Public Quality, Safety & Performance
Committee

Thu 09 May 2024, 10:00 - 13:00

Velindre University NHS Trust Headquarters, Nantgarw

Agenda

1. PRESENTATIONS

1.1. Velindre Cancer Service - Patient Story

Provided in person by Dr Helen Hughes, Velindre Cancer Service Patient
Supported by:
Natalie Phillips, IV Access Lead Nurse
Vivienne Cooper, Head of Nursing and
Matthew Walters, Advanced Nurse Practitioner

BEi 1.1.0 QSP PORT Slides Final 1.0.pdf (11 pages)

2. STANDARD BUSINESS

2.1. Apologies

To be led by Vicky Morris, Quality, Safety & Performance Committee Chair

2.2. In Attendance

To be led by Vicky Morris, Quality, Safety & Performance Committee Chair

2.3. Declarations of Interest

To be led by Vicky Morris, Quality, Safety & Performance Committee Chair

2.4. Minutes from the meeting of the Public Quality, Safety & Performance Committee held
on 14th March 2024

To be led by Vicky Morris, Quality, Safety & Performance Committee Chair

Bj 2.4.0 DRAFT Minutes - Public Quality Safety and Performance Committee 14th March 2024 (VM).pdf (19 pages)

2.5. Minutes from the Extraordinary Public Joint Audit and Quality, Safety & Performance
Committee, held on 21st March 2024

To be led by Vicky Morris, Quality, Safety & Performance Committee Chair
B 2.5.0 Draft Minutes - Public Extraordinary Joint Audit and QSP Committee 21st March 2024 (LF).pdf (5 pages)

2.6. Review of Action Log

To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience

B 2.6.0 PUBLIC QSP Action Log Mar-May.pdf (8 pages)

2.7. Matters Arising



To be led by Vicky Morris, Quality, Safety & Performance Committee Chair
There are no matters arising
2.7.1. Change in Allocation of Noddfa Building Wellbeing Centre
To be led by Susan Thomas, Organisational Development and Workforce
*Verbal Update*
2.7.2. Health and Safety Incidents Trends/Themes

To be led by Jonathan Fear, Interim Assistant Director of Estates, Capital and Environment

*Verbal Update*

3. MAIN AGENDA

This section supports the discussion of items for review, scrutiny and assurance.

3.1. Trust Risk Register

To be led by Lauren Fear, Director of Corporate Governance & Chief of Staff

B 3.1.0 TRR Paper - QSP - May 24.pdf (9 pages)

B 3.1.0 Copy of RISKS OVER 15 -29.04.2024 (002).pdf (1 pages)
Bj 3.1.0 Copy of SAFETY RISKS 12 - 29.04.2024.pdf (1 pages)

Bj 3.1.0 INHERENT RISKS FOR 2024 - 29.04.2024.pdf (1 pages)

3.1.1. Trust Assurance Framework

To be led by Lauren Fear, Director of Corporate Governance & Chief of Staff

B 3.1.1 TAF Paper - QSP- May24.pdf (7 pages)
B 3.1.1V50 - TAF DASHBOARD - 19.04.2024.pdf (13 pages)

3.2. Quality, Safety and Performance Reports

3.2.1. Welsh Blood Service Quality & Safety Divisional Report

To be led by Alan Prosser, Director, Welsh Blood Service and Peter Richardson, Head of Quality, Safety & Regulatory
Compliance, Deputy Director, WBS

B 3.2.1 WBS Q+S Report Dec 23 to March 2024 Final.pdf (28 pages)

3.2.2. Performance Management Framework (PMF) Report and Supporting Analysis

To be led by Carl James, Executive Director of Strategic Transformation, Planning & Digital and Sarah Morley,
Executive Director of Organisational Development & Workforce

B 3.2.2 QSP Cttee 9.05.24 MARCH PMF Performance Report FINAL version 005.pdf (68 pages)

3.3. Workforce Supply & Shape and Associated Finance Risks
To be led by Sarah Morley, Executive Director of Workforce & Organisational Development and Matthew Bunce,
Executive Director of Finance

e Workforce
e Finance

B 3.3.0 Supply and Shape Paper QSP May 2024.pdf (11 pages)

3.4. Finance Report for the Period Ended 31st March 2024

To be led by Matthew Bunce, Executive Director of Finance

B 3.4.0 Month 12 Finance Report Cover Paper QSP 09.05.24.pdf (8 pages)



Bi 3.4.0 Appendix 1 -M12 VELINDRE NHS TRUST FINANCIAL POSITION TO MARCH 2024 QSP 9th May 2024.pdf (26

pages)
Bj 3.4.0 Appendix 2 - TCS Programme Board Finance Report (March 2024) - Main Report.pdf (16 pages)

3.5. Quarter 4 Quality & Safety Report
To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience
Bi 3.5.0 QSP Q4 2023-24 Quality Safety Highlight Report.pdf (44 pages)
3.6. Private Patient Service Improvement Group Highlight Report and Improvement Plan
Update
To be led by Rachel Hennessy, Interim Director, Velindre Cancer Service
B 3.6.0 Private Patients Report.pdf (3 pages)

3.7. Trust Clinical Audit Plan

To be led by Jacinta Abraham, Executive Medical Director

Bj 3.7.0 Cover Report Trust Clinical Audit Plan QSPC.pdf (6 pages)
Bj 3.7.0 VUNHST CLINICAL AUDIT PLAN 2024-25 Final V5.pdf (37 pages)

3.8. Trust-wide Policies and Procedures Compliance Report

To be led by Lauren Fear, Director of Corporate Governance & Chief of Staff

Including:
Action plan for the progression of out-of-date policies

B 3.8.0 Policy Compliance Report QSPC MAY 2024 V1.pdf (14 pages)

BREAK - 10 minutes

4. NHS WALES SHARED SERVICES PARTNERSHIP

4.1. Transforming Access to Medicine (TrAMs) Progress Update

To be led by Gareth Tyrrell, Accountable Pharmacist, NWSSP; Colin Powell, Service Director, TrAMs; and Peter Elliott,
Assistant Head, NWSSP Project Management Office

*Paper not received*
4.2. All-Wales Drug Contracting
To be led by Gareth Tyrrell, Accountable Pharmacist, NWSSP
BE5 4.2.0 NWSSP PTS QSP Submission - May.pdf (7 pages)
4.3. Implementation of Duty of Quality Update

To be led by Ruth Alcolado, Medical Director, Corporate Services, NWSSP
Bj 4.3.0 QSP Velindre Duty of quality update May 2024.pdf (6 pages)

5. CONSENT ITEMS FOR APPROVAL

The consent part of the agenda considers routine Committee business as a single agenda item. Members may ask for items to
be moved to the main agenda if a fuller discussion is required.

5.1. Trust Policies for Approval



5.1.1. Fire Safety Policy

To be led by Jonathan Fear, Interim Assistant Director of Estates, Capital and Environment
B 5.1.1 PP 01 Trust Fire Safety Policy v.5_Sept. 2023 with cover paper QSP_290424 (SUBMITTED).pdf (17 pages)
5.2. Trust Learning Framework

To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience

Bi 5.2.0 QSP Learning Framework MAY 2024 version.pdf (4 pages)
B 5.2.0 LEARNING FRAMEWORK.pdf (12 pages)

5.3. Trust Incident Management Framework

To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience

B 5.3.0 Incident Management Framework.pdf (4 pages)
B 5.3.0 Incident Management FRAMEWORK .pdf (26 pages)

5.4. Trust Updated Inquest Guidance and Protocol

To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience

Bj 5.4.0 QSP Updated Inquest Guidance MAY 2024 version.pdf (4 pages)
B 5.4.0 Inquest Guidance.pdf (32 pages)

6. CONSENT ITEMS FOR ENDORSEMENT

There are currently no items for endorsement.

