequent Fiyers Service for Swansea City measures for admission avoidance USC Senice
n2? Teamssan d cpmmum i} "Zs o:se fm dels |02 with acute, community, social care and third sector involvement who also link with Community Resource Teams. This supports the NA €00 pespy | Nurse Director | - mvem:m P&F Cammittee
o 'y rapid resp collaborative approach across units and agencies. The group identifies patients whose needs are increasingly accessing the Emergency Complete review of investment in PCS DU "Baav o i
P Department. For 2018/19, this arrangement is being developed further to identiy a wider cohort of patients across the wider system. intermediate care and CRTs to
masimise return on investment
Reinvest resources from anticipatory care Reinvestment completed and Nurse Director | USC Service
BB | ey oo oo @ Anticipatory care has been mainstreamed info core services. |ACP is now embedded into community nursing teams tehicl efcencesrleased coo PCS DU by | Improvement | PaF Commitee
Review sKill mix in community nursing and USC Service
y The Health Board is implementing a new policy to enable HCSW to administer medicine and is scoping the development of a band 4 | DP principles have ben applied. New Band 4 roles are in place in the community. On going work 959% of recommendations Nurse Director
429 |mplemen changes recommended by Cordis |Q3-04 T, e o o e coo PCS DU mprovement | Par Commitee
Development of EMI care home in-reach
Services to support care home st in Care Home in reach teams are operational in each Local Authoriy area. Reduction in admissions from TP Leaq | USC Senice
A30 | management of mental health needs of QuQ4 Manual retuns of activity has been collect NA EMI Care Homes on 2017/18 coo MaDDU | WIELEA | mpovement | PaF Committee
residents and avoid need for referral to ED or A plan has been developed for inclusion of senvices on the clinical portal for electronic performance monitoring. baseline Board
admission to acute or psychiatric inpatient care
Implement joint Wales Ambulance Services The joint work programme betvieen WAST and the Health Board continues to be implemented focussing on a reduction in HCP calls. | The falls response vehicle introduced over the winter months is being maintained in the new financial | | Reduce conveyances to hospital USC Service
A31 |NHS Trust (WAST) / Health Board infiatives | Q3 + There has been a 5% reduction In the number of ambulance conveyances to hospital when comparing 2017/13 with 2018/18. This | year in Swansea Bay UHB as this is one of the big 5 conditions and is having a positive impact on | for non-acute the 'Big &' conditions coo AsstCOO | Improvement | P&F Commitiee
outined in Appendix 10 equates to just over 2000 fewer conveyances: reducing patient conveyance to hospital against the 2017/18 baseline. Board
Refresher training of care home staff on the I-Stumble version 1 ool across the 3 local authoriies to improve the management of patients
who have fallen but who have not incurred any physical injury has taken place:
\mplement revised falls pathviay across the - I stumble version 2 has been approved and will be rolled out for rial implementation in the Pobl homes in NPT and i 4 local authority Reduce conveyances for non- USC Service
sz [[rbiement e pathway Qo4 residential homes in Swansea. Training started with one home in NPT and will be rolled out to the remaining homes Using this tool will |N/A injured fal patients against coo AsstCOO | Improvement | P&F Commitiee
support a reduction in the risk of pressure damage for ‘long lie' residents awaiting a lower acuity ambulance response. WAST has also 2017/18 baseline. Board
commissioned 2 falls response vehicles in the Health Board as part of the winter plan to reduce un-necessary conveyance of falls
natients to hasnital by an emernency ambuance
Provision of ambulatory care services within exsting 16sources 1s ongloig, including 257% of acute medioal admissions
Continue to develop ambulatory care models “The medical day unit hours at Singleton. Further development of hot clinics is being planned in Q1 at Morriston hospital. A DU review of to be managed through an AEC USC Service
A33 | across the Health Board. 2 - Review of 3 ambulatory care pathways i Singleton — DVT,PE and pregnancy. current ambulatory care senvices commences at the end of April 19. pathway - measures in coo AsSLCOO | Improvement | P&F Commitiee
- Introducing fast track referral pathway for post operative complication patients at Moriston pathway - me Board
- Maximisin the dav unit at NPT hosoital P
Implement changes to surgical unschedulcd _
care pathways at POW within resources, €. Ambulatory Emergency Surgery +A second test of changewas deered for S weeks flom Al June 2008 1eSullng in & 42% reduction 0| No further action can be taken as this requires capital and revenue funding to progress. Schemes | |Contribution towards achievement USC Service
A3 | care pathuays al POW wihin resources, Q Emergency General Surgery admissions and an improvement in 4hr performance ranging between 2.63% and 5.39% daily. o e e e g 0 Proge Tbuton ot achever coo POW DU | SD,POW DU | Improvement | P& Commitiee
o nways: + A surgical ambulatory emergency care unit was piloted in Q2 and able to demonstrate a positive vmpmvemem 9 Y P p & Board
Permane messies ot fesponse o el modiced
1 hour response time for ED re
: 98% compliance with 1 hour
"4 gt s oo om0
) for psychiatric liaison USC Service
Ags | Peyehiatric iaison service measures to be Q1-Q4 Regular reporting on performance has been implemented § Undertaking stalf consultation for OCP regarding hours extension beyond existing 10pm. services. ED Response within 1 hour 76% coo MHLD DY | IMTPLead |l ement | P&F Committee
introduced. - Resources have been allocated to extend hours of services operation at weekends and posts recruited to. However maternity leave for B numbers o frequent and within 4 hours 91% MHLD DU wovern
tstin st mbers ha hd an mpact o capactya psts Wer ot backfec. Ao fectumen b vacarcie flowing post ket B et of 1
- Proceeding with Staff consultation regarding extension of service at weekends and bank holidays. This delayed start date which is now 2017118 baseline
forecast for Jui at the earlest
Improve advance care planning fo indviduals Opinise support fo our patents Eol Deliery | USC Senice
Unscheduled Care | A38 [0 have avances,progresive e iming Q1 Macmillan-funded Advance Care Planning team is in post e ot DoT Panteaq’ | Imorovement | paF Commiteo
Service
Improvement Plan USC Service
g7 |Implement ECIP plan within resources at Q2 The USC improvement programme for Moriston reflects the recommendations from ECIP. NIA Contribution to achievement of HB coo MDU SD, MDU \mprovement | P&F Committee
rriston target for 4 hour wats on site. rovern
The USC improvement programme for Princess of Wales hospital eflects the recommendations from ECTP
The report from the NHS Elect plan has informed actions developed and implemented in Q1 and also going into future periods. Examples USC Senvice
Implement ECIP plan within resources at such as AESU (Q1) and fraity at the front door (Q2) came from this work. Contribution to achievement of HB
A8 | powH, Qt POWH ED implemented a "Minors in May" intiative which resulted in minors 4hr performance improving from 90.32% (225 breaches) to | /A target for 4 hour waits on site coo POWDU | SD.POWDU | Impiovement | PAF Commitee
97.55% (68 breaches) at the end of Q1.
Minors stream winerahiity in and during times of sionificant crowding within the ED
100% of patients categorised as USC Service
39 |Ensure Minors sreams meets 4 hour standard. |4 iors peorance s e e by e rs e, s s et n veingove g and g st | Aditon)ENP covercurng e rioons n verings ot POW ED urded ol vt e o 1 coo | MoulPow | sPow 1D | LIS | o o
- hours. Board
Compliance with SAFER flow bundies_remains a priority for the organisation Delivery unit progress
will be monitored at quartery performance reviews. Measures that monitor improvements in patient | | o7 2! Patents discharged home
“The implementation and roll ou of the SAFER flow principles remains a key element of our USC improvement plan and is overseen by [flow include:  The number and percentage of stranded patients e | [ e et have an USC Senice
Ado | Consistenty implement SAFER flow bundie on | o, the USC delivery board. percentage of patients discharged before midday e e e 00 Alhospial | oo | e SeMEe | e Commitee
all wards as a Quality Priority. + The findings from the DU complex discharge audit confirmed that there is evidence of wards where there is exemplar practice in the |+ The number and percentage of patients who have an estimated date of discharge to inform their oo ait oo e?n s units "B o
application of the SAFER process, however there remains variation in relation to wholesale implementation. discharge planning arrangements. mea:we T through the pation
A evsed Healih Board patintfow polcy il be competd n Q1 quater which il reinorce o g
SAFER 25 the framewnric for ensuring natient fiow and sa low Work stream.
USC Service
Roll out TOCALS model to Singleton and Initial mapping is undervay. A Project is being taken forward between NPT Unit and PCACS unis to map pathways regarding Discharge | A Project is being taken forward between NPT Unit and PC&CS units to map pathways regarding
aa1 [RoLo Q1 PG [Sawios il Model rolled out coo NPT DU NPTSO | mprovement | PaF Conmitee
improvement in compliance with
‘The liaison service continues to prioritse referrals for AMAU to support older adult patients with cognitive impairment to prevent same day assessmentby USC Senvice
aa | mplement measures for mental health services | admission to acute general wards and aim for patient to return to their own home. NA guﬁms fob o0 MHLD DU MHLD SD e | per commit
o general wards @ « Liaison support workers work with identified patients and support them during their admission. aseline provemer ommitee
Reduction in numbers of patients Board
on general wards awaiting a MH
bed
he original plans to enhance and develop frailty models during the year within existing resources have largely been implemented. This
includes the following services:
0 TOCALs into Neath Port Talbot Hospital
Agg | Imlement comprehensive geriatic assessment | ) o The full implementation of the multi disciplinary older persons service at Singleton hospital ( ICOP) A :Z;/:Z' g‘éf"‘;g::[jss{:m o 00 Alhospial |, oo \L.‘nscm%::rf; PaF Commitee
for all patients >75 years (Qualiy Priorty) o Embedding the redesigned fraifly model at POW. This includes enhancing senior clinician presence at the front door of the hospital oo, units proven
rom November,
o Implementation of the older persons assessment service at the front door of Morriston hospital
- The intermediate care consultants all proactively undertake CGA's.
Implement measuires for the new Western Bay Al ospital | N Director | USC Service
A | e Q24 Discharge standards now in place. New audit ool to assess against the standards is being evaluated DTOC standard measures agreed, DTOC rates improving, new improvement team in place Compliance with the measures coo 1se Uector | improvement | P&F Comittee
- Board
i vt vy s gt i Additional support is being provided to enable improve discharge at an earlier stage to reduce the demand on domiciliary care. Working | Rapids is in place, but overall capacity based on funding can stil limit discharges. NPT is Sustained reduction in Medically Alhospial | Nurse Director | USC Service
B | e s e @ th SCS is undenway regarding conlracting a revised model of domiciiary services. Working continues with NPT around supporting rapid | undertaking a ull review of their service model. There is no improved management response for the | |Fit for Discharge patients > 7 days. coo DSl Improvement | P&F Committee
ary access domiciliary services escalation of discharge concerns on 2017/18 baseline Board
Compliance with SAFER flow bundies_remains a priority for the organisation Delivery unit progress
<The implementaion and rol out ofthe SAFER flow princples remains a key element of our USC improvement plan and s overseen by | °¢ Mmoniored at quarterly performance reviews. Measures (hat morilor improvements in patient
Develop Health Board - wide deconditioning the USC delivery board. e of pationte dsaian ed”;m’s o o pa Al hospital USC Service
A46 strategy - inked to SAFER flow bundle asa  |Q3 + The findings from the DU complex discharge audit confirmed that there is evidence of wards where there is exemplar practice inthe | P1e189° 57 PEUETE Foche fo' ot who ave an estimated date of discharge to inform their | | SiFategy Developed DoT jheis AsstDoT | Improvement | P&F Commitiee
Quality Priority. application of the SAFER process, however there remains variation in relation to wholesale implementation. d p 5 P o Board
discharge planning aangen
A vovisod Hoalth Board paentfaw polcy il be competed n Q1 cuarter whichwil reinorce SAFER
2 the framewnrk for ensirinn natient fiow and safery
ESD for COPD was supported by 1BG and Is being rolled out._ESD for stroke is being developed as a joint proposal between Morriston U5C Servce
Develop early supported discharge and Singleton units. Discharge to Assess model are also in development, AnESD for Older People pilot started in NPT in late Allhospial
AT eon o o oot romts v v Secomer i he s oo o st e om0 o sty 0| Model developed cooos | ATREE! | pssiDor | improvement | PaF Commitee
rolloutfor other sites.
~Fraily at the Front Door models developed on allthree main hospital sites
+ ESD for COPD being rolled out across the Health Board
- Innovative enabling ward in place at NPTH
+ Continuing focus on SAFER flow bundie
+ Improvements in rehab pathways and pull through to community hospitals
- Public engagement undertaken on Tranche 1 and Board decision made to proceed with additional bed closure on a phased basis Service remodelling schemes USC Service
adg | mprerent Sendce Remodeling programme i | g - 106 adult non-mental health beds (acute and community hospitals) beds closed over the last 18 months. Project formaly closed. implemented i line with financial cooDes Head o MTP | improvement | par Commitiee
o + Monty evaluation of system impacts through Service Remodeling Work stream Group plan Board
- Joint Evaluation Group with partners established - first meeting 30th November
- Bed Utiisation Survey undertaken on 3rd October - results will be presented to Execuive Team on 28th November.
168 beds closed over the 18month period of the project.
Closure report completed and signed off by Recovery and Sustainabilty Board in February 2019,
Joint evaluation group will continue to meet to evaluate the effect of the service remodeling.
Strengthened reablement focus, supported by PJ Paralysis. Service pathways al Gorseinon have been inked with Morriston Acuie Community Hospital models USC Service
Adg mﬁg?:l new service models for Community | o, Hosptalwih Consulant supportingcare i emergeny department enabing the commuriy hospal 0 provid sep up seces. Further L’“ﬂg';:’si:::“eps‘a,‘:)g":;;’::“sn’“:g‘:f‘:‘“" GH which has improved patient flow supporting transfers | i le mented in line with financial COOIDOHR | PCS DU N‘”;ESD e | improvement | paF Commitiee
i work being ndertaken thraioh the Clinical senvices Pian an future role and 9 i olan Board
USC Service
AS0 iz?:;:‘[;"’“"‘becmmy pathway for ABMUHB | ) This will be a commissioned service by WHSCC from the 1st April 2019. WHSCC commissioned Service planned to be in place from the 1st April 2019, Pathway in place. coo "‘”&E!“m' improvement | P&F Committee
Board
Assoc Director | USC Service
A5 |Promote FAST i the identification of strokes | QL-Q4 Continuing to support National work / communications. Ongoing NA coo Improvement | P&F Committee
Board
- : USC Senvice
. 5 day services are operational at both Morriston and POW units — NPT does not currently have a 5 day service and the clinical and Access to TIA clinic within a Assoc Director
As2 | Continue to develop TIA senvices QuQ4 DS oAV A A A A MOS0 N Service Director discussions to be completed on where best to provide the NPT service. s a2 () coo o mprovement | per Commites
USC Service
Capture patient reported outcomes through ’ Assoc Director
B | B ey matoet sy, [ Increase in use of PROMS DoN o Improvement | PaF- Commitee
Stroke Service
Actions A4 |improve access to fe after stroke' cinics. | Q3 e e coo L Improvement | PaF- Commitee
a0ainst 2017/18 baseline.
Increase the number of patients
ESD for COPD supported was by IBG and is being rolled out. ESD for stroke s being developed as a joint proposal between Morriston
55 ::;'fj:zz;“:‘"e::ufﬁ‘:: e boghiond o and Singleton units. Discharge to Assess model is also in development. ESD for Older Peaple pit started in NPT in lae September - | ;f;;“"'a"’g;:"‘gj‘;"’:i':"\’mu i oo Assoc Director | [SCSEMCE | ommitiee
P 9 results were. evaluated in December showing the mode is effective and further work is to be done to assess sutability (o rolout for other g throug| A Ras i
resources o improve services, oS! rehabiltation model, on 2017/18 Board
- baseline.
Ensure all stroke pallative patients are Increase in number of patients USC Senice
managed in accordance ith the All Wales who are managed in accordance Eol. Delivery
A5G | o astior e e et s of | @104 All Wales Care Decision Tool available across the Health Board NA o e Managed i accordance. Dot Pl Loa | Imorovement | Par Commitee
e, Tool against 2017/18 baseline.
76% of electronic referrals were also prioritised electronically during Q4. Two specialtes remain outstanding: Burns & Plastics and We coninue lo work with Gardiology (West) to implement primary.to-secondary e-referrals prior (o | | eferrals submited through e- restDral | e
A57 |Roll out and develop use of E-Referrals. Q1-Q4 Carciology (West). &R are wnstm: by Cardiclo (wéo 9 P o piloting hospital-to-hospital e-referrals. B&P also require the ability to send inter- and intra-hospital bt ‘o Coo/oT Initice | morevament | P&F Committee
9 Y o4 referrals which wil be implemented following Cardiology (West). Faonrd
Core o soropmoroves Planed Care
A58 |Build whole system pathays oros Fraity, dabetes and COPD pathways have been develope in accordance vith the Annual Plan and Commissioning Inentions for the | Fraity, diabetes and COPD pathways have been developed in accordance vith the Annual Plan and | | 2% 10 SoVelop IHPoed coooT Assoc Director | Service PaF Commitiee
IMTP for 2019-22 Commissioning Intentions for the IMTP for 2019-22 of R&S Improvement
- enabling the patient to be treated e
and managed appropriately
F—_—
s |Planned care programme deivery of changed | o Audiology, eye care and dental planned care pathways have been developed in accordance with the Annual Plan and Commissioring | Audiology, eye care and dental planned care pathways have been developed in accordance with the | (12020 2 P Assoc Director | Service PaF Committee
pathways of care Intentions for the IMTP 201922 Annual Plan and Commissioning Intentions for the IMTP 201922 St optomety e or of R&s Improvement
Supporting Glaucoma aciiviy. Board
nitialise new Planned Care
programme groups within the
Health Board - working with the
National programme roll out.
Extend the Planned Care Programme to 014 Planned Care
ago | 2dditionally cover OMFS, Gynaecology and National programmes have been delayed National programmes have been delayed. Set up appropriate data sets to cooipoT Assoc Director | Service P&F Committee
Vascular Surgery as part of the roll out create base line and develop of R&s Improvement
programme. models of care consistent with Board
national evidence.
Develop a resilient and
Sustainable ian
Virtual cinics already developed in
planned care programme aciiviies Planned Care
gt |Develop experence gained flom curtentvirual | o Patient Knows Best technology is being rolled out to embed self-management. Virtual cnic concept s encouraged across ofher NWIS PROMs is now working within Orthopaedics and PKE is being pioted in Urology. Shared ~share knowiedge and develop P Assoc Director | Service PaF Committee
clinics and share across other specialiies. specialies. experiences of new ways of working are being discussed in the Outpatient Modernisation group. approaches for increased use in of R&S Improvement
other specaites across the Board
Health Board where appropriate
Develop non-meccal soluions or patent Covomeny I Theapio | Dontiss nssocDiecor| - Soni
62 | review - extended workiorce skils for Nursing | Q1-4 Work has been undertaken in Optometry, Audiology, and in a number of nurse led services across a range of specialties. Extended models are being rolled out - e. extended ODTC plans into Primary care oot Nore ity coo/poT priiie improvement | P&F Committee
and other professionals across range of services. Board
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Actions and imescale impact Responsibilty and A
Corporate Priority Action Timescale |———Frodress ] Quarterly commentary on progress Mitigating Action for Q4 if Amber or Red H Measure B e o || ExecLead | Doivery lead | Moritoring Pz
~ New — DNAs reduced from 6.60% 0 5.40%
+ FUP — DNAs reduced from 8.90% to 7.00%. Ratios meeting national best Assoc Director | Service
A63 | Review New to Follow-up ratios Q4 - The Health Board Annual Plan 2018/19 has identiied a target of 10% reduction in New Outpatient DNAs for 2018/19. The Outpatient | VA practice See 032 coorbet of R&s Improvemen; | P&F committee
Groun has also anolied this taraet to Follow Un DNAS Roard
Develop ciinical office sessions in job plans for Greater throughput and active nssoc Direcor| | “Sondi
A4 | [ Delivery Units are to implement clinical office sessions in job plans for key clinicians as part o the Virtual clinic developments and impact. | Job Planning is vith the Delivery Units to address. monitoring rather than face to coorpoT P&F Committee
ey clinicians. ooy of R&S Improvement
Develop Theatre Eif soard ro Theatre Efficiency Board has been set up with Terms of Reference and a Mult Disciplinary forum. Challenging Performance and Ass00 Plagne Care
g5 |Develop Theatre Efficiency Board role in QL4 + Local Delivery Units also have theatre committees to take forward local actions. Theatre Board arrangements are under review with a greater focus on performance improvement. building best evidence base line cooipoT ssoc Director ervice P&F Committee
improving performance across sites. of R&s Improvement
 Information and performance measures are being reviewed. performance measures. fovern
Develop and agree best practice
Finalise and introduce revised
Planned Care .
Service Pamned G
Improvement Plan lanned Care
oo Ags | ovelop and implement best practice agreed o3 A Pre Assessment Task and Finish Group has been set up and has made recommendations which are now being taken forward in Pre Assessment changes have been implemented with a more centralised and coordinated approach | |A9"e€ and implement proposed Assoc Director ervice
Solutions to improving pre assessment 4 B e e e ph e oS e e changes cooipoT e , . | PaF commitee
ancements iscussion with the Moriston Delivery Unit. Clinical guidelines have also been identified and are being consuted on. 0 systems and pathways. New arangements are to be monitores o improvemen
Board
Reduce on the day cancellations /
eliminate not it for surgery
patients and those that no longer
require treatment - increased slots
wailable.
Look 10 introduce IT to improve: Planned Care
67 |Review theare scheduling of aciiviy. QLe Local Theare groups are reviewing utiisation and access — fallow theatre sessions are being moved to areas requiring greater access | o'k I O 90ing and changes to monitoring being planned as part of the performance focus selection / planning and cooipoT Assoc Director | Service P&F Committee
changes mentioned above. communication between of R&s Improvement
and theae lists Poard
Review current activity performed
Review areas where new equipment / Soltonsare beingprogessed nareas such s plstic surgery and orthopaedic ands 1 maveday Gase acthiy out of theatrs and o in Morriston that could be Planned Care
qs|1echnology could shift actvy t Day Caseor |, outpatient treatment sessions where i is clinically appropriate and evidence he work is due to be partally commissioned towards the end of June wih the remainder completed safely in Singleton. cooieT Asst DoS Service PeF Committee
Outpatient procedure / other hospitals within Approvalhas baen Gven to evelop a dedicatod Plaatc Sugery Day Case Unit i  Morision Hospital. Further design work is required in | commissioned in August. Improvement
|ABMUHE not compromised for beds. one location Review procedures that would be Board
best performed as day case.
rk with partner Health Boards to identity Through regional planning both Health Boards have agreed that pursuing additional bespoke capacity is not required for 2018/19 and Fewer cancelled procedures. N':":"":‘ ""’"’:":‘"ds mbz"“:"e': P‘ag"‘zd Care
A69 | regional solutions to deliver routine elective QL4 2019/20. Hywel Dda achieved a nil 36 week wait position for orthopaedics and the Health Baord performed better than profile for NA Timely access and reduced RTT | O 1€ day opt the day before for COO0IDoT Asst DoS ervice P&F Committee
specified non-clinical reasons Improvement
surgery in protected capacity. orthopaedics 930 against a plan of 1,048. waiting times pressures. A fovem
Signed off plans in place. €00 anned Care
Clear full year capasiy plans in lace to defver The Health Board achieved its agreed position on long waits. A modest number of OPs were over 26 weeks at the end of March 2019 i
ATO Q (207). Therapy and diagnostic targets were also delivered. D&C plans were agreed and modified through the year to respond to NA Resources agreed. COOIDoF Asst Dos P&F Committee
agreed year end position Improvement
variations from plan and ensure target delivery fd
letters issued CO0-noE
Planned Care
Implement inpatient patient surveys in cardiac Assoc Director | Senice
ATL | e and ophinalmology. Q2 Surveys in place DoN e \morovament | P&F Commitee
Board
- Susainabiypans have boen agreed 1 OphIIogy Plamned Care
Ensurethat ol of FIU Prirty Acons fom « Urology is implementing PKB — self managed care — the service already has 1200+ virtual paients. Implementation of Planned care changes are underway. PKB roll out to be completed by May 19, | |Reduced backlog in FunB | Assoc Director
A2 | e are susiamanle [ ENT Giecharging s meating agread guideines - cinical excoption s ufronly bors evened Orthopaedic PROM (pre and post Surgical) are in place. ENT guidelines are being monitored with | |appropriate and timely monitoring €00/ DoT e ‘mmovemem P&F Committee
N dischargng i meeting agroed guidelines — clinical exception o & saftware i relemsed clinical re evaluation being undertaken at a National Level for one sub specialty area. of patients. fover
‘Agree with clinical teams Planned Care
Pracices are being shared within Outpatient Modernisation Board. Delivery unis are to implement.
Roll out experience and best praciice across PKB roll out to other specialties is alreadly underway with efforts to agree rollout into other areas such as Rheumatology. Outpatient progtarmme of otk iy Assoc Director | Service
AT3 | other specialities to reduce FUNB pressures. | 2+ Modernisation Group / National group s developign a greater focus on the area and have a revised plan to address in 2019 / 20. Zﬁ:}'ﬁ::z;‘;:z""c is funded and in the process of appointment to improve quality of reporting, address | | (o o, ing - Vascular €oo/DeT of R&S \mprovement | P&F Committee
Pl Sy Board
Continue roll out of PROM'S
Identity appropriate IT solutions such as systems. Assoo Director | | aned Care
A4 |Amplitude / other PROM's based systems to | QL4 NWIS PROMs roll out is being implemented - currently pre and post operative PROM in place. NWIS PROMSs implemented in two of the five phases. NWIS to continue to develop system, Coo/DoT ssoc Director ervice P&F Committee
Support NWIS developments and of R&S Improvement
assist monitoring and planning of reviews.
identify altemative options such as Board
in
[ Discharge arrangements reviewed
and plan implemented.
See on Symptom arangements in R,
Review Discharging ariangements to safely place. P e
A5 |discharge patients / and faciltate See on Q14 No information available coo/aT ) \movovament | PaF Commitee
symptom arrangements. Ensure Primary Care services =
£ ard
involved and aware.
Ensure Primary Care services
invnlved
Reduced number of patients
The Health Baord's Macmillan GP Faciliator has been doing work to improve earlier diagnosis. This has been mainly educational for GPs 2‘:‘3:"“" in an emergency
To support symptom awareness campaigns, and includes lectures at the Protected Time for Learning for the clusters as well as lunch-time clinical sessions. We have been . Qualiyand | o
collaborate with Primary Care to make available highlighting the latest evidence with regard to thrombocytosis as a possible cancer marker and making GPs aware of the ABMU CXR Standards
AT6 | fisk assessment tools, training materials and | @2 direct to CT pathway. Improved patient awareness of the pathway has been through use of the leaflet ‘Had a test- need another when | /A Improved screening uptake. coo Manager - | MProvement | PAF Commitee
provide access to specialist suppor GPs give the CXR request form to patients. Collaborative working with the radiology Department has meant that the same information is Reducing the praportion of Cancer oare
now given when patients arrive at x-ray reception through laminated information sheets and posters. Ongoing 'g the prop:
patients referred who will actually
be found not to have cancer.
The Cancer Information and Improvement team has built on the work undertaken by CAPITA last year and undertaken a full
capacity review of the following parts of the pathwa
+ A full demand and capacity profiing exercise of USC, Urgent and Routine work has been undertaken for the Endoscopy
senice delivered via the NPTH, Singleton and Morriston units looking at delivery of bronchoscopies, gasiroscopies,
colonoscopies, fiexible sigmoidoscopies or any dual combination of the previously mentioned procedures within those units.
~ A prototype live queue dashboard has been developed and verified. We are in the process of working with Informatics
colleagues to activate the live version in due course.
The Cancer Information and Improvement team have continued to work towards their goal of providing the service with a visual
it of o queue a h dferent component stage o th et cancor pathuays I o el o o team rt
Senvice Groups should have accurate and up-to-date information in relation to demand and activty, that they are able
Using CAPITA report and benchmerkin marior and feact o ea e, S they can atvel manage thei systes beore te beaches occur. Al capacn(y review Quatyand | oo
as been undertaken of the following parts of the pathway: Standards
77 |information implement demand/capacity plans  |Q2 B monel & Coatity Modoling Fe o NA coo Nanaoe> | Improvement | P& Commitee
for endoscopy and gastroenterology. Phase one was to create a sute of live dashboards’ by which we can monitor our weekly Urgent Suspected Cancer (USC): Cancer Soard
+ Referals (demand)
« Activity (number of USC patients seen at their first clinic appoiniment)
+ Waiting list (the cumulative difference between our USC demand and activity L. work-in-progress)
« Lead-{imes (time from referral to first seen in clinic)
« Predict future lead times (referral received to patient first seen)
cmrenuy complted e ews it or:Breast, Coorectl, Uraagy, Gastoenterology, Gynae Oncology, Lung, OM and Post
Bleed (PMB)
In atiion 0 s, prototype views have been developed for ENT, Dematolgy., Haematologyand Troracic patnts. These are
Yet o be builtin the live environment by Informatics and this will happen in due courss
Gngoing work. As above for endoscopy and pathology
+ The Health board is n the process of moving to one radiology system across al of s sites. The East of the HB (Princess of
Wales and Neath Port Talbot hospitals) has been using this system for some time. The west of the HB wil be moving to the
new Radis system on the 24ih of November.
+In preparation for this the Cancer Information and Improvement team has developed a prototype live dashboard view that will
allow the user to access current queue information for all CT,MR and USS scans for all USC, Urgent and Routine scan
requests received in the Health Board.
+ The prototype dashboard and accompanying stock and flow models have already been  built and are currently entering the
Profing endoscopy, maging and patlagy verification phase of testing ahead of a ive click view dashboard being made available. The dashboard vl allow users o Qualty and
demand to ensure sufficient capacity is in place acively manage queue length and the outpus from the dashboard vill be used to power models of the system which vil allow Yoty ool | cancer senvice
AT8 |10 Support complance wit cancer weiting mes | 02-4 us 1o ensure we have enough capacity available to complete the diagnostic phase of the new single cancer pathviay. NA coo Vanager | merovement | P& Committee
and the introduction of the single cancer As above. The HB have submitted demand and capacity information to the NHS Delivery Unit using an analysis tool developed Spager Board
pathway.” by the NHS DU. It was noted at a Single Cancer Pathway meeting on the 17th October 2018 that all HB's had difficulty in