6.1. Quality & Safety Framework Refresh

To be led by Tina Jenkins, Interim Deputy Director of Nursing, Quality & Patient Experience
B 6.1.0 QSP Quality Safety Framework Report.pdf (4 pages)

6.2. Three-Yearly Assurance Report on Compliance with the Nurse Staffing Levels (Wales)
Act (2016)

To be led by Anna Harries, Head of Nursing, Professional Standards & Digital
B 6.2.0 3 Yearly Report 2021-2024-NSA forQSP9.5.24.pdf (17 pages)

6.3. Quality, Safety & Performance Committee Chair’s Urgent Action Report

To be led by Liane Webber, Business Support Officer
B 6.3.0 QSP Chairs Urgent Action Report March-May 2024.pdf (4 pages)

7. CONSENT ITEMS FOR NOTING

7.1. Medicines Management Group (including Medical Gases & CDs) Assurance Report

To be led by Jacinta Abraham, Executive Medical Director

B 7.1.0 MMG Assurance Report April 2024 QSPC.pdf (15 pages)

7.2. Radiation Protection & Medical Exposures Strategic Group Highlight Report

To be led by Jacinta Abraham, Executive Medical Director

Bj 7.2.0 RPMESC Highlight Report Final QSPC.pdf (4 pages)



7.3. Standards for Competency Assurance of Non-Medical Prescribers in Wales March 2024

To be led by Jacinta Abraham, Executive Medical Director

Bj 7.3.0 Standards for Competency Assurance of Non-Medical Prescribers in Wales March 2024 QSPC.pdf (6 pages)
B 7.3.0 Appendix 1 Standards for Competency Assurance_English.pdf (12 pages)

7.4. Pharmacy Review

To be led by Jacinta Abraham, Executive Medical Director

B 7.4.0 Pharmacy Report QSPC 09.05.24 v 3.pdf (7 pages)

Bj 7.4.0 Appendix 1 Velindre University Hospital NHS Trust Pharmacy review Final September 2023.pdf (23 pages)

B 7.4.0 Appendix 2 Independent Review of Clinical Pharmacy Services at NHS Hospitals in Wales - Welsh Government
Response_pdf (E).pdf (33 pages)

7.5. Infected Blood Inquiry Update

To be led by Alan Prosser, Director, Welsh Blood Service
Bj 7.5.0 1Bl Update QSP 9th May 2024 Final.pdf (6 pages)
7.6. Education Strategy Audit Report

To be led by Sarah Morley, Executive Director of Organisational Development & Workforce

Bj 7.6.0 QSP Education Strategy Audit Paper 9.5.24.pdf (6 pages)
B 7.6.0 Appendix 1 - Education Strategy Actions 9.5.24.pdf (3 pages)

7.7. Strategic Equality Plan (SEP) Action Plan

To be led by Claire Budgen, Head of Organisational Development

B 7.7.0 Strategic Equality Plan 2024-28 QSP 9.5.24.pdf (6 pages)
Bj 7.7.0 Appendix 1 Strategic Equality Plan 2024- 2028.pdf (5 pages)
B 7.7.0 Appendix 2 SEP Action Plan 2024-25.pdf (2 pages)

7.8. Integrated Medium Term Plan (IMTP) Quarter 4 Progress Report
To be led by Carl James, Executive Director of Strategic Transformation, Planning & Digital
B 7.8.0 QSP Cttee 9.05.24 IMTP 2023.24 Quarter 4 Update version 019.pdf (48 pages)
7.9. Integrated Medium Term Plan (IMTP) Accountability Conditions (Q4) Yearend Report

To be led by Carl James, Executive Director of Strategic Transformation, Planning & Digital

B 7.9.0 QSP Cttee 9.05.24 Accountability Conditions Progress version 004.pdf (5 pages)
B 7.9.0 Appendix 1 EMB Run 2023-10-02 VELINDRE- Judith Paget - IMTP Accountability Letter 2023.24.pdf (3 pages)
B 7.9.0 Appendix 2 IMTP Accountability Letter 2.10.23 Quarterly Monitoring as at Q4 version 019.pdf (9 pages)

7.10. Transforming Cancer Services (TCS) Programme Scrutiny Sub Committee Highlight
Reports 25th January 2024 and 18th April 2024

To be led by Stephen Harries, Vice Chair and Chair of the TCS Programme Scrutiny Sub Committee

B 7.10.0a QSP Highlight Report Public 25.01.2024-LF .pdf (2 pages)
B 7.10.0b QSP Highlight Report Public 18.04.2024- LF.pdf (3 pages)

8. INTEGRATED GOVERNANCE

The integrated governance part of the agenda will capture and discuss the Trust's approach to mapping assurance against key
strategic and operational risks.

8.1. May 2024 Analysis of Triangulated Meeting Themes



To be led by Vicky Morris, Quality, Safety & Performance Committee Chair, supported by all Committee members

e Was sufficient time allocated to enable focused discussion for the items of business received at today's Committee?
e \Were papers concise and relevant, containing the appropriate level of detail?

e \Was open and productive debate achieved within a supportive environment?

e Was it possible to identify cross-cutting themes to support effective triangulation?

¢ Was sufficient assurance provided to Committee members in relation to each item of business received?

8.2. Committee Effectiveness Survey Report — Reflective Feedback from March 2024
Committee

To be led by Liane Webber, Business Support Officer

9. HIGHLIGHT REPORT TO TRUST BOARD

Members to identify items to include in the Highlight Report to Trust Board:

e For Escalation/Alert
e For Assurance
For Advising

For Information

10. ANY OTHER BUSINESS

Prior approval by the Chair required.

11. DATE AND TIME OF THE NEXT MEETING

The Quality, Safety & Performance Committee will next meet on the 9th July 2024 from 10:00-13:00.

12. CLOSE

The Quality, Safety & Performance Committee is asked to adopt the following resolution:

That representatives of the press and other members of the public be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be transacted, publicity on which would be prejudicial to the public interest
in accordance with Section 1(2) Public Bodies (Admission to Meetings) Act 1960 (c.67).

13. PRIVATE/PART B SESSION

The following item(s) will be discussed at the Private/Part B Session of the Quality, Safety & Performance Committee

¢ Infected Blood Inquiry
e Private Transforming Cancer Services (TCS) Programme Scrutiny Sub Committee Highlight Report
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Patient Story: Dr.
Helen Hughes
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Current Intravenous (1V) Access Service Provision
at VCC

¢ The current IV Access service at VCC is nurse led. The team comprises of 3 Band 7 specialist nurses.

¢ The team have expertise with insertion of IV access devices including:
¢ Venepuncture and Intravenous cannulation
¢ Peripherally Inserted Central Catheter (PICC) lines

¢ Additionally, the team manage IV access complications such as:
¢ Difficult Venepuncture and Intravenous cannulation procedures
¢ Peripherally Inserted Central Catheter (PICC) lines-infection, blocked or malpositioned lines
¢ Totally Implanted Venous Access Port (TIVAP) /PORT- infection or blocked PORTs
¢ Advanced IV access complication management e.g. extravasation.