extracting the required information from systems at the detail required, particularly in relafion to cancer investigations as there
is no consistent flag across all clinical systems to identify cancer from urgent or routine work. The Cancer Information team
have been working closely with radiology and Informatics colleagues to identity point of suspicion flags within the recently
introduced Radis Il and In-touch outpatient systems.
ABMU HB have detailed D&C information in the form of live queue dashboards in a number of key high volume areas such as
diagnostic radiology, endoscopy, first OPA and radiotherapy. The radiology view is the most recent of these to be developed.
“The live version tum on is planned for the end of February 2019. Similar work streams are planned for pathology and SACT
Chl1in due course
Furiher scoping work is currently being undertaken (o determine (he feasibiiy of extending the scope of the clinic (o fake referrals
ffom AGPU in Singleton and A&E departments. The Senior Team are also in discussions vith Executive colleagues with regard to
the future direction of the clinic.
Patients referred 10 the service
Total number of referrals received for Q4 — 141
Number of referrals rejected —
Total number of referrals accepted - 115
Total number of patients seen between January and March - 109
Comments: The above total number of referrals does not include the number of referrals returned to GP's due to the referral being
categorised as USC as when the referrals were resent they were accepted, this eliminated the possibilty of patients being counted
3 referral were accepted but were not seen as the patient's declined the appointment or the RDC requirements have highiighted a
Quality and
Expansion of Rapid Diagnostic Centre (RDC) site specific pathway. Standards | Cancer Service
AT9 | Sarvice - increase clinics and GP clusters to 4. | 2 8 referrals were received in December and were seen in January. NIA Reduced number of patients coo Manager . Improvement | P&F Committee
s 'se clinics clusters 10 referrals were received in March and were seen in April diagnosed in an emergency Py 106 Board
Patient outcome seting -ancer
During January and March 2019, we have had :-
Cancer diagnosis: 13 patient that has been identified with cancer. Improved screening uptake.
+ 1xLung - T20N2M 1c, Stage 4
< 3x Liver — Al late stage Reducing the proportion of
I Coloractal - TINOMO patients referred who will actually
+ 1x Pancreatic — Late stage be found not to have cancer.
+ 3xRenal cell ~ Early stage for monitoring
+ Ix Cervical - Stage 4 USC patients having 1st OPA
* 2% Lymphoma - unknown stage vithin 14 calendar days and
+ 1xBile Duct Tumour — Late stage diagnostics being undertaken
Undate - 10 patients are beina monitored as thev have been referred for a consultants” which are within 10 day
New first outpatient OMFS pathway stage agreed and taken forward with Primary Care with a plan to
commence in April
+ New neck lump pathway agreed vith a plan to implement at the end of January.
« Cancer Improvement Team have developed Demand & Capacity analysis for first outpatient
appointment across most specialties managing suspected cancer referrals; these will be developed
into live dashboard views by Informatics with timeframes for this development to be determined
+ Planned pathway changes and increased capacity will also help reduce the backlog, which is being
monitored very closely within the Units
Alive dashboard by which we can monitor our weekly Urgent Suspected Cancer (USC) Breast, Colorectal, Urology, Gastroenterology | OMFS - First appointment issues:
and PMB referrals (demand), activity (number of Urgent Suspected Cancer patients seen at their 1st clinic appointment), waiting list (the | Streamined pathway has been agreed by Karl Bishop, Unit Dental Ditector for Primary Care and
cumulative difference between our USC demand and activity i.e. work-in-progress) and Lead- times (time from referral to first seen in | Sankar Ananth, Clinical Lead OMFS, which were discussed/approved by OMFS colleaguies. A
clinic) has been produced. meeting went ahead on 13/03 with corporate planning to discuss pathways/criteria and due to Quality and | o Service
ago | nerease sustainable outpatient capaciy for |, o nw Vil chart sscto alaws e predcon of e mos(efralracoad o patot st soe) and orior e againt.|queris concrming the iag in Prmaty Car ther s a revisd stat dateof 1t June 2015, ich o0 Standaras | 20
provement | P&F Commitiee
USC patients the target maximum lead-time: “This systemis designed to provide a real time feedback loop that will allow the serv has been agreed by all parties. Manager - e
managers to monitor the USC queues 0. talor the sprin capaety 16 Short torm waltng 1t achty 0 bng he WIP dow before | Pathway review has been undertaken for neck lumps with the potential for fine needle aspiration Cancer
patients’ lead-times exceeded two weeks. requested before first outpatient appointment. The Neck Lump Pathway has been discussed with the
+ Backlog has increased through March, a number of issues have contributed to this, including diagnostic waits in Urology. Reduced | Clinical Director/Glinical Lead for ENT. The inital plan is to set up a standalone USC Neck Lump
theatre capacity in March due to theatre statfing (leave and sickness). Clinic, which willinclude a diagnostic for patients fulfling a set criteria. The plan to commence a
Neck Lump USC Clinic (high risk neck lumps to be ideniified via WPRS vetted by H&N Cancer
Surgeons). This clinic will consist of a Consultant consultation +/- USS FNA/Core Biopsy if required.
As this will exclude the wait for a diagnostic appointment following first outpatient appointment, it is
anticipated the streamiined pathway will reduce the overall pathway by ten days. This has
been discussed and signed off by the Consultant team and the CD. A costing exercise has been
undertaken and equipment reviewed. A meeting took place on 07/03 with an agreed partial
implantation late April and full implementation in July when the new Consultant Commences.
Breast services remain out of balance mainly due to gaps in service provision and the abilty to match up breast radiology with Breast
Surgeon activity
e e bl eTHand - Clni capcity and racilogy iknessat Swansca. Working with adlogy coleagues (0 ensreciics ae coveredbackfled and Qanty | cancer senvice
AL [ At e an Q1 extras in place wherever pos: NIA coo tandards Improvement | P&F Committee
patients and align breast pathways Manager -
e e Boar - Consultant Radiographer lomed the team in March for two days a week P Board
+ Working across sites to ensure all theatre capacity is utiised and backfiled
- Management of services for Breast at Swansea transferred to Singleton Hospital from the 1t April following Boundary changes.
Management of services for Urology at PoW transferred to Cwm Taf from the 1st Aprilfollowing Boundary changes.
Demand and Capacity modelling work has been undertaken for Urology Outpatients and available to use via the Cancer Dashboard
Review the performance and the pathways in « Clinical gaps being worked through using locum agencies as much as possible. Rse"'ew of the utilisation of RALP lists in UHW and opions (o increase RALP capaci Qualtyand | cocor senice
+ Significant sickness at Morriston resulting notably in long waits to PSA/prostate biopsy clinics. The Standards
82 |POW Urology services, in line with All Wales  |Q2 - Concerns remain with the Urology Pathway with the highest number of patients in backlog. e e o oo Aot (e inanostt phate ot he s coo Noneact® || mprovement | P Commitee
peers - Significant sickness at Moriston resulting notably in long waits to PSAJprostate biopsy clinics. The Unitare now approaching agency | ac.> Board
fianal it bing heid whers possile Cancer
for cover to support the diagnostic phase of the pathway.
+ Workforce issues continue at POWH
The Singleton Delivery Unit is working towards moving from a 3 days a week (0 a 5 day a week PMB service, however Ihis requires the
support of POW consultants where consultant staffing is an issue. PMB One-stop ciinic commenced 5th November. Current waiting ist
for PMB s short and capacity converted to outpatient hysteroscopy to reduce waits for patients following the previous clinic model.+
Addiional clinics arranged on ad hoc basis to help reduce USC waiting times. New clinic timetable implemented alongside one-stop PMB Qualty and
dlinics from Nov18 to increase capacily. » Revised process for Swansea vuival USC referrals. Increased capacity in RAC.+ Gyl | cancer senvice
83 |Revise Post-Menopausal Bleeding pathway. Q2 4th Gynae-oncology Consultant has been appointed following interview on the 22nd March 2019. They willnitally commence postasa | NIA coo Noncaot® || mprovement | P& Commitee
locum, joining the team as a fully appointed member of staff later in the year. P Board
- Agreement to start a weekly Friday operating list for Gynaecology at Hywel Dda from mid to late April. This would be a long-term
ongoing arrangement with the successful appointment of the ath consultant. This will help reduce the waiting list of patients needing
surgery at Mortiston and improve waiting times for both organisations
Quallyand | copncer senice
aga | Delver revised PostMenopausa Bleeding | ) ‘The Singleton Delivery Unit is working towards moving from a 3 days a week 10 a 5 day a week PMB service, hoever this requires the | 00 Standards | RS | ommitee
pathway. support of POW consultants where consultant staffing is an issue. Action completed Manager - o
Canger
Qualty and | ¢ncer Senvice
ABs | yosure actiity (o be intoduced o Singleon | o A One-stop diagnostic model for postmenopausal bleeding and pefvic masses has been implemented. Action completed NA coo Nardort® | “mprovement | P Commitee
Canger Board
Cancer improvement Board (o focus on Quatyand | T
ago | immediate performance issues as well as The Cancer Improvement Board has been established and Terms of Reference agreed. Performance is a continuous agenda item. Standards
Q NA coo Improvement | P&F Committee
sustainable improvement breast, gynaecology Meetings are held on a monthly basis. Manager - v
and uroloov Canger
Support and Challenge Panels to evolve to Qualityand | o cor service
PR bminiverimi i inmes oI Y Support and Challenge panels coninue to be scheduled and held between the MDT Leads and the Health Board Cancer Lead Clinician | o0 Standards | ST | e committee
and Cancer Quality & Standards Manager. Manager -
Support to each MDT. Board
Canger
Action plans to improve Cancer Performance to Qually and | copcer senvice
A | s Delivery Unit Recovery Plans are in place and continue to be monitored and reviewed at the monthly Cancer Improvement Board. Cancer Standards
y each Unit at tumour site level in | Q1 o NA coo Improvement | P&F Committee
erformance issues are reviewed and discussed at the monthly Cancer Improvement Board. Manager -
30, 60, 90 day view. anager Board
from MDT - with the MDT Lead and relevant teams at the Support &
Challenge Panels.
- Peer review provides assurance to the Health Board regarding the quality of care being provided and recommendations for the MDT Qualty and
cancer teams as to aspects of the service that are of particularly high quality worthy of sharing vith others and those aspects of care that Cancer Service
A8 | e e T 2 coud be improvedIncases of eriousconcns o immediate ks tems fsenvce qualiy andrpaent sty spcif ntfcatons|N/A coo Nangars | mprovement | P commitee
are made to Health Boards and to Healthcare Inspectorate Wales. Thyroid Cancer Services in Wales P Board
5015, no Imedite ks have becn reported for Swansea Bay Uveraty Heall Boad and an aclion plan & cutenty being developed
to address the areas of concen raised. Teenagers and Young Adults with Cancer Services are currently in the self assessment stage of
the Peer Review nracess_with 2 visit nianned for Julv 3rd 2013
Revised MDT Operational Policy was implemented in January 2018, Qualtyand | oo
Implementation of revised MDT Operational Revised MDT Co-ordinator job description was implemented at POW. Standards
A% bolicy and MDT Co-ordinator job description.” |2 Implementation at Singleton remains incomplete. NA coo Manager | MProverent | PAF Commitee
New MDT Co-ordinator_ioh descriotion across HB. Action comoleted Cancer "
A Regional Collaboration for Health (ARCH) is a partnership between the Helath Board, Hywel Dda University Health Board and Swansea
University. This looks at the entity of the cancer pathway, in partnership vith Public Health and Primary Care.
The ARCH partners are working to improve the health, wealth and wellbeing of South West Wales by delivering better health, skills and
economic outcomes for the people of this region.
The Non — Surgical Cancer Strategy for South West Wales is one of the first projects to be developed through the ARCH partnership.
:::L‘:;i“:z;‘:;g‘;f;;’;ﬁ:;‘:if“{”w The strategy focuses on delivering excellent care, improved outcomes and supporting those living with and beyond cancer. %ﬂuwa?;: Cancer Senvice
o1 Q4 The strategy is aligned to The Cancer Delivery Plan for Wales (2016 — 2020) and its vision is “to provide the best possible care for the | ARCH Strategy has been included in the Corporate Cancer IMTP to ensure focus is maintained. cooibos Improvement | P&F Commitiee
economies of scale and provide more specialist oot of SV oet Wie: Manager - i
eatment closer (o home. "o help to deliver the aims and vision of the strategy, the following objectives have been agreed:- Cancer
+ Develop sustainable regional workforce
- Develop local services linked to the specialist cancer centre
+ Embed a regional culture of research and innovation
- Maximise digital solutions.
In November 2018, the Cabinet Secretary formally announced the introduction of the SCP, with
Wales publically reporting from June 2019. £3 millon investment has been allocated from April 2019
as part of the NHS. buﬂge\ ettement o suppor th nroducton of th new pafay and t suppot
and qual in the pathways of care. It s expected that there will be local
focus on diagnostie caua:l\y‘ icioncy and vesiment 1o mprove poromance
No ormal announcement has been made by the Cabine Secretay yet, owever the Wales Cancer Networ and olleagues from Welsh | One o hekey prory areas o improve ouiomes. reduce variaion and support the implemeniation
Cancer Service Government are meeting on the 25th October 2018 and an announcement expected in November confirming a move from shadow of the SCP is the development of common pathways across the NHS for specific cancer diseass
Improvement Plan reporting to dual reporting of both the SCP and current USC and NUSC targets in 2019, roups. 3 oplmal paiweys or & namber of igh voime tumoLs GroupS hawe b developed by the Qualtyand | ol
Actions, gz |Clear plans to deliver complance with the single ¢, The Health Board has been shadow reporting the Single Cancer Pathway since January 2018. Itis important to note that because the | All Wales CSG's and circulated to our Cancer Multi oo Standards Imcm'vem':;“ P& Committee
suspected cancer pathway by April 2019. SCP only applies to patients whose suspicion date is identified as the 1st of January 2018 or later, performance for the months of Lung and Colorectal to map and compare pathways against the optimal pathways to understand Manager - prover
January and February are by default 100% compliant, as 62 days has not elapsed during that time. variance and consider improvements required at the various steps. This work will continue with the Cancer oare
“The Health Board is currently in the process of developing bids in respect of Welsh Government's allocation of funding to support the | other tumour site groups.
Single Cancer Pathway (SCP). Funding bids are to be submitted to the Wales Cancer Network by the 26th April 2019. A full demand and capacity profilng exercise of USC, Urgent and Routine work has been undertaken
fo the Endoscopy servie dekveed vt NPTH, Sigletan ano Mortson unis looking at delley
r any dual combination
o the previously mentoned procedures withn oo
The WCN have appointed a Project Manager who willlead on this initative nationally with the aim to drive forward this work and enable a Quality and
Governance arangements for Cancer Service
298 |regonatepeciist M 10 be agreed and |02 collaborate approach across al the relevant areas. The Project Manager lef this post at the end of 2018, Awaiing contespondence flom WCN 00 Standards | PSS | ommitee
MUO's to be implemented. ‘The Health Board Cancer Execuive Lead, Cancer Lead Clinician and Cancer Quality & Standards Manager met vith the Project Asline 93 Manager - i
Manacer on Ath June 2018 and are awaiting further Canger