The team deliver education and training to all clinical staff at VCC. Additionally, the team support clinical
staff from surrounding health boards with training as required.

The team support all clinical areas throughout the cancer centre.




IV Access Devices Available at VCC

¢ Within VCC the IV access team offer a PICC line insertion as the main access
device for treatment.

¢ APICC line is offered to patients for the following reasons:
¢ Patients that have difficult peripheral venous access
¢ Patients that require an ambulatory pump to receive chemotherapy treatment

¢ Dependent on the SACT agent being administered - some agents can cause pain and
damage to veins when administered peripherally.

¢ PICC insertion activity has increased by approximately 30-40% during the last
financial year.

For some patients a PORT is a preferable IV access option for those that require
long-term IV therapy, and this will be addressed below.




VCC PICC Insertion Data

PICC Insertion Data

]

- 2023/24  2022/23  2021/22
70 38 47
74 61 46
81 53 49
84 43 42
87 65 46
73 70 55
68 61 61
61 65 52
81 58 57
79 58 57
(March [N 83 57
912 722 620
T

PICC insertion activity has increased by approximately
30-40% during the last financial year.




PICC line versus PORT insertion

¢ The benefits of a PICC line insertion are valued by
patients. However, some of these patients would have
greatly benefitted from a PORT.

PICC PORT

PICC CATHETER TOTALLY IMPLANTED
POSITIONING VASCULAR ACCESS DEVICE

PICC catheter

Jugular
vein




What is a PICC line

¢ Long catheter inserted into a vein in the middle or upper arm.

¢ There are 1 or 2 lumens available to obtain blood samples and administer treatment i.e. SACT, TPN or long-ter
antibiotics.

¢ The external part of the line is secured to the arm with a dressing.
¢ Patients require a waterproof sleeve for showering.

¢ Patients are restricted from having a bath or swimming due to the risk of the dressing becoming wet and potential
introduction of infection.

¢ Additionally, patients are unable to maintain sports that involve high or over arm exercises such as golf or tennis.

The line is
threaded through
the vein until

the end is near
your heart

The heart
Line comes
out here




What is a PORT

¢ APORT is a Totally Implanted Venous Access PORT (TIVAP). It is a device used to administer medium
to long term intravenous therapy and is buried under the skin during implantation.

¢ APORT consists of a stainless steel or plastic portal chamber which encases a silicone septum within
it (as seen below). Attached to the chamber is a silicone or polyurethane catheter.

The port is implanted subcutaneously and then
sutured into place. Placement sites include the upper
chest, the arm or abdomen. It is usual to place the
port over a bony prominence to provide a solid base
for access purposes. The catheter is then fed into the
vein with the tip resting within the superior vena cava
or occasionally in the inferior vena cava.



https://www.google.co.uk/imgres?imgurl=http://www.tekmed.com.au/sites/default/files/pro-fuse-CT.jpg&imgrefurl=http://www.tekmed.com.au/content/pro-fuse-ct&docid=8hs60u4fHRg6zM&tbnid=U7KRSamdS_chkM:&vet=10ahUKEwj92erEwb7ZAhULDSwKHU5PB7UQMwiCASg7MDs..i&w=320&h=273&bih=651&biw=1366&q=port%20catheters%20power%20injectable&ved=0ahUKEwj92erEwb7ZAhULDSwKHU5PB7UQMwiCASg7MDs&iact=mrc&uact=8
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjK75Cp2L7ZAhWJWCwKHTUABb8QjRx6BAgAEAY&url=https://curesearch.org/Central-Lines&psig=AOvVaw0C5uBZIwT3ZGDbEcqbPJPQ&ust=1519566007776197

PICC Vs PORT

PICC

PICC insertion available at VCC.

Quick turnaround as its nurse led and the
PICC line can be placed in line with
treatment.

Must have weekly dressing change and be
flushed once a week.

The patient is not able to get their arm
wet and therefore are provided with a
waterproof sleeve for showering.

No heavy lifting or swinging motions (i.e.
not able to play golf).

Has to be removed if patient is going on
holiday for longer than 7 days.

Has to be removed if patient is on a
treatment break.

External device so can get caught leading
to malposition of the line and increase
risk of infection.

Has an impact on patients’ quality of life.

PORT

No dressing required. Flushed every 6-8
weeks.

No restrictions on lifestyle e.g. swimming,

Does not get removed for holidays longer
than 7 days.

Does not need to be removed for
treatment break.

Implanted device no risk of dislodging the
device.

Lower risk of infection.

Enables the patient to maintain the same
quality of life pre-treatment.

PORT placement is currently performed at
the patients DGH (only available currently
within Cwm Taf and ABUHB).

Currently there is no standard to advise
on the duration of time a patient should
wait for a PORT insertion.




Current Process for Velindre Patients that
require a PORT Service

¢ Patients that are deemed eligible for a PORT are currently referred to their
DGH via the IV Access Team.

¢ There is currently a PORT insertion service available to patients that reside
within the Aneurin Bevan and Cwm Taf Morgannwg health boards. The service
is streamlined service we have no delays in getting the PORT placed and the
Radiologists are very helpful when we need their advice.

¢ Unfortunately, Cardiff and Vale are not accepting PORT referrals from
Velindre at present. We are currently working on an interim SLA with St
Joseph’s.




Next Steps......

¢ In England a PORT insertion is offered to all patients as an option to support
long term treatment e.g. SACT for Oncology and Haematology patients.

¢ As a matter of urgency, develop an interim SLA with St Joseph's private
hospital to ensure that Cardiff and Vale patients receive an equitable service
within South East Wales.

¢ Consider PORT insertion options to future proof the service for all patients
within South East Wales:

¢ Consider developing an SLA with Aneurin Bevan UHB to place PORTs for the Cardiff
and Vale patients.

¢ Develop a PORT service or alternative within VCC for Cardiff and Vale patients.
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Public Quality, Safety & Performance Committee

Velindre University NHS Trust

Date: 14t March 2024
Time: 10:00 — 13:00
Location: Microsoft Teams
Chair: Mrs Vicky Morris, Independent Member
ATTENDANCE
Professor Donna Mead OBE | Velindre University NHS Trust Chair DM
Stephen Harries Velindre University NHS Trust Vice Chair SH
Hilary Jones Independent Member HJ
. - Executive Director of Nursing, Allied Health
Nicola Williams Professionals & Health Science ° NW
Jacinta Abraham Executive Medical Director JA
Matthew Bunce Executive Director of Finance MB
Sarah Morley Executive Director of Organisational Development SfM
& Workforce
Alan Prosser Director of Welsh Blood Service AP
. Head of Quality Assurance and Regulato
Peter Richarason Compliance, Welgh Blood Service ) Y| PR
Rachel Hennessy Interim Director of Velindre Cancer Service (VCS) | RH
Susan Thomas Deputy Director of Workforce and Organisational | ST
Tina Jenkins Interim Deputy Director Nursing, Quality & Patient T
Experience
Liane Webber Business Support Officer (Secretariat) LW
ADDITIONAL ATTENDEES
Tamarha Jones Gynae Clinical Nurse Specialist Tad
Vivienne Cooper Head of Nursing, VCS VC
Phillip Hodson Deputy Director of Planning & Performance PH
Katrina Febry Audit Lead, Audit Wales KF
Emma Rees Deputy Head of Internal Audit, NWSSP ER
Gareth Tyrrell Accountable Pharmacist, NWSSP GT
APOLOGIES:
Steve Ham Chief Executive Officer
Carl James Execu_tive Di_reptor of Strategic Transformation, CJ
Planning & Digital
Lauren Fear Director of Corporate Governance & Chief of Staff | LF
Emma Stephens Head of Corporate Governance ES
Amy English Regional Director, Llais Cymru AE
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ACTION

1.0.0

PRESENTATIONS

1.1.0

Velindre Cancer Service — Patient Story
Led by Tamarha Jones, Gynae Clinical Nurse Specialist

The Committee heard a powerful story of Ceri, a current Velindre
Cancer Service patient who was diagnosed with stage 4 cervical
cancer and is currently receiving SACT treatment.