3015



Actions and imescale impact Responsibilty and A
Corporate Priority Progress " 0 Current position where || Delivery lead | Monitoring 9 Board
Action Timescale |—-—T— = o Quarterly commentary on progress Mitigating Action for Q4 if Amber or Red Measure D et mraopte [] Exectead |Delvery ead e onitosing
Qalty and | Gancer Service
94 {Implement Non-Surgical Cancer Strategy QL4 In progress (see A91) DoS/CO0 Vanaoer | Imerovement | P& Commitee
Cancer Cead
The Health Board has fully engaged with the peer review process since its implementation. The Helath Board have recently participated
in the second cycle review for Breast Services and the first cycle for Thyroid, and for Acute Oncology Services, which is considered to be
an important aspect of quality cancer sevices, both in terms of prevention and early diagnosis together with surveillance, rehabiltation
and survivorship initiatives.
Continue participation in the cancer peer review Each site-specific service has developed an action plan to address the concerns raised in the outcome reports. These are monitored by Quality and
programme 2018/19 - Gynaecology; Thyroid; the Cancer Improvement Board. Standards | Cancer Service
A% |Breast; Sarcoma; skin; Acte Oncology and | % Peer Review has been a positive experience. It has provided an opportuniy for cinical and management teams to address adverse | coo Manager | MProvement | PAF Commitee
Teenage, young adults and infants. findings with a prudent approach, reviewing services together to resolve quality and saety issues where identified and work to maintain, Cancer
improve and transform services as needes
Thyroid Cancer Services in Wales were peer reviewed in December 2018, no immediate risks have been reported for the Health Board
and an acion plan is currently being developed to address the areas of concen raised. Teenagers and Young Aduls vith Cancer
Servinae are curenth in the calf acsassmant stana nf the Dear Deview nnrass. with 3 visit niannad far Ly 3 M0
Qualty and | ¢ ncer Senvice

g6 |0 recommendations of ICHOM take value |, Baseline PROM data collection was initated in Morriston Lung Clinic. No progress has been made with follow up collection. No progress | Discussion are ongoing with the National Clinical Lead regarding support to consider expansion DOSIMD Standards | CEeer NS | commitiee

based healthcare approaches forward in Lung has been made with extending this to Singleton or NPT yet. options. Links made vith HDUH e takign place reagrding the sharing of learning, Manager - e §
Canger
- Actln plans have been eviwed and monilored a e Gancer mprovement Boad. Qualtyand | T
ag7 | Deliver on peer review action plans, vithin 014 - Outstanding actions have been reviewed at the Cancer Improvement Board. A o0 Standards | CENCOSONCE | commitiee
resources. + Common themes to be addressed include the Acute Oncology Service provision at Princess of Wales Dehvery Unit, single handed Manager - P
surasnns oncolnav orovision_holistc need and aovernance for the ranional MDT Canger Board
‘Ad hoc sessions are only possible at Singl 1y Unit when there are suabie patients ihis is curenly baing dafvered due 1ol Quality and
oot of the Surgeon. There s aAgreement o sar & weekly Fiday operatng st for Gynaccology at Hywe Dda OB from mid (0 ate Cancer Senice
A98 L’:f;::se:""‘fu‘:::;‘ugg"”m‘”gy theatre QL April. This would be a long-term ongoing arrangement with the successful appointment of the 4th consultant. This will help reduce the | N/A coo ;‘:::a:s Improvement | P&F Committee
9 . waiting list of patients needing surgery at Morriston and improve waiting times for both organisations. Pl Board
Review of order of lung diagnostics and need to A Macmillan Quality Improvement Manager was appointed at the beginning of September and has begun to review the lung cancer Qually and | Cancer service
99 [return to MDT for discussion post-test (esp. |Q2 pathway in Athe Health Board and vill be establishing a joint collaborative with Hywel Dda UHE for tertary lung services following NA andards | Improvement | PaF Commitiee
CPEX and CT Guided biopsy). appoiniment of a Macrilan QI Manager at Hywel Dda. Ongoing anager Board
Actons cutnty beng orepared and valated chide:
seline review of EBUS and CT Pet Scan
“New_ Gtous o oraci surgery from Decision (o treat to Surgery ity and
Review of pathways and implementation of 8 optimal pathways for a number of high volume fumour groups have been developed by the All Wales CSG's and circulated to MDTs. |- Update on the progress of understanding the delays between referrals written and receipted. Qualty and | et Servie
Aloo [(trE e"" s v P QL4 rk has commenced ith Lung and Colorectalto map and compare pathways against the optimal pathways (o understand vatiance and| + Update on grading processes at Mariston, Singleton, and Neam Pon Talbot Hospitals. coo angares Improvement | P&F Committee
a consider improvements required at the various steps. Ongoing Update data overtime reviewing number of patients awaiting lanag o
. Upda(e of CT Guided biopsy numbers ~ broken down by Smg\e(on and Morriston Hospital -ancer
« For USC pathway with clear definition of point of suspicion systematically develop Pt loop on
the time between X ray undertaken and CT Reported As above
The AOS senvice in the Princess of Wales is currently being constituted. The Clinical Nurse Specialist has been appointed and is due to Quality and
start in Quarter 2 of 2018-19. The coordinator has been appointed and started in May 2018 and s preparing the unit for data collection Cancer Senice
At01 | To further develop Acite Oncology service and | o, and networking prior to the start of the service. The clinical lead post has been advertised 5 times with no applicants for the 2 sessions, | "ial AOS Steering Group held on 25th January 2019 to discuss future developments. Next meeting CooIDos Standards | " oement | P&F Committee
plan for the sustainabilty o the service. scheduled for 24t April 2019, wiich villinclude regional representation Manager -
Discussions with Macmillan in mid May 2018 have provided a further option of an appointed clinical lead from a neighbouring unit and this arager Board
is being explored. PoW AOS Service managed under Cwim Taf Health Board from 1st April 2019,
The Macmillan Strategic Lead Cancer Nurse was appointed in October 2018 and will take a transformational approach to cancer nursin
Develop a framework for support, developmem across the Health Board, working coHabcrauver with the Director of Nuvsmg Patient Experience and Delivery Unit Nurse Directors. Macmillan Strategic Cancer Lead Nurse will take a transformational approach to cancer nursing in
and ultimately transformation of + The Person Centred Care Manager and Macmilan Quality Improvement Manager, both appointed in September 2018 will support the d Qualityand | oo
Al02 |Macmillan CNS posts, but for all cancer nursing | ., development, implementation, mmlermg and evaluation of the ‘person centred elements’ of service improvement programmes that are | * Review the CNS review undertaken within cancer services in quarter 1. coo Standards Imorovement | P&F Commites
posts, improving delivery on key worker, hoistic | % {ailored more to the need of the individual, while at the same time reducing duplication and waste in the system. The Health Board's Extend the CNS review to collect data on CNS teams and caseload actvity in quarter 2 Evaluate the Manager - e
needs, written care plans and patient Cancer Lead Nurse and Person Centred Care Manager have developed a high level work plan identifying key work streams and actions | efficiency and effectiveness of CNS teams in quarter 3 and Report recommendations and key Cancer
experience. for the next 12-18 monihs to provide structure to the core heir roles ‘mesting patient needs and person centred care’. The work | themes in quarter 4.
streams include key worker role, e-HNA, treatment summaries, CISS, health and well being and patient experience.
Quaty and
Cancer Service
At03 |Appointment of HB Cancer Strategic o1 The Macmillan Strategic Lead Cancer Nurse commenced in post on the 1st October 2018, Action Complete NA coo Standards | i ement | P&F Committee
Transformation Lead Nurse. Manager - i
Canger
Kis ak ber in the key work identified d h Quality and s
\mplement survey developed for Macrillan of Dr Jenny Brick is a key member i the key work sireams identified to provide structure to the core Quay 2| cancer senvice
A104 Q4 Dr Jenny Brick has been appointed as the Macmillan GP Lead for the Health Board. aims of their roles ‘meeting patient needs and person centred care’. The work streams include key DoN Improvement | P&F Committee
patients in primary care. Manager -
worker role, e-HNA, treatment summaries, CISS, health and well being and patient experience. anager Board
The Person Centred Care Manager and Macmillan Quality Improvement Manager, both appointed in September 2018 will support the
development, implementation, monitoring and evaluation of the ‘person centred elements' of service improvement programmes that are Qualty and
dentity common issues and themes of patient tailored more to the need of the individual, wiile at the same time reducing duplication and waste in the system. Ongoin Quay 2| cancer senvice
A105 P Q4 The Health Board's Cancer Lead Nurse and Person Centred Care Manager have developed a high level work plan identifying key work | NIA coo Improvement | P&F Committee
input of steer service development. hlevel work Manager -

sireams and actions for the next 12-18 months to provide siructure to the core aims of their roles ‘meeting patient needs and person anager Board
centred care’. The work streams include key worker role, e-HNA, treatment summaries, CISS, health and well being and patient
experience.

Cancer Information Service Steering Group has been established adn the elfare Benefits offcer is a

core member. The purpose of the group s to:-

The purpose of the Macmillan Cancer Information and Support Service Steering Group is to:

Assure Swansea Bay UHB that the information needs of cancer patients and carers are identified,

x:&'“v"':;‘" A'",;’“"gf::;;‘;x‘:‘é":’;:z :";’;‘Ta‘b"‘ County Borough Council have recently appointed a Welfare Benefits Advice Manager to | 112 ey anq delivered i the context of the All Wales Health and care Standards (WG 2015) Qualiyand | oo

naog. |Ensre s paterts are routnelynfomed whre | o Wil Cancer Suppor e a mad & SGrfcant vestert i the el Bqar o improve ptent an cavr provisio an acess ol 1OV Saleg decton o o Maomilan Cancer ifomatin and Support Srvie o enatl e coo0 Sandards | L ement | s Commite

hice. cancer information and support services. This will be in the format of Macmillan information PODS in Singleton, Morriston and Neath Port | ¢Ivery of hig! in resp pati patient experi g Board
Talbot Hospitals due to be installed between April and June 2019, Cancer Guidelines. Cancer
+ Oversee, ensure and provide assurance that the Macillan Cancer Information and Support
Service will contribute to meefing the Cancer Delivery Plan (2016-22), Health and Care Standards
(2015) and the Swansea Bay UHB Intermediate Management 3 year Plan (IMTP 2019-22), and the
Macmillan Cancer Support's philosophy of
Dr Jenny Brick is currently working with secondary care to produce a brief but relevant cancer/
treatment care summary sheet to be completed and given directly to the patient . This will
Establish route laison mechanisms between encourage the patient to transfer relevant information about their treatment, management, key Quality and
primary and specialist care to meet people’s Dr Jenny Brick has been appointed as the Macmillan GP Lead for the Health Board. Plans to establish a working group to ensure plans Cancer Senice
AL07 |ongoing and post-ireatment care needs and | Q4 maintain strategic alignment with both Health Board and Primary Care strategic plans. An inaugural meeting is scheduled for the 31t | “orker and possible side effects in a more timely way to general practice and wil aiso be avallable coo Standards | S rovement. | P&F Commitiee
'going and po intai gic alig i imary gic pl inaug ing i ul for quicker coding. Dedicated cancer update training will be offered 1o the practice nurses at their Manager - P i
ensure seamless handover between primary October 2018 to agree terms of reference. oo o cane e o ¢ : Board
oyt protected time for learning. This vill improve awareness of early signs of cancer as wel as Cancer
g improving confidence when discussing the holistic needs of the patients after treatment, and knowing
where to signpost and refer onwards.
mlement prject o0king a the dentfcton o
adult patients in the last year of lfe an Quality and
faiain thor s\gnposung to relevant services. Advanced Care Planning Tool s available across the Health Board via COIN. The Advanced Care planning team are providing 28/01/19, meeting held with Public health wales and 1000 Lives around their care Home Advanced Standards | Cancer Service
AL08 Q4 awareness sessions and training around ACP across Primary and Secondary care. This includes, educational sessions in Singleton, coo Improvement | P&F Committee
Implement Advanced Care Planning project fo B A e st oy, | Care Planning Iniiative, 6 monthly report to End of Life care Board as agreed when project set up. Manager - e
improve engagement and uptake alongside A 9 ing y rgan, Seni ing at frailty iated pathways Cancer
education around advance care olannina
Work continues to further Through work undertaken by Cancer Information & Improverment
and Information the CIIP was developed. Two separate views are available for USC and NUSC patients respecively to aid tracking and
monitoring of patients progressing through either pathway.
“This visual interface of both views have been developed using information collated and input into Tracker 7. It llows the user to dill down
o individual patient level,identifying the targe date, current stage within the pathway and date of their next appoiniment. Prior to the
existence of the dashboard, an excel spreadsheet was produced on a weekly basis by the Cancer Information team and distributed to the
delivery units within the Health Board, The dashboard updates on an hourly basis and dramatically improve the timeliness information
availabilty from up to Seven days old to a maximum of an hour old.
Mot Sl o b G sy o Q9 | o savee

A109 i . Q2 Phase one was to create a suite of ive dashboards' by which we can monitor our weekly Urgent Suspected Cancer (USC): NA coo Improvement | P&F Committee
assist with their planning and performance « Referrals (demand) Manager - e
management + Activity (number of USC patients seen at their first clinic appointment) Cancer

« Waiting lst (the cumulative difference between our USC demand and activity i.e. work-in-progress)
+ Load-times (time from referral to first seen in clinic)
« Predict future lead times (referral received to patient first seen)
Currently completed live views exist for: Breast, Colorectal, Urology, Gasiroenterology, Gymea Oncology, Lung, OMF and Post-
Menopausal Bleed (PMB)
In addition to this, prototype views have been developed for ENT, Dermatology, Haematology and Thoracic patients. These are yet to be
builtin the live environment by Informatics and this will happen in due course.
ABMU is engaged with the work of the Wales Cancer Network and the Cancer Implementation Group contributing to the national shaping
To work in collaboration with Velindre NHS of the work to support SCP implementation, and escalate potenial fisks. Ongoing. ABMU HB are pilofing the new version of Tracker 7 Qualityand | oo

atz0 |TrUst WCN, NWIS and PHW to coordinate the |0 before itis olled out across other HE's in Wales. In support of data collection and reporting NWIS have been tasked to improve the | . Standards | CAOOTSONCE | ommitiee
development of a permanent solution to the | %4 tracking system (Tracker 7). Phase one of this work is to incorporate the tracking system into WPAS for all health boards, this vil allow Manager - L
replacement of CaNISC NWIS to support and develop further tracking functionaiity in the future as part of phase two. ABMU undertook testing in January and Cancer

continues to be involved in this process and is currently on track to deploy the update to live systems in late March/early April
We have initated baseline Patient Reported Outcome Measures (PROMs) collection in Morriston Hospital with newly diagnosed lung
cancer patients. attending the outpatients clinic. This is our best opportunity to work with patients to co-produce care plans that deliver Compliance against the Cancer
the outcomes that matter most to them and ensure we provide services that deliver ‘value’ for our patients. In collaboration with patients, Information Framework.
staif and colleagues from Hywel Dda Health Board lung cancer teams and the All Wales cancer network we are working to extend this
collection to follow up PROMs and the initation of PROMs collection across our other clnics in Neath and Singleton. Our Breast Cancer Audit outcomes.
ork i colaboraton and suppor e H e 0 achov 1 bt possil Sandarde of Care And a1 he rOCeS o g Colecion of PROMS it i paens o | CC1AE01SLen i NS on proe of conoept work o ungcancer o esignand develop PROM Qalty | Cancer senice

Al1L i R QLQ4 ensure patient care plans are tailored to delivering what matters most to their patients. isualisation in clini i ily h o DoNQ Improvement | P&F Committee

Clinical Lead for PREMS and PROMS. Collaboration with PKB & Healtfcare Communications on proof of concept work in Breast Cancer to Manager -

The Health Board has recently appointed a Macrilan Strategic Lead Cancer Nurse in October 2018 to take a transformational approach | Soorora. on Wi PKB & Heatneare Com arager Board

to cancer nursing across ABMU HB, working collaboratively with the Director of Nursing, Patient Experience and Delivery Unit Nurse o ; .

irectors.

Addiionally a Person Centred Care Manager and Macrillan Quality Improvement Manager, were both appointed in September 2018 tol

support the development, implementation, monitoring and evaluation of the ‘person centred elements’ of service improvement

programmes. that are tailored more to the need of the individual, while at the same time reducing duplication and waste in the system.