Ceri’s story highlighted a number of key issues within the Service as
a result of ongoing SACT capacity challenges, including continued
poor communication, limited notice with regards to appointment times
and difficulty in contacting the booking team despite repeated
attempts and requests for call back. The significant impact and
psychological distress to the patient and their family as a result of
these issues was clear and evident.

The story also highlighted several areas of good practice, including:

e Strong support provided by the medical and CNS team,

e Good complimentary therapies and supportive care input,

e Clear documentation regarding patient history and interaction
with treatment helpline,

e Excellent documentation on Welsh Clinical Portal,

e Good support from Treatment Helpline and clinical team.

DM acknowledged the ongoing efforts to increase SACT nursing
capacity and queried whether these issues would have occurred had
there been sufficient nurses in place. VC advised that there are
sufficient nurses within SACT to deliver the service, but due to a
national Pharmacy capacity issue this area is extremely problematic.

Providing further context from an operational perspective, RH advised
that the situation is being monitored on a weekly basis and work is
underway to improve the communication of appointment times to
patients. Efforts to maximise the capacity within Pharmacy are
ongoing and service delivery methods are under review.

2.0.0

STANDARD BUSINESS

21.0

Apologies

Apologies were noted as above.

2.2.0

In Attendance

Additional attendees were noted as above.

2/19
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2.3.0

Declarations of Interest

There were no declarations of interest.

2.4.0

Minutes from the meeting of the Public Quality, Safety &
Performance Committee held on the 16t" January 2024
Led by Vicky Morris, Quality, Safety & Performance Committee Chair

The Committee REVIEWED and APPROVED the minutes from the
16t January 2024 Public Committee.

2.5.0

Review of Action Log
Led by Nicola Williams, Executive Director of Nursing, Allied Health
Professionals & Health Science

The action log was discussed in detail and Committee members
confirmed that they were assured that all actions identified as closed
on the action log had been fully instigated and could therefore be
closed. Items not yet due for completion were not discussed and will
remain open. The following was noted:

2.6.1 (16/01/2024) - Target dates to be applied against all actions
in future Performance Management Report - PR advised that the
narrative for this closed action had been added incorrectly and should
instead read “Target dates for all audit actions now recorded in
Divisional Integrated Quality and Safety Hub reports, in preparation
for reporting to the Quality, Safety and Performance Committee from
May 2024 onwards”.

3.10.0 (14/09/2023) - Validation of mortality data to be completed
- JA advised that very good progress has been made on this issue.
The digital Bl angle has now been resolved in terms of automation of
data around deaths, particularly for radiotherapy which is now
complete. Some challenges remain around the reporting of SACT
data which is impacted by the existing requirement to manually enter
data in several locations at the time of administrating
SACT/dispensing medication which is currently a 3-step process. JA
highlighted a disconnect between the systems in which this data is
recorded and suggested that this be addressed as a priority. Action
date to be amended to 9t May 2024.

3.5.1 (16/11/23) - Confirm that amber risks within the IMTP are
sufficiently set out within the TAF - the Committee noted the
update in the action log and the assurance provided that this action
will be closed by the stated target date of 31t March 2024.

3.4.2 (16/01/24) - Serious Incident data and in-year targets in the
Healthcare Acquired Infection to be added to the Performance
Management Report - the Committee noted the update provided. PH
advised that although the performance metrics have now been
included in the Performance Management Framework (PMF), limited
data will be available at this stage and a fuller picture will be provided
in the April PMF report. This action is to remain open with a revised

LW

LW

Page 3 of 19
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target date of 9t May 2024 when the April report will be received by
the Committee.

The Committee REVIEWED and UPDATED the actions from the
January 2024 Committee.

2.6.0 Matters Arising
Led by Vicky Morris, Quality, Safety & Performance Committee Chair
3.0.0 MAIN AGENDA
(This section supports the discussion of items for review, scrutiny and
assurance).
3.1.0 Committee Functioning 2024-2025
3.11 Proposed Future Reporting

Led by Nicola Williams, Executive Director of Nursing, Allied Health
Professionals & Health Science

NW presented the report which outlined a proposal in respect of future
quality and safety reporting to the Committee. Given the role of the
now well-established Integrated Quality and Safety Group (IQSG), it
is proposed that all separate departmental reports will feed into the
IQSG and, following full analysis and discussion, a single quality and
safety report produced covering all items to be presented to this
Committee on a quarterly basis. Individual matters of escalation would
be brought to the Committee by exception and in full, allowing for the
provision of clearer, more focused data.

Whilst supportive of the proposals contained within the paper, DM
raised some concern around the lack of clarity of what would
constitute an exception and asked that some guidance be provided
on this. SH raised additional concern at the possibility of missing
gradual trends and sought clarity on the trigger points for escalation.

DM also requested that a review date be agreed upon following
implementation of the proposal. NW agreed that in addition to the
post-Committee reflection after each meeting, a formal six-month
review would take place.

HJ suggested that, rather than the individual departmental highlight
reports being presented to the IQSG, it may be more beneficial for the
group to receive the minutes of each meeting to ensure oversight of
all matters of discussion. NW was supportive of this suggestion.

Moving to the Committee cycle of business, HJ raised concern around
the high number of annual reports scheduled to be received at the
July Committee. VM and NW to consider how the Committee could
have additional time to give all Annual Reports due attention.

As a matter of public assurance, DM sought to highlight that although
many of the reports included in the cycle of business are annual
reports, any issue which arises during the year which warrants

Page 4 of 19
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attention, governance or assurance can and will be brought to the
Committee as and when necessary.

The Committee APPROVED the proposal to provide a more
integrated quality & safety report and the proposed changes to the
2024/2025 Committee cycle of business to reflect these changes.

Amendment To Standing Orders - Schedule 3 - Terms Of
Reference Review

Led by Nicola Williams, Executive Director of Nursing, Allied Health
Professionals & Health Science

The Committee received the revised Quality, Safety and Performance
(QSP) Committee Terms of Reference which are subject to review in
March annually, in line with the full annual reporting cycle.

Referring to the Wider Governance & Accountability Framework
diagram, VM noted that there was no clear link between the Integrated
Quality & Safety Group (IQSG) and requested that this be amended
to clearly reflect the link from the IQSG to this Committee. VM
suggested that the Terms of Reference for both the IQSG and QSP
Committee be circulated together to all members to ensure full
alignment.

In terms of quoracy, VM highlighted that under the current Terms of
Reference no executive directors are required to be present. It was
agreed that this required review and would be discussed at the
forthcoming Independent Members Group meeting.