Cancer Improvement Team auds are currently being undertaken on Lung and Lower Gastrointestinal Cancer pathways against the Quality and

National Optimal Pathways. Gyl | cancer senvice

AL12 |Cancer Audt participation. QL4 Each ABMU cancer MDT has an annual audit programme, the outcomes of which are presented at their business meetings NA MD Nargards | Improvement | p&F Commitiee

National audit data collection is hampered by CaNISC functionality issues, as well as lack of easy access to our own data from silo P Board

systems within the ABMU data repository. Ongoing

Funding from Welsh Governmen through Health and Care Research Wales continues supporting a dedicaled cancer research delivery

team working together with research active clinicians

+ The portfolio of research trials avalable in the Cancer Centre remains strong. Surgical cancer trials are successfully recruiting to target.

increase in planned radiotherapy tials due to open in Q4 which is still on plan
portflio of Commercial trials i the Urology and Melanoma setting continues to contribute o income generation. More

commercial studies in other cancer areas planned for Q4 and early next financial year

+ Research delivery staff confinue to be productive members of MDT's

- Research delivery staff continue to have a presence on the student nurse curriculum. Student nurses have spoke placements in the

Cancer trials unit. No scheduled teaching in quarter three . Next due in Feb 19. 4 Sessions planned over two days covering over 100 Qualiyand |
Opening high-quality trals including student nurses Standards

A113 1. NA MD Improvement | P&F Committee

radiotherapy and surgical trials. QL4 The Research Strategy for radiotherapy has been launched and regular radiotherapy research working group meetings have been Manager - pgcayd '
esablsid quanet. Successul atendarce coninues at s mectin Cancer
+ Phase 1 research o nced September 2018 - Funding has been received from the Wales Cancer Research centre to support
- Phase 1ciic at tne Cancer Cente . Ths il enable cance patons om weat Wales (0 rave Il Teatment discusdions relaing 10
early phase trials closer to home. This is in partnership with Velindre Early Phase Unit. Phase 1 funded post commenced December2018
and monthly clinics commenced
+ The second year of funding for the radiotherapy research fellow has been confirmed and funding for a 2nd radiotherapy research fellow
has been secured to commence December 2!
+The 2nd South West Wales Gancer Cenire research day to showsase radiatherapy rescarch is panned for November 2018, Show case
In June 2019, the Health Board will be participating in the ARK project (a 5-year research applied | |% reduction in total antibiotic
Clinician audits to identify reasons for high otrirobe rescrbing exceptonsdenfe by smdicrobiel austs o esclated  Unt Media Difeeors, o aher teiew i programme funded by NIHR. The overarching aim of ARK is to reduce the incidence of serious usage volumes across the Health Lead Nurse - | Infecton Cantrol | Qualiy and Safet

Al114 |usage and recommend and implement audit Q1 L infections caused by antibiotic-resistant bacteria in the future, through substantially and safely Board ( primary care to improve on| DPH PC Committoe g mitten Yy

actions. reducing antibiotic use in hospitals). ARK-hospital is being introduced to Medicine in Moriston on | |2017/18 baseline; 5% reduction in
The objective of reducing use of Co-amoxiclav by 50% by March 2019 was achieved. g ar 200, Soconciry cate
The proportion of single rooms within each site is low. During winter months, there wil be competing | |40% patients with unexplained

Atts |1Solate patients ith unexplained diarthoea | o) In Quarter 4, the percentage of patients that had been isolated within 2 hours of unexplained diarrhoea was 50% demands for these rooms from patients admitted with influenza. diarrhoea isolated within 2 hours Do Lead Nurse - | Infection Control | Quality and Safety

within 2 hours of symptom onset « Lack of single room availability impacts on ability to isolate. ite management teams, in collaboration with infection prevention & control, will review single room | |of symptom onset; 100% within 24 IPC Committee Committee
utiisation daily. hours,
Considerable improvements have been made to reduce the rates of HCAIS however reductions in

Al single and multi-bedded source rooms to be During Quarter 4, the new 4D’ cl However, it is an ongoing O oloeers e oL ot edalel. | |% source rooms high fevel

emptied temporariy to enable deep cleaning challenge to achieve decanting source ooms to enable deep Coaning ant hgh vel dsinfocion. High occupancy, aciviy and Sehice J 9 decontaminated on Day 1 of Lead Nurse - | Infection Control | Quality and Safety

Al16 Q capacity alongside known pressures during the winter from infections such as influenza and . DoN/CO0
and high level decontamination following pressures impact on the ability to meet this standard without a dedicated decant facility on sites. Norovirus placing delivery units under additional pressure. identification; 100% within 5 days IPC Committee Committee
identification and isolation of C diffcile. Winter pressures exacerbated the challenge of decanting to enable cleaning e estate and lack of iplation falties metee managing patients with know or suspected infectons | |©1 19entifeation

a challenge which is impacted during periods of escalation.

ALL7 |Adhere to C_dificile treatment algorithms, @ Treatment aigorithms have been reviewed 10 reflct changes in laboratory testing method. These updated aigorithms are available on the | 96 compliance with algorithms oPH Lead Nurse - | Infection Control | Quality and Safety
reflecting assessment of disease severiy. Antimicrobial Guidelines App. IPC Committee Committee
Baseline audit of PVC incidence in Delivery
Units. Information on PVC incidence collected in pilot wards at Morriston; this is rolling out to other Delivery Units using PDSA improvement

methodologies
A118 |Reinvigorate STOP campaign. Q2 « Use of bundles monitored via Care Metric. Quarter 4 average compliance: Delivery Units to ensure clinical staff adhere to the use of PVC bundles, 10% reduction in Staph aureus DPHIDON e | amminee | e
- PVC insertion bundie - 7% bacteraemia; data to be reported
Adhere to best practice guidance for insertion, « PVC maintenance bundle - 85%. for each Delivery Unit by hospital
HCAI Service maintenance and removal of PVC' acquired cases and community
Improvement Plan acquired cases (as identified
Actions through localised surveillance).
% reduction in secondary care
inpatients with PVC's on baseline
AT Direct Observation of Pactice Asseseo in 2017/18 point prevalence
irect Observation of Practice Assessors
suney. .
119 {10 competenca asseas dinical safl undertaking | Q1 Improvement in number of clinical staff ANTT competence assessed. Training continues for Direct Observation of Practice (DOP) Delvery Unis to continue progress on ANTT competence assessments . Don Lead s - | infecion Control | Qualy ad Saleyy
oo assessors. I ommittee ommittee
asep! Increase in %age clinical staff
ANTT competence assessed by
Care Metrics for nursing staff; Unit
Medical Directors to confirm
process for medical staf).
Establish a programme of peer review hand Average hand hygiene compliance for Quarter 4 - 96% Lead Nurse - | Infection Control | Quality and Safety

A120 [ hygiene audits across specialty groups within | Q1 NiA DPHIDON
e e « Delivery Units commenced peer review programme: 959 hand hygiene compliance. 1PC ommittee Committee
Audit and feedback of MRSA Clinical Risk % compliance with MRSA Clinical Lead Nurse - | Infection Control | Quality and Safety

AL21 2 DPH
ot & mlomonton of ot anions. | Audit undertaken as part of localised surveillance; compliance with Clinical Risk Assessment remains variable. Delivery Units to continue with nursing documentation aucits Risk Assessment he o o P Asions
Education on revised decolonisation protocol.

Consider decolonisation treatment for patients Lead Nurse - | Infection Control | Quality and Safety

AL22 | eponted vaseular access, o6 Q2 Education programme delivered to all wards and units on secondary care sites during Quarter 2. NA DPH he o o P Asions
dialysis, chemotherapy, haematology patients.

Baseline audit of urethral catheter incidence in 5% reduction in patients with
Delivery Units Audit of prevalence of urinary catheters was undertaken of the 4 acute sites in Quarter 4. E.col bacteraemia; data to be
PDSA improvement initatives commenced on the 4 acue sites. reported for each Delivery Unit by )
A123 |Reinvigorate STOP campaign. Q1 Use of bundles monitored via Care Metric. Quarter 4 average compliance: NiA hospital acquired cases and :Z",..”,,,,“,e"i"ﬁ"mf%‘a‘fv'r’f;fé) DPHIDON Lead Nurse - | Infecton Conurl | Qually and Salety
- Urinary catheter insertion bundle - 929 community acquired cases (as
Adhere to best practice guidance for insertion, - Urinary catheter maintenance bundle - 93%. identified through localised
maintenance and removal of urethral catheters. suneillance)
A124 | Hand nygiene actions as above. o Average hand hygiene compliance for Quarter 4 — 96% VA Hand hyglene measres as above. Don Lead Nurse - | Infection Control | Quality and Safety
« Delivery Units commenced peer review programme. 1PC Committee Committee
Education programme on hydration, urine
jucation programme on hydration and urine sampling prepared and piloted. Ward managers to present to their staf
sampling Ed hyd d i d and piloted. Ward heir staff.
- Catheter passport widely used in Health Board. Some staf awaiting training which is now included in catheterisation training % reduction in patients with

ALz5.|Adopton of AllWales Urinary Catheter @ Catheterisation policy revised NA urethral catheters on 2017/18 OPH Lead Nurse - | Infecton Control | Qually and Salety
passp + Blocked catheter pathway has been included in the revised catheterisation policy baseline
Development and implementation of Blocked
Catheter auidelines.

D1_|Cancer Delivery Plan o4 Dos
D2_|Cittcally il Delivery Plan o4 D
3| Diabetes Delivery Plan o4 Dos
D4_|Eve Health Delivery Plan o4 Dot
D5 [ Heart Disease Delvery Plan o4 DoPH
D6 _|Liver Disease Delivery Plan o4 DoPH pelvery pan
Delivery Plans D7 Mental Health Delivery Plan o4 coo peF Commitee Board
08 Conditions Delivery Plan o4 MD Leads
D9_| Oral Health Delivery Plan o4 ] coo

D10 _|Oraan Donation Delivery Plan o4 MD

D11_| End of Life Care Delivery Plan o4 DoT

D13 |Rare Diseases Delvery Plan o4 Dot

D14_|Respiratory Health Delivery Plan o4 coo

1 o4 coo

D
Corporate Objective 3-

Stroke Care Plan
ing Value and

Achievement of Annual Plan technical
efficiency indicators:

Quarterly benchmarking reports
(Reanmvssmn, LoS, beds, DNAS,
e follow-1in)