Following the discussions and points raised above, the Committee
were unable to endorse the amendments to the Committee’s Terms
of Reference at this stage. The Chair will seek out of Committee
approval upon receipt of the revised Terms of Reference document.

VM

3.2.0

Integrated Quality & Safety Group Highlight Report

Including 2023-24 Quarter 3 Quality and Safety Report (inc. Putting
Things Right)

Led by Tina Jenkins, Interim Deputy Director of Nursing, Quality and
Patient Experience

TJ presented the report which covers the activities and outcomes of
the Integrated Quality & Safety Group meetings held in January and
February 2024. The following points were highlighted:

e Mortality Reviews - the Group had received a reassuring
presentation around the development of a process to ensure 30-
day mortality from palliative radiotherapy and 90-day mortality
from radical or adjuvant radiotherapy reviews are undertaken in
line with best practice. Much work is underway to ensure a
robust process is in place, with a view to full implementation
across the Trust by September 2024. This will remain as a
regular agenda item to ensure consistent monitoring of
progress.
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e Incident Management and Learning Framework - both
documents are progressing well and in line with project

timelines.

e Quality Priorities - following Audit Wales feedback proposed
Quality Priorities have been identified and are included within
the report to seek Committee approval.

VM applauded the progress made in terms of the quality and safety
tracker and queried the plan for progression of actions awaiting
approval. TJ advised that alignment with the Audit Committee
methodology is being considered. VM agreed that this would be
helpful governance and would bring consistency in the signing off of
actions. TJ to bring Standard Operating Procedure back to the May
Committee for eventual inclusion in the cycle of business.

In terms of the AMaT (clinical audit assurance) system, the
Committee were advised that a recent request to provide an update
around a national enquiry proved to be a particularly straightforward
process as a result of the extensive work undertaken to move the
actions across to AMaT.

With reference to the Quality Management System, HJ suggested that
in order to further embed the new Trust values throughout the
organisation, it would be appropriate to include them in any document
that contains the Trust’s visions and aims.

With regards to the overdue actions report at appendix 2, SH noted
that the table did not contain headings and requested that these be
added in future reporting. SH queried the National Reportable
Incident/2023/10 in the table as it would appear that the action was
raised in October but is still outstanding. TJ advised that there have
been some challenges with regard to final closedown of actions,
however in terms of the action in question, the work had in fact been
completed although this detail was not currently reflected in the
extracted data.

2023-24 Quarter 3 Quality and Safety Report (inc. Putting Things
Right)

TJ presented an overall positive report which covered the period 15t
October 2023 to 31st December 2023 and gave a comprehensive
overview of the key outcomes, trends and themes in respect of
Complaints, Redress, Claims, Duty of Candour, Safety Alerts,
Infection Prevention & Control and Safeguarding. The following key
points were noted:

e Clear, continuing themes remain within complaints around
appointments, patient communication and treatment planning,

e Patient and donor satisfaction scores remain high,

e Safeguarding training compliance has increased and a
substantial increase in Mental Capacity Act/Deprivation of Liberty
Safeguards training has been noted. TJ reported positive

TJ
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engagement from the medics with the new Mental Capacity Act
lead, whose work is already beginning to demonstrate real
benefits and improvements.

DM highlighted a recurring issue of donors being turned away from
their session due to attending with an infant in a pram and asked that
consideration be given as to how the service can facilitate the
donation process in instances such as this. PR to look into this further.

The Committee:

e NOTED the discussions that took place during the during the
Integrated Quality and Safety Groups held during January and
February 2024.

e APPROVED the proposed 2024/25 Quality Priorities for
inclusion in the IMTP.

e DISCUSSED and APPROVED the quarter 3 Quality & Safety
report and its findings, in particular the continued trends relating
to communication and systems issues at Velindre Cancer
Service.

PR

3.3.0

Medical Examiner Service Report
Led by Jacinta Abraham, Executive Medical Director

The Committee received the report which provided assurance that the
Trust is meeting the recommendations of the Medical Examiner's
Service and are fully compliant.

The Committee NOTED the contents of the report.

3.4.0

Independent Review of Clinical Pharmacy Services in NHS
Hospitals in Wales (30t October)

*Paper withdrawn due to potentially sensitive/identifiable information*

3.5.0

3.51

Quality, Safety & Performance Reports

Velindre Cancer Service Quality & Safety Divisional Report
Including CCTV & Email Audit
Led by Rachel Hennessy, Interim Director, Velindre Cancer Service

The Quality and Safety report covering the period October to
December 2023 was presented to the Committee and the following
key points were noted:

e Continued 100% compliance with Putting Things Right regulations
related to concerns and complaints - improvements seen in terms
of incidents closed within 30 days.

e A process for the management of the outcomes of serious
incidents has been agreed. Once formally accepted each
department will be required to develop an action plan which will be
monitored through the divisional Quality and Safety Management
Groups (QSMG) and to this Committee as appropriate.
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3.5.2

¢ The Clinical Audit team have joined the Quality and Safety team,
this will improve triangulation between clinical audit, quality and
safety, and service improvement.

¢ A more robust risk management process has been agreed through
the division.

e 30/90-day mortality data reporting continues to present a
challenge in terms of data quality.

e A successful joint pilot has been implemented with Aneurin Bevan
University Health Board (ABUHB) for direct referral from the VCC
Treatment helpline in to the ABUHB Same-Day Emergency Care
unit.

e Outpatient and Medical Records Management Group have drafted
an improvement plan to address key themes previously highlighted
to this committee, progress of which will be monitored through the
QSMG.

e CCTV - All actions in relation to this issue are now closed, except
for the one remaining action to re-audit following completion.

e Email audit - recommendations have been shared with EMB and a
working group will be set up to take these forward.

The Committee APPROVED the content of this report.

Trust Performance Management Framework Report and
Supporting Analysis for January 2023/24

Including SACT Gold Command paper [addendum]

Led by Rachel Hennessy, Interim Director, Velindre Cancer Centre,
Alan Prosser, Director, Welsh Blood Service,

Sarah Morley, Executive Director of Organisational Development &
Workforce and

Matthew Bunce, Executive Director of Finance

The Committee received the report which provided an overview of
Trust-wide performance against key national performance targets and
best practice standards through to the end of January 2024.

With regards to the Velindre Cancer Service RH highlighted the
following key points:

¢ Radiotherapy - a slight decline in performance was noted, this is
understood to be linked in part to the Bank Holidays over the
Christmas period. A return to the pre-Christmas position by
February is anticipated. Planning to compensate for the
forthcoming Spring Bank Holidays and impact arising from the
Linac replacement are underway.

e Falls - a relatively high number of eight falls were recorded,
however there were no incidents of patient harm and all were
found to be unavoidable. TJ reported on discussions with the
Quality and Safety Manager at the Cancer Centre who had been
involved in the work of the Falls Scrutiny Panel and had advised
that, as a result of the excellent quality and massively improved
documentation, several key areas of learning have been derived
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and the ward manager is developing some relevant patient
information/advice to be placed at the bedside.

In terms of Systemic Anti-Cancer Therapy (SACT), RH gave a brief
overview of the current challenges, notably those in respect of
pharmacy capacity and the significant increase in service demand.
Business continuity has been put in place, weekly meetings are held
with the operational and executive teams and a number of related
actions have been undertaken, in particular:

e Funding received from end-of-year monies to reconfigure
capacity space within Pharmacy which, once recruited into, will
provide additional storage space and infrastructure to facilitate
buying in additional SACT pharmaceuticals.

e Procurement contract to extend the Medicines at Home service
with Lloyds Pharmacy beyond the current two days per week is
in its final stages.

e Working with the wider service team to provide divisional-wide
solutions in order to optimise pharmacy capacity.

SH queried the percentage growth in demand figures which did not
appear to correlate between the two documents presented. RH
explained that in the 23/24 financial year there was an anticipated
increase in referrals of 8% which was based on 8% over and above
outturn as at 315t March the previous year. This year an increase of
12% is anticipated, based on outturn at 31st March 2023. Following a
detailed explanation of the forecasts for the Integrated Medium-Term
Plan, SH raised concern of the projected cumulative impact on
services. PH highlighted that although the figures are high, similar
demand forecasts are being observed nationally.

VM requested that the Committee receive a SACT update report at
each meeting to demonstrate the impact of the various actions put in
place.

SM gave a brief overview of the Workforce and Wellbeing
performance data, highlighting in particular the following key points:

e A downward trend in sickness absence is evident,

e Compliance with statutory and mandatory training maintained,

e PADR compliance maintained - although this has dipped slightly,
a full review of the PADR process is included in the work
programme for 2024/25

SM advised that work is underway to further develop the Key
Performance Indicators (KPIs) around equality, diversity and inclusion
in advance of the first cut of the Workforce Race Equality Standard in
April.

HJ highlighted that although the narrative states that statutory and
mandatory training compliance is consistently on target, the Trust
Assurance Report indicates that health and safety is not currently on
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target. SM agreed that there are some titles which are falling below
their own individual target, these are being managed by the specific
reference groups associated with them with actions plans developed
to increase compliance in these areas. HJ suggested that areas falling
below compliance be highlighted in the report.

With regards to the overall positive Welsh Blood Service data, AP
highlighted the following key points:

e The blue alert issued in December 2023 was lifted on 25"
January 2024 and the service has managed to sustain this
position over what has been a difficult period. A Task & Finish
Group has been established to examine workforce related
pressures in the collection clinic model.

e Particularly encouraging wastage figures and encouraging
figures for stem cell collection which are beginning to return to
pre-COVID conditions.

Although not contained within the report, AP advised that, following a
detailed discussion at the January Committee in relation to bone
marrow swab drives, the service is beginning to see particularly
encouraging figures, significantly outperforming the target figure that
has previously remained largely unchanged. Most notably AP
highlighted that 40% of the volunteer recruitment are from black,
Asian and other minority ethnic groups. VM acknowledged the
extremely positive progress and asked that the Committee’s thanks
be extended to the team for their achievements in this area.

VM also commended recent WBS communications, noting in
particular a recently encountered, targeted social media post which
gave details of an upcoming local blood donation session.

The Committee:
e NOTED and DISCUSSED the January 2024 Performance
Management Framework
e NOTED the targeted work being undertake through business
continuity arrangements in respect of the delivery of SACT
e NOTED the establishment of SACT Gold Command and the key
deliberations that have taken place.

3.6.0

Workforce Supply and Shape & Associated Finance Risks

Led by Susan Thomas, Deputy Director of Organisational
Development & Workforce and

Matthew Bunce, Executive Director of Finance

ST presented the report which provided an overview of the key
workforce issues in delivering the correct supply and shape of the
workforce. These were:

e Recruitment and retention,
e Ensuring a work environment that supports staff wellbeing,
e Developing effective service and workforce planning.
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3.7.0

The paper also addressed the emerging risk of the availability of staff
to deliver services due to vacancy gaps in specialist hotspot areas
and staff absence due to sickness, and detailed the strategic
interventions and operational plans put in place to mitigate this risk,
along with resulting improvement performance trajectories for 23/24
due to actions successfully implemented.

VM applauded the work undertaken to progress the format of the
report following previous Committee feedback, noting the clearer and
more effective triangulation of issues as a result of the improvements
made.

As a matter of accuracy MB highlighted the following errors:

e Vacancies section on page 9 of the report should read “As at
January 2024, the current staff in post is 1560 WTE”

e Pay Budget 2023/24 section on page 13 should read “The full
year pay budget as at end of January 2024 is £85.276m based
on 1,639 WTE.”

With regards to the above and other paper amendments, DM
suggested that the updated paper be added to the Admincontrol
system to ensure that when papers are needed to be accessed at a
later date, the revised, correct version can be obtained.

VM queried the graph which depicted a 4% reduction in vacancy
rates, noting that there did not appear to be a corresponding reduction
in agency spend. MB explained that as this represents true vacancies
as opposed to sickness absence, where agency staff are often
engaged, a correlation in figures would not necessarily be expected,
although there was indeed some correlation between agency spend
and reduction in sickness absences.

The Committee noted an overall positive improvement performance
trend as a result of the actions and workforce and service
interventions undertaken.

DM highlighted the actions towards creating a positive working
environment and raised an issue in relation to the Noddfa building at
the VCS site which had been leased in order to provide a ‘sanctuary’
as part of the Trust’s staff wellbeing initiative, but has gradually been
repurposed for meeting rooms, etc. ST agreed to look into this.

The Committee NOTED the workforce supply and shape updates and
associated financial impacts as outlined within the contents of the
report.

Finance Report for the Period Ended 31st January 2024
Led by Matthew Bunce, Executive Director of Finance

LW

ST
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MB presented the report which provided an overall positive review of
the financial position and performance for the period to the end of
January 2024. The following points were highlighted:

o Key financial targets/KPIs - revenue, capital and public sector
performance are all forecast to be delivered. The Committee
noted that although the capital figures are shown in the table as
red, a Welsh Government letter received since the report was
published confirms the availability of the funding to cover the
project costs within the new Velindre Cancer Centre.

e Long Term Agreement (LTA) income & COVID recovery/planned
care capacity - the latest trajectory, based on the December
forecast, indicates that income will cover the cost of the Welsh
Government-funded investment made in additional capacity
during the COVID period.

¢ All-Wales financial pressures - following receipt of a letter from
the Health Minister regarding the current NHS Wales financial
pressures, the Trust has identified a number of cost savings
proposals to support the all-Wales position. In addition to this, an
offer has been made to pass across an underspend in relation to
the Trust’'s emergency reserve, on a non-recurrent basis.

DM wished to thank the Finance team and all of those who have
worked hard to contribute to the performance figures and this was
echoed by the Committee. MB wished to also thank the divisional
directors and their teams as the large budget holders for their efforts
and support.

The Committee NOTED the contents of the January 2024 financial
report and in particular the expectation that the Trust will deliver
against its 3 statutory Financial Targets at year end.

3.8.0

3.8.1

Integrated Medium Term Plan 2023-2024

Trust Integrated Medium Term Plan - Progress Against Quarterly
Actions for 2023 / 2024 (Quarter 3)
Led by Philip Hodson, Deputy Director of Planning & Performance

The Committee received an overall positive report which covered the
period October to December 2023 and provided an update on
progress against the actions included within the Integrated Medium
Term Plan (IMTP) for 2023/24.

The report demonstrated good progress against the majority of
actions, with Welsh Blood Service reporting delivery against all 15
actions and Velindre Cancer Service reporting delivery against 20 of
the 22 actions. The two remaining actions are:

¢ Implementation of the national Transforming Access to Medicines
(TrAMS) Model across the service
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¢ Implementation of the approved Full Business case for the
development of the new Velindre Cancer Centre (nVCC) by
2025/26 (December 2025).