ofs



Actions. and‘llmescale impact Responsibility and
Corporate Priority Progress 0 Current position where || Delivery lead | Monito Reporting and Board
Action Timescale |—-—T— = o Quarterly commentary on progress Mitigating Action for Q4 if Amber or Red Measure D et mraopte [] Exectead |Delvery ead e onitosing
« Combined medicine LoS has decreased on a Healln Board-wide basis over the last 24 months
« Bed Utilisation Review undertaken of over 780 beds or bed equivalents in October — final report received by Executive Team in «Consideration of Hospital 2Home bid to WG following feedback. \mprovement compared to Welsh Head of SLR
M29 [Los QLe partnership with LAS «Establishment of a DToC action group to address levels of DToCs and MFFD across the Health pro 2 coo AIDUs | and external | P&F Commitiee Board
« Transformation Fund Bid for a Hospital2Home service submitted Board. pe contracting
have continued to henchmark | OS onnortunity aaainst Enalish and Welsh neer arouns using the CHKS tool
W30 | Theatre eficiency o1s Perfomance or Moriston Hosplal has emaine at 77% n Q. 4, OveralHeaih Baor prfomance has ncreased fom 723 o 61% | Acions e angoig inne it the Ui bsed Ipovemer Plans whch o' overscen by the chieve 50% €00 | Hospitalbus peF Committee soard
for the same peri Theatre Efficiency Board - New Thealre redesign work scoped during March 2019 Information
‘Gutpaient appoiniment texl reminder service implementalion - review of current arrangements completed and agreement to exiend plot
for a further 12 months to assess benefits as part of the modernisation programme. Achieve 109 reduction on Senvice
M31 | New Ops - DNAs QLe - Each Delivery Unit has developed a plan to address their DNA position. These plans, overseen by the Outpatient Improvement Group | NIA B e coo AIDUs | Improvement | P&F Commitiee Board
and led by nominated managerialleads from each delivery unit, have set out objectives to achieve the Annual Plan 2018/19 target of a el Manager, NPT
redction in the DNA rate which has heen achieverd
The Annual Plan 2016719 identified a driver (o reduce the volume of oulpalient referrals through
The Annual Plan 2018/19 identified a driver to reduce the volume of outpatient referrals through increased use of e-referral systems within increased use of e-referral systems within individual GP practices, and clinicians providing advice
individual GP practices, and clinicians providing advice and feedback. The Primary and Community Services Delivery Unit is leading this | and feedback. The Primary and Community Services Delivery Unit is leading this piece of work, to
piece of work, to move to 100% compliance with use of e-referral. move to 100% compliance with use of e-referral, Achieve 19 reduction on 201718 Senvice
M32 |New Ops - referrals [ +The 1% reduction in referrals target equates to 28,060 referrals per month. + The 1% reduction in referrals targot equates to 28,060 referrals per month e coo Al Dues | Improvement | P&F Commitiee Board
+ In 2017/18 58.15% (120,846) of GP referrals were received electronically, 41.85% (86,969) received via paper. +In 2017/18 56.15% (120,846) of GP referrals were received electronically, 41.85% (86,969) 4 Manager, NPT
«In 2018/19 99,069 GP referrals have been received during April — September, 63.2% (62,612 via Electronic) and 36.8% (36,457) via | received via paper.
Demonstrating paper. +In 2018/19 99,069 GP referrals have been received during April — September, 63.2% (62,612 via
Electronie) and 26 8% (36 457) via naner
Sustainabilty Updated action plans have been received from the Morrston, Singleton and Neath Port Talbot
Objective Updated action plans have been received from the Morriston, Singleton and Neath Port Talbot Delivery Urits. Delivery Units.
Nesoaree « These plans are overseen by the Outpatient Improvement Group which in tun reports to the Planned Care Supporting Delivery Board. |- These plans are overseen by the Outpatient Improvement Group which in turn reports to the
Each Plan has a Managerial lead for each delivery unit and who will regularly monitored through local delivery mechanisms and the Planned Care Supporting Delivery Board. Each Plan has a Managerial lead for each delivery unit and
Outpatient Improvement Grou who will regularly monitored through local delivery mechanisms and the Outpatient Improvement
+ Additional funding is being released to support short term validation reviews of the FunB lists — these are being led by the managerial | Group.
delivery unit lead. ~ Additional funding is being released to support short term validation reviews of the Fun lsts — senice
R for medium to long term sustainabilty solution to this reduction has been approved by the IBG for additional funding to focus | these are being led by the managerial delivery unit lead Improvement compared to CHKS
M33 | New: Follow-up ratios QL4 on validation of FunB lists. + An SBAR for medium to long term sustainal 1 to this reduction has been approved by the | |peers coo AllDues | improvement | P&F Commitee Board
Gold Command has been formed to focus on Ophthalmology Follow ps and to prepare a sustainability plan and address short term | IBG for additional funding to focus on validation of Fun lsts. e
solutions for long waiting patients + A Gold Command has been formed o focus on Ophthalmlogy Follow ups and to prepare a
- The National Outpatient Modernisation Working Group has been refreshed and actively taking forward new measures to address these | sustainability plan and address short term solutions for long waiting patients.
pressures which are being seen across Wales. Actions include improved coding, clarification of virtual clinc patients, shared leaming, |- The National Outpatient Modernisation Working Group has been refreshed and actively taking
and stronger information reporting by specialty forward new measures to address these pressures which are being seen across Wales. Actions
include improved coding, clarification of virtual clinic patients, shared learning, and stronger
information renorting hy Sneciaity
COPD business case was approved by IBG and posts recruited in September. Monitoring and data requirements are being agreed.
TDABC data collection has been completed and matched to outcome measures ready to submit o the All Wales Grou
Redesign Service pathways using VBHc Quarter 3 comments - Appointed into the 2 Band 6 CNS posts during October 2018, expected in post within 6 wieeks. Band 7 CNS and Head of Value
M34 | o pproach Q4 an additional Band 6 Nurse appointed during Nov/Dec. We could not recruit to a Band 6 Physio. Expecting the team in place for Q4 NiA NA MD VBHo Team | 14 Strategy | P&F Committee Board
2018/19.
Quarter 4 comments - Team in place and working protocols agreed. Band 7 Physio post to be advertised.
Senvice
mas | Shiftin service models through capacity | o ‘Service Remodelling work stream now closed down, to b taken forward via HVO and Transformation Programme.  Phased complation of NPTH and Singleton schemes as agreed by Board NA Dos Remodelling | He24 0N MTP | oor Committee Board
redesign (service remodelling) programme « Roll out of ESD for COPD o coans Dev
of Workforce Indicators:
AT T MR DGy e PaMpaTea T e 2070 320 T7— A W7 aieS TOUS 31 Tas-DeerT SUCCESSIar T appoTTg 2 TToeT o
doctors across a range of specialties. In 2016 36 posts were offered and 9 doctors took up post. In 2017, 27 posts were offered with 18
doctors either commenced employment or due to take up post shortly The Healh Board is participating in the 2018/19 round and have
committed 39 posts for the exercise . This has been successiul and 21 posts have been offered so far.
+ A detailed piece of work is being underiaken to analyse every medical vacancy include consultant vacant
planned to il these roles or to offer them up for workforce redesign. This is ongoing and will inform a and of recruitment and Retention strategy for medical workforce is
retention sirategy for the medical workforce. The January WOD Commitiee will consider the draft plans.  Verifying the medical and ongoing work for 19/20,
dental establishments is proving problematic. It has been agreed to use pragmatism in developing the strategy whilst the more detailed | Turnover rates for N and M remain at circa 8% a circa 1% improvement on the same time last yea.
work continues, A new business case has been submitted in order to secure monies to continue Overseas Nurse
+As a result of actions being taken the last 12 months to the end Dec18 has seen FTE tumover reduce for N and M staff group by 1.94% |recruitment through 2019/20.
10 7.94%, compared to the same period last year. This is a significant improvement for one the most dificult to recruit to staff groups. | The Helath Board is currently fully engaged in the recruiting in September 2019 newy qualified
Tis i o efcted i an improved acarcy ap o (s S group whichor D 16 s 7.43% aglnt he bugeted esablstment, an| 1uses rom our Welsh univeries via th al s Stucent Sueamining process. 150 vacancies
improvement of 1.91% compared to the same period last have been made available to these students
W36 |Reduction in vacancy rate + The Health Board continue to engage nurses from otaide ho UK o help mitigate the UK shortage of registered nurses. To date the | Additional short term resource secured. Medical R&R action plan drafted for W&ZODC comment Reduce by 5% on 2017/18 eoy DOHR AsstDOHR | PaF Committee Board
Health Board has in their employ: Nursing R&R plan in development. baseline
+ EU Nurses employed at Band 5 = 70 Initial findings from work with Kendal Block was well received by Exec Team. The final presentation
- Philippine nurses arrived in 17/18 & employed at Band § = 30 was due on 3rd April. Final reports due on the 16th April and then the Health Baord will decide next
+ Regionally organised nurse recruitment days which ensure no duplicating efforts across hospital sites. These are heavily advertised | steps
across social media platiorms via the communications team Work is underway to clarify the Medical and Dental establishments to feed into the development of
« Eleven of Health Care Support Workers (HCSW's) recruited to a part time degree in nursing. Seven commenced in September 2017 on |the Recruitment & Retention Strategy for medical staff. This is proving difficult and complex. The
a four-year programme, the remainder commenced in January 2018 on a two year nine month programme. The Helath Board has also | Health Board may need to make some pragmatic decisions about the shape of the strategy whilst
secured further extamal g 0 ofe imbar laces to Titsen HCSWs i 189 andrecruiment (0 thess places is undervay. the work continues around the establishment.
« A further thirteen HCSW's are currently underiaking a two-year master's programm
Eight HCSW's ith cverseas regisration have reconty commancod a programme developed with Swansea Uniersiy o bacome
registered nurses in the
“The Health Baord has taken an active part in the Student Streamiining project and will be engaging nurse students from Welsh
universities via this process.
The data shows parculr deceases witin Addional Clical Senices and th Nursing and Midferysafaroups, which i pariculaty
helpful given the difficulty recruiting registered nurses. This improvement may have partly been facilitated due to th
Midwifery strategy published in 2017 which placed a greater commitment to a providing clinical supervision for newly qualified nurses.
ore, there has been a commitment to complete exit interviews for leavers in the first 12 monihs of employment fo ensure
detrimental themes are addressed.
detnm i Familiarisation session planned with Workforce team regarding the ESR exit questionnaire process.
a7 |Reduce tumover within the first 12 months Whist there has been an inorease in ASC leavers in the last quarer this is consistent with an increase in the same period lastyear. | T 4107 s89an Pnel v Horore eam fegergi the O ext testormare prooe Reduce from eoy 2017/18 DoHR AsstDOHR | PaE Committee soard
of employment Medical and Dental has also seen a big increase i the last quarter which is due to rotation. il onhiontictaabeturiiien baseline
+The Health Board is currently looking into the options available to manage exit interviews through ESR, this will enable the Health Board | "™ 9
1o have better access to data from staff who leave the organisation.
Health Board Tumover has remained low over the last few months with a very smal increase compared to the all-fime low figures seen
just prior to December 2018. Nurse FTE tumover remains very low hovering around 8%.
“The T2-month Toling performance To e end of February 2019, ias contiued to follow The achieved i January and
currently stands at 5.9296 (down 0.03% on January 2019). This is running above the all Welsh average of 5.5%
Long-term absence in February 2019 stands at 4.50%, which is down 0.08% on January 2019, For the first ime this year, February's
long-term absence performance has seen, three ou of five-delivery units improve their long-term position, with Singleton delivery unit
decreasing the most by 0.5% since December 2018. This reduction in long-term absence coincides with the confirm and challenge
sessions that are being held with delivery units.
Short-term absence reduced by 0.58% between February 2018 and February 2019, With an increase of 620 short-term cases, anda | "creasing OH secretarial support to reduce waiting times for reports to be sent to managers.
decrease of 2,247 FTE hours, between February 2018 and February 2019, Demonsirating early inervention techniques adopted from the | RedUCing the number of Medical follow-up appointments to reduce waiting times for management
Health Board's best practice case study are experiencing a quicker retur to work date. referrals.
ACTIONS BEING TAKEN Using OH resource release opportunities to develop more prudent, muli-disciplinary model to ensure
~ Outputs of best practice case study conducted in three areas of good sickness performance, are being incorporated into each DU's |2/l health professionals work to ‘top of licence
QL4 - Sutputs o mmn"p‘an' udy conducted good si P ing incorporated i Stalf flu campaign resuited in 54% of frontiine staff being vaccinated (8580 vaccinations
+ Development of a pilot within Morriston facilities department has commenced, implementing best practice from the above case study | 2dministered).
M38 |Reduce sickness absence and re-deployment of resources have been placed to best faciltate these practices. Continued development of the WG Invest to Save Staff Wellbeing Service - recent review Reduce by 5% on 2017/18 eoy DoHR AsstDoHR | P&F Committee Board
« Training sessions for managers regarding the new all-Wales Managing Attendance policy have been extended until June 2019. demonstrates 90 monthly referrals of which 70% are for mental health conditions and 30% baseline
« Development of a full training plan to support implementation of the new Attendance policy. musculoskeletal conditions.
+ OH Improvement Plan completed with targets for reductions in waiting times approved by Exec Board. Plans to develop a more Four Menopause workshops for staff are being delivered between March and June 2019.
molicistipinary approach during 2 Coniinued delivery of Mental Health awareness sessions to managers. To date 24 sessions have
« Delivering Invest to Save ‘Rapid Access - Staff Wellbeing Advice and Support Service’ enabling early intervention for Musculoskeletal | Peen delivered to 209 managers.
(MSK) and Mental Health, ideally within 5 days (90 referrals monthly) and expediting to MSk diagnostics and surgery when required. This | COntinued further delivery of Work related stress risk assessment training for managers. To date 32
Model accepted as Bevan Exemplar 2018/19. sessions have been delivered to 267 managers in total
- Currently implementing digital dictation software for ciinicians to reduce waits for OH reports to be sent to managers. Evaluation to be
completed July 2019.
Securing and Fully - 300+ Staff Wellbeing Champions now trained to support their teams health and wellbeing and signpost to Health Board support
Engaged and services, promoting a prevention/early intervention approach.
Skilled Workforce - Del liver ‘menopause wellbeing workshops' across four main sites during 2019.