Referring to the blank sections towards the end of the report, PH
explained that these are included as a signal of intent for future
reporting - as we move forward into the new financial year, reporting
against some of the other key support functions, such as digital,
estates and workforce, will be included.

The Committee NOTED the progress made in the delivery of the
agreed IMTP (2023 — 2026) actions as at Quarter 3 for both the
Velindre Cancer Service, the Welsh Blood Service and Trust-wide
initiatives.

Integrated Medium Term Plan - Accountability Conditions
Led by Philip Hodson, Deputy Director of Planning & Performance

PH presented the report which provided a progress update against
the accountability conditions set by the NHS Wales Chief Executive
and as laid out in their letter of 2" October 2023.

PH confirmed that all four of the accountability conditions are
anticipated to be discharged accordingly, with actions plans in place
where appropriate.

The Committee NOTED the progress update against the Welsh
Government accountability conditions in Appendix 1 and 2.

3.9.0

Trust Estates Assurance Group Highlight Report
Led by Jonathan Fear, Interim Assistant Director of Estates

JF presented an overall positive the report which provided a summary
of the key issues considered, and actions taken, by the Trust Estates
Assurance Group during quarter 3 (2023/24). The following points
were noted:

e Compliance standards above benchmark targets in some areas
across the Trust. Although some improvements have been seen
in health and safety, this remains below benchmark in some
areas. Bespoke training has been arranged in these areas where
possible, to improve this standard.

¢ A new Violence and Aggression Module C, added in February
2024 is currently at 20.4% competency. This is now being
progressed as a priority, although it was noted that this module
has only recently become available.

e Work is ongoing in relation to the risk of RAAC within blood
collection venues.

HJ reiterated a previous request, that when alert/escalate issues are
being brought to the attention of the Committee, that they are
accompanied by a SMART action plan. HJ to discuss further with JF
outside of the meeting.

JF/HJ
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VM noted the ten health and safety incidents within the Performance
Management Framework and queried whether there were any
trends/themes, or if they were single incidents across the Trust. JF to
look into this further and report back to the next meeting.

The Committee DISCUSSED and REVIEWED the contents of the
report and the actions which are being taken.

JF

3.10.0

3.10.1

Trust Risk Register
*Paper not received*
Trust Assurance Framework

*Paper not received*

3.11.0

Policy Management Review and Compliance Status: October
2023 to February 2024

The Committee acknowledged receipt of the paper. VM highlighted
that whilst there is a positive tone in terms of increased compliance,
51 policies remain out of date. All department leads are requested to
return to the May Committee with a clear plan regarding all out-of-
date policies, with timescales to be applied.

SM advised that although a significant number of the out-of-date
policies are in relation to Organisational Development and Workforce,
the team has been heavily impacted by the work associated with the
recent industrial action. However, the planning phase is in progress
with priority given on a risk basis.

The Committee

e NOTED the contents of the report and the progress that has
been made in respect of Policy Compliance Status for those
policies that fall within the remit of the Quality, Safety and
Performance Committee.

e Await the plans for progress of the remaining out-of-date
policies, to be brought to the May Committee.

LF

3.12.0

Education Strategy Audit
Led by Sarah Morley, Executive Director of Organisational
Development & Workforce

The Committee received the Education Strategy Audit which,
although largely positive, did highlight the need for a robust
implementation plan to sit under the strategy. The other two
recommendations were around evaluating and measuring success, a
theme which triangulates with other audits received at this Committee.

In terms of timelines, SM assured the Committee that work is already
well underway in relation to the development of the robust
implementation plan and it is expected that this will be brought
through the governance process in April.
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The Committee NOTED the plan to implement the recommendations
of the Audit.

4.0.0

NHS WALES SHARED SERVICE PARTNERSHIP

41.0

Transforming Access to Medicine / Clinical Pharmacy Technical
Services Update
Led by Gareth Tyrrell, Accountable Pharmacist, NWSSP

GT presented the report to the Committee highlighting the following
key points:

e A programme of work is currently underway on an ad-hoc basis
between Velindre Cancer Service (VCS) and NHS Wales Shared
Services Partnership (NWSSP) to support the capacity issues as
discussed throughout this meeting.

e Medicines Unit are working with Welsh Government to implement
the national influenza programme. NWSSP will, under Welsh
Government direction, purchase, store and then distribute the
influenza vaccine on a national basis.

e Work undertaken with health boards across Wales to discontinue
an infusion product due to the introduction of a subcutaneous
injection which will improve capacity locally as patients will attend
for a 15-minute injection rather than a longer infusion.

In addition, GT advised the Committee that the Medicines Value Unit
within NWSSP, which sits within the pharmacy division, is currently
undertaking a national piece of work around all-Wales drug
contracting which, in addition to developing an all-Wales pricing
structure, will put in place an all-Wales Service Level Agreement
which will improve the resilience of commercial suppliers and ensure
that local services, such as VCS do not experience short-notice
cancellations and delays in the delivery of medicines as currently
experienced across Wales. More detailed information will be brought
to the next meeting.

VM raised concern regarding progress in relation to Transforming
Access to Medicines (TrAMs) and requested a specific TrAMs report
be brought to the next meeting. GT to provide further information in
terms of key issues and progress made to the May Committee, with
colleague support as appropriate.

The Committee NOTED the report.

GT

GT

4.2.0

Implementation of Duty of Quality Update
Led by Ruth Alcolado, Medical Director, Corporate Services, NWSSP

*Paper deferred to May Committee*

5.0.0

CONSENT ITEMS FOR APPROVAL

(The consent part of the agenda considers routine Committee
business as a single agenda item. Members may ask for items to be
moved to the main agenda if a fuller discussion is required).
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5.1.0

511

5.1.2

Trust Policies and Procedures for Approval

Infection, Prevention and Control Policy Register
Led by Hayley Harrison Jeffreys, Head of Infection Prevention and
Control

e |PC 00 — Framework Policy for Infection Prevention and Control
e |PC 11 — Transport of Specimens Policy

VM highlighted that the policy presented to this Committee currently
has a review date of December 2024 and suggested that this should
be amended to March 2025 given the date of its submission to this
Committee.

The Committee APPROVED the revised policies listed above.

Planning, Performance and Estates Policies
Led by Carl James, Executive Director of Strategic Transformation,
Planning & Digital

e PP10: Medical Gas Piped Systems Policy

e PP11: High Voltage Electricity Supply Systems using a
Contractor as the Authorised Person

e PP12: High Voltage Electrical Supply System Operational Policy

e PP13: Electrical Low Voltage Policy

e PP14: Ventilation Policy

It was highlighted that there were a number of small typographical
errors within the documents, these will be amended prior to formal
publication of the policies.

With regards to PP10, VM noted that this currently is not a Trust-wide
policy and requested that although specific to VCS and managed by
the division, should be Trust-wide in order to ensure effective policy
management. JF to raise this with the chair of the Medical Gases
group.

With regards to the substantial gap between the policies being
reviewed by the relevant groups and subsequent presentation to
Executive Management Board, JF explained that this was as a result
of delays with the EqIA process, which has now been completed for
all of the policies submitted to this Committee.

The Committee APPROVED the revised policies listed above.

JF

6.0.0

CONSENT ITEMS FOR ENDORSEMENT

There were no items for endorsement.

7.0.0

CONSENT ITEMS FOR NOTING
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7.1.0

Professional Nursing Forum Update
Led by Tina Jenkins, Interim Deputy Director, Nursing, Quality &
Patient Experience

The Committee NOTED the Professional Nursing update for the
period December 2023 and February 2024.

7.2.0

Research, Development & Innovation Sub Committee Highlight
Report
Led by Jacinta Abraham, Executive Medical Director

The Committee NOTED the key deliberations and highlights from the
Public Meeting of the Research, Development & Innovation Sub-
Committee held on the 06/02/2024.

7.3.0

15-Step Visits Update Report

The Committee received the report which provided an update on
progress against recommendations and identified actions following a
programme of 15-step visits undertaken across both divisions to date.

In relation to the narrative within the report, SH queried the process
for maintenance of the You Said We Did board at Velindre Cancer
Service Outpatients department and other locations, as it appeared
that the VCS board had not been updated for some time. TJ advised
that although a clear mechanism is in place for this, the information
supplied would be reviewed in order for updates to be more apparent.

VM requested that a forward programme for future 15-step visits be
brought to the next Committee to ensure work in this area is
continuing at pace.

The Committee NOTED the contents of the report and the assurance
it provides regarding the activites undertaken to address
recommendations identified following 15-step visits.

LF

7.4.0

Bi-annual Value-Based Healthcare Programme Update
Led by Matthew Bunce, Executive Director of Finance

The Committee NOTED the continued development of the Value
Based Healthcare Programme including:
e Positive impact of the Pre-op anaemia programme and proposal
to extend scope to cover Anaemia for more clinical areas
e Achievements of the Value Intelligence Centre to date and
objectives for 2024/2025
e The development of a Velindre Food Mission with Welsh
Government support.

7.5.0

Highlight Report from the Chair of the TCS Programme Scrutiny
Sub-Committee

Led by Stephen Harries, Vice Chair & Chair of the Transforming
Cancer Services Programme Scrutiny Sub Committee
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*Paper not received*

8.0.0

INTEGRATED GOVERNANCE
(The integrated governance part of the agenda will capture and
discuss the Trust's approach to mapping assurance against key
strategic and operational risks).

8.1.0

March 2024 Analysis of triangulated meeting themes
Led by Vicky Morris, Quality, Safety & Performance Committee Chair
supported by all Committee members

Due to the executive focus on essential matters related to the new
Velindre Cancer Centre Final Business Case, the Risk Register and
Trust Assurance Framework were not submitted for discussion at this
Committee, this therefore presented a gap in effective triangulation.
However, the following key themes were identified:

¢ Increasing demand and pharmacy capacity continue to present
significant challenges within SACT (Systemic Anti-Cancer
Therapy)

e Issues around patient experience in terms of booking and general
communication

e Ongoing challenges related to manual workarounds.

8.2.0

March 2024 Analysis of Quality, Safety & Performance
Committee Effectiveness

Led by Vicky Morris, Quality, Safety & Performance Committee Chair
supported by all Committee members

e \Was sufficient time allocated to enable focused discussion for the
items of business received at today’s Committee?

e Were papers concise and relevant, containing the appropriate
level of detail?

e Was open and productive debate achieved within a supportive
environment?

e Was it possible to identify cross-cutting themes to support
effective triangulation?

o Was sufficient assurance provided to Committee members in
relation to each item of business received?

9.0.0

HIGHLIGHT REPORT TO TRUST BOARD

Members to identify items to include in the Highlight Report to the
Trust Board:

e For Escalation
e For Assurance
e For Advising
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e For Information

10.0.0 | ANY OTHER BUSINESS

Prior approval by the Chair required.

11.0.0 | DATE AND TIME OF THE NEXT MEETING

The Quality, Safety & Performance Committee will next meet on the:
9th May 2024 from 10:00-13:00

CLOSE

The Committee is asked to adopt the following resolution:
That representatives of the press and other members of the public be excluded
from the remainder of this meeting having regard to the confidential nature of
the business to be transacted, publicity on which would be prejudicial to the
public interest in accordance with Section 1(2) Public Bodies (Admission to
Meetings) Act 1960 (c.67).
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MINUTES OF THE PUBLIC EXTRAORDINARY JOINT AUDIT COMMITTEE
AND QUALITY, SAFETY & PERFORMANCE COMMITTEE
VELINDRE UNIVERSITY NHS TRUST HQ / TEAMS

THURSDAY 21 MARCH 2024 AT 9:00AM

PRESENT:

Vicky Morris Chair and Independent Member
Gareth Jones Independent Member

Hilary Jones Independent Member
ATTENDEES:

Matthew Bunce

Executive Director of Finance

Lauren Fear

Director of Corporate Governance & Chief of Staff

Steve Ham Chief Executive Officer
Carl James Director of Strategic Transformation, Planning & Digital
Carl Taylor Chief Digital Officer

Peter Richardson

Head of Quality & Safety, Deputy Director - Quality Assurance

Fay Sparrow

Freedom of Information and Compliance Officer

Simon Cookson

Director of Audit & Assurance (NWSSP - Audit and Assurance Services)

Steve Wyndham Audit Wales
Jacinta Abraham Executive Medical Director (Joined approximately 9:15AM)
Emma Rees Deputy Head of Internal Audit (NWSSP - Audit and Assurance Services) (Joined
approximately 9:15AM)
Liane Webber Business Support Manager
1.0.0 | STANDARD BUSINESS Action

Led by Vicky Morris, Chair

Introduction
Led by Vicky Morris, Chair

1.1.0 | Apologies
Led by Vicky Morris, Chair
Apologies were received from:
¢ Donna Mead, Chair and Independent Member
¢ Nicola Williams, Director of Nursing, AHP’s & Medical Scientists
e Sarah Morley, Executive Director of Organisational Development & Workforce
e Alan Prosser, Director of Welsh Blood Service
e Katrina Febry, Audit Wales
¢ David Osborne, Head of Finance Business Partnering
1.2.0 In Attendance
Led by Vicky Morris, Chair
Vicky Morris welcomed attendees from Audit Wales and Internal Audit Services.
1.3.0 Declarations of Interest
Led by Vicky Morris, Chair
No declarations of interest were declared.
1.4.0 Draft Minutes from the Public Part A Extraordinary Audit Committee meeting held on 12

January 2024
Led by Vicky Morris, Chair

The Committee decided this item would not be taken on the meeting agenda and would be deferred
to the July 2024 Audit Committee.
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2.0.0

INTERNAL ASSURANCE AND RISK MANAGEMENT MONITORING

2.1.0

Trust Risk Register
Led by Lauren Fear, Director of Corporate Governance & Chief of Staff

Lauren Fear took the Committee through the Trust Risk Register Report.

Lauren Fear gave apologies that Rachel Hennessy, Director of Velindre Cancer Services, could not
attend the meeting to answer any specific questions on any Velindre Cancer Service risk but clarified
that any questions could be taken away from the meeting if required. Lauren Fear thanked Peter
Richardson for attending in relation to any Welsh Blood Service risks.

Vicky Morris raised a question in relation to risk 2515 as there had been discussion in Quality, Safety
& Performance Committee regarding the fact there is only being only one member of staff in terms
of Brachytherapy, and that this is a fragile service. Lauren Fear confirmed this has not been accepted
and explained there is a need to go back around this action to clarify why the Head of Service has
signed this off.

*ACTION