Objective to Swansea Bav's attendance action olan are underwav to b re-submitted for sian off bv W&OD committee.
Measures
PADR Compiance rmains stale and has flen o G5.92% ) Match 2019 o 66,83 n ety 2019, The PADR complance ates | e Pecad o 14 Mo a G160 o 1 DGGEs! challnges or mragers and st i underahig
have seen a steady improvement since April 2018 when the Health Board compliance was recorded at 62.18%. Al Service delivery e P oo 2 P la pi M:YV be
units are currently amber at over 65% compliance. NB compliance level will need to be reworked following the BBC transfer. 'ge. Reporting throug| as v 'sm, raises 'ges as this
pririeivioviivis Aol completed by line managers who are assigned structures and access via Supervisor Self Service. As
o o e atemporary alterative option some areas have identified administrators who are trained to enter
N P ool 8184 data on ESR through administrator access rights. It should be noted that a number of the areas of
M3 [Improve PADR compliance R R A low compliance are ‘hosted bodies, including EMRTS, Delivery Unit, Clinical Medical School and Achieve 85% target DoHR AsstDOHR | P&F Committee Board
P"nce'zs aaice Husma{ fon Clinical Research Unit. As such there is no direct control over their PADR activity and compliance
rates.
Singleton Hospital 70.
All Service Delivery Units have been asked to write a plan for increasing their compliance levels. t should ;'j:;r’: noted that Board posts are Tncluded n e Board "S“:ev"“(;f:'gg'“e'"; St As
With the boundary change and impact of organisational restructure, maintaining this level of PADR compliance wil remain a challenge :“r:c( (;m el ‘ot an accurate reflection of the compliance level of the Board Secretary's
until structures are stabilised and the roll out of ESR self and supervisor self-sevice are complete. i
Over the past month compliance against the 13 core competencies has fisen 75.229% (March 2019). This is a 19 increase from the
prvious month and a 19.80% ise since Aprl 2015, The recent re-auditof previous 1A recommendations reports an improved level of asstrance which is now
This improvement has come from focused interventions including: eported as reasonable assrance.
Uploading of competencies “The Mandalory Training Govemance Commitiee has a planned meeting of 31t May to discuss content,
. ecording, regular meeiings amanged and compliance Once clariied,this would then be subject (0 approval
Mdo | Improve mandatory and statutory training Mapping competencies to ensure the recognition of prior learning ecorting,regliar mee Aetieve 85% target 5% DoHR AsstDOHR | PaF Commitiee soard
compliance - Work with national team on inter authority transfers and acourate data - Al staf that require Leaming Adminisirator Access have been trained and have been recorded wihin ESR
Focused work in areas stich as faciities and estates departments. Medical staf will be an area of targeted working in the st GUAIeT Of | < e 1 the maencing ehanee.of boundatios e motk Insived i Postion nmbers ho taken a pack ston.
2019. however, will become a higher priority as we move forward identitying further raining that are essential for
Outcome of re-audit received. Audit rating has improved from limited to reasonable assurance. specific areas of work and fo this 1o be included in ESR stalf competencies requirements
Continued implementation of the Medical Locum cap. Imminent iniroduction of Locum on Duty to iniroduce a Medical Bank. The roll out is
commencing from 1st May. Roll out of € job planning has commenced. Both projects are supported by WG and Tl intervention.
Project stalff have been recruited and commenced post February/March 19. This has enabled the rollout of both projecs.
« The Health Board has engaged with Kendall Block via Medacs to undertake a deep dive into the ED Depts. at Morriston and Neath and
o undertake a review of aljunior docor rotas across the Health Board to maximise effciency in rostering al junior doctors which should
Projects on track but due to the need to recruit have not stated yet but this il over the next two
Ma1 |Reduce variable pay lead to a reduction in agency and ADH spend. Work is undenway and the resulls were.presented to the Exec Team on the 27th e R e i bt g bt o e EMD At oG due o e s | |Reduce by 105 from eoy 2017718 DokR AsstDOHR | PaF Commitiee soard
February and 3rd April. Final reports are due on the 16th April o ok baseline
+ Work is underway with Medacs to review every long. standing locum booked over 3 months to understand  f they can be replaced
with a more cost effective.locum and what the plans are to fill on a substantive basis. Work ongoing, recently supported by
cortespondence fram the EMD and COO insictg the DUS 1 use Medacsastere has beenrluctance. T s e o the
emerging work on the medical R&R strategy presented to the WOD Com
Revion of dats collction rom agency diagnosts too, deveiop plns 10 mplement dings
I T e e —
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Survey when this is agreed nationaly.
Other actions include:
Support for the introduction of an independent ‘freedom to speak up modef to enable staff to speak
Preparation is underway for the annual showcase staff celebration, Chairman's VIP Awards, o take place on 6ih June 2019. Shortisting | "};?"1;’:"“ " elation to any o skin e "f’f“:“[f‘e P':g“’?:e’“b'm "‘"';'”:fze‘""ia‘
for al categories has taken place and public voting is currently underway. For the fist time this year, the medical trainee awards is ot Sonvca Lia, Mmoot of dectestod Guarcians 1o Swaneea bay Unersiy healtn -
included within the Awards programme. Patient Choice and farevill event took place at Princess of Wales Hospitalin March 201910 | SUartan Senvied 1ia, Appanment of dedieared Guardians far Sudnsea Bav Liversiy Hoalh
celebrate the great work of stalf transferring to Cwm Taf Morgannwg University Health Board on 1st April 2019. The NHS@70 e oy oy detatled commissioning work to set up the service during
celebrations were offcially concluded in March 2019 with the unveiling the NHS@70 Time Capsule at Morriston Hospital Outpatient 2 g 4
Department. The Time Capsule was jointly commissioned and designed by an apprentice at Tata Steel and included memorabilia from
multiple teams with instructions to be opened on the 100th anniversary of the NHS in 2048. THE leadership programme ‘Footprints' C”’“’“‘SS“’"W&C:: ‘}”:‘;’;“uﬁ‘lg‘"‘::":ﬁ:‘"E\::;:;"Z"‘T“;":g’“;::éi:;h'::‘v‘g':):f:fe‘:f:fgfe:
which focuses on behaviours and workplace culture has been shortisted for a national HPMA Award
Maz | improvement in staff engagement o The aim of e ACAS workahops has been o quip taf i pople managemen responsiites, | |Staf survey (aganst 201718 DoHR AsstDOHR | peF Commitee soard
Positive messages on Staff survey vith staif contributing to development of actions through October, November and December using a | " 2ddtional (00ls to benefit them in therr day to day fojes, particularly I dealing cut ne)
ety of meaologies 0 prome aCcecsioity And captate wat maters mostt St people management situations of a bullying nature. The focus is on creating a workplace and culture
where appropriate behaviours are promoted and supported.
Engagement is complete and st of priorities and actions shared with Partnership Forum, Workforce & OD Committee and Executive
Team. Actions have been identified against three themes:  Healthy Workplaces and Wellbeing, Great Leaders Great Managers, It was initialy targeted at those areas where the NHS Wales Staff Survey had confirmed a 20 o
Tovation Loatming & Development. BIot areas are o be identied and wark commencos mmediatey higher response rate (o the bullying and harassment questions, however this training has now been
- opened out o all areas and is combined with the new Managing Attendance at Work Policy and
promoted as a full-day People Management Skills Programme.
All HR & trade union workshops are now complete. Originally 10 line manager workshops were
planned. So far, 7 out o the 10 have been completed with 82 managers attending. The remaining 3
workshops are flly booked. Due o the success of the workshops, a further 10 workshops have
been commissioned and these will un March through to August 2019
Worklorce capacity remains challenging and continues 1o be a risk and constraint particularly in ED and medical specialiies, alongside
Some of the winter pressures funding has also supported the provision of extended cover/capacity
USC Service Implement the local and Health Board wide nuring in key areas such as MIL and medica) wards. The abily to safely core and surge bed capaciy has been partculary dificult s | paricyary n therapy/pharmacy and support senvce roles Achievement of worklorce USC Senice
Improvement Plan | A126 |programme of workforce redesign for QL-Q4 agency o - AC:‘evemem of actions outlined COOIDOHR Asst COO Improvement | P&F Committee
Actions Unscheduled Care. The hialth Baord iscontinuing to recruit and to try and attract staffto work within this Heath Board Board
Some o the seni edesign proposal ave been mplemening ifrent folessuch a5 physiian assocites, generic worker,created | LUl iC iy of sl nsoms ke crical semics remeinsan ongong chalnge. abov
USC Senvice
Explore opportunities to expand targeted 7 day | Ensure HASU project has clear terms of reference to include 7 day cover as part of the overall Increase the number of generic
AT | workioce edean QL4 To be taken forward through the planning process to develop the HASU. Amber status vill remain until HASU plans finalised. Goain of the cimear moder e DoHR ASsocDITRAS | Impverent | PAF Commitee
USC Senice
Recruitment to 2nd SPR in Morriston to support Appointments made to the Unit - but other vacancies are reducing the impact of these appointments.
Stroke Service ALz8 [Frenien Q2 6 aditional middie tier medical staff have been appointed at Morriston. ot e working down 1o other posts 6 cover dtion. SpR appointed coo ASscDITRAS | Impeverent | PAF Commitee
an
Evidence of staff who have USC Senice
Actions Continue staf taining and awareness sessions | . SLT training sessions have been undertaken in Morriston
129 | patway QLQ4 e mow e e of medical Saf et (06 abovey are n the process of receiving thrombolysis raining. ED staff have undergone Swallow assessment training receted soke rainng awareness DoHR AssocDITRAS | Impeverent | PAF Commitee
Continue training and awareness in USC Senice
A130 skills and advance care QL4 Improve End of Life Care Dot Assoc Dir R&S | Improvement | P&F Commitiee
olanning Board
s::‘:::‘;“e"ﬁg':mz"?:ﬁ""z';:‘“a’kgL""’:‘Z‘I‘;am"g and Escalation to Health Board's Quality & Safety Committee. Swansea Bay University Health Board
Environmental Decontamination Task & Finish Group established in April 2019, which willreport to Head of | Infection Control
AL3L ::552:‘?"‘2::0;\:;:‘n:q:‘:?s";r“t.:‘:fm patent Q2 No further progress made the Decontamination Sub-Group of the Infection Prevention & Control Committee. Remit of this T&F | |NA DoN IPC Team | \irsing, IPC ommittee | Q&S Committee
e Group will be to review and make on hygiene and
Develop a business case for consideration by
1BG for a 7 day Infection Control Service, that
Impact of Boundary Change will resultin a reduced budget. IPC Service redesign to be reviewed, to Head of | Infection Control
A132 |reflects the Delivery Unit structures and Q2 No progress made. Impact of Boundary Changes to be worked through Dropose & senice of the frure of sevices delered by e Health Board Business case developed. DoN PeTeam |\ Fe e omioa’® | Qs commitee
HOAl Servi provides a sustainable workforce to support
ot Plan work streams of the HCAI Collaborative Drivers.
Act
ctions PO idadvieviratimurtinnonl I Continence service raining for community st and care home staff, which includes cateter care. Catheter Gare is also supported by the | Impending Boundary Change resticts further development at presert. Primary Care & Commurity | [\ on 1P Team | Headol | nfecton Control | o
”"" p ary ‘adoption of the Catheter passport. Services reviewing initiatives to reduce infections within the community. Nursing, IPC Committee
o A:::nrl‘c;cmal stewardship raining across the | o) Aniricrobial SISwardship aing Se5S1ns provR3edon Lot docor o b anTicrobial haimacists: oher sessions powded |y Training rolled out, oo P Team | e [ THecton SOt | oz commitee
Consr s ol or i In June 2018, the Health Board il be paricipating in the ARK project (a 5-year research applied
programme funded by NIHR. The overarching aim of ARK is to reduce the incidence of serious
review in relation to the Focus element of "start Completion of 4872 hour review section is audited bimonthly at present. Compliance remains poor. Head of | Infection Control
ALES [ e o n g mrearamast (@2 infections caused by antibiotic-resistant bacteria in the future, through substantialy and safely Audits to be completed. DoN peTeam | oot oe | Commiae | Q&S Committee
a -eg P reducing antibiotic use in hospitals). ARK-hospital is being introduced to Medicine in Moriston on 9.
prescribers.
June the 3rd 2019,
Corporate Objective 5 - Embedding Effective and ip:
A six month review of actions was completed in October and further key actions identiied for year
end
Delivery of the financial plan and agreed Delivery has been managed through work streams aligned with the Recovery and Sustainabilty Programme Anew work stream has been established to bring together all of the elements of medical workforce Ras
- Month 8 tracker indicates that most areas are not delivering against the plans. ! Deputy Dir
M44_|recurrent savings programme through the actions including a detailed review of junior doctor and ED rota's; implementation of locum on duty DoF Programme P&F Committee
« Mitigating actions have been agreed to support the achievement of control total RES
Embedding RES Programme and e-ob planning and other actions Board
Eftective Units have been asked to identity mitigating actions to offset non delivery of savings and these are
and o4 being managed throuah reaular Ouality and Finance meefinas Savinos assessment
Partnerships Achievement of the agreed financial control
Objective M45 | total in 2018/19 and continued development Year end position £9.879m overspend, therefore £10m control total target was achieved. NA DoF Asst DoF P&F Comnittee
Measures of aplan to achieve financial breakeven
o4 Financial control total
Enabling and supporting plans delivering ‘Savings of £13.3m delivered against savings target of £16m. This was 25 forecast and mitigating actions and opportunities were identified
M46 | required improvements (to achieve financial to manage the shortfall NIA DoF Asst DoF P&F Committee
control total) o014 CIP Tracker of plans
aaap |Aee oint outsourcing package and implement | Q1-4 Capacity was successfully secured across multple providers, mitigating the risk of sole reliance on a single point of delivery. The planned |, Contracts in place 00 Asst DoS JRPDC soard
9 'y agr outsourcing was delivered and supported the achievement of the 36 week target at year end.
place for both organisations as a commissioner. | Q1-4 Commission of activity underway.
Planned Care
Service
Improvement Plan
Aehions Aazay [Agreed LTA n place for both organisations as a | o) Signed LTAs in place across all South Wales Healh Boards as both Providers and Commissioners NA Signed agreed documents DoS/DoF Asst Dos JRPDC Board
(Agree models of service where workforce can Regional planning discussion are considering options for workforce sharing. To date there are examples in endoscopy, dermatology and Consultants and other staff
A138 | be shareq @ vascular where joint working has been effective. Regional Planning work is ongoing working across boundaries Dos/CO0 Asst DoS IJRPDC Board
Atz ’9;::”';‘;a;gf“f::gs"i‘:s":{;‘"c:":f;;"’ key @ Progress made including treat and repatriate model for cardiology which sine it's introduction has seen a significant reduction in waits for | The cardiology model is being shared with the vascular network to see what learning can be adopted | |Signed off pathways in place and o0 st DoS RPOC soard
s °S vaseuar, cardology treatment for ACS cardiology patients for other pathways. operational
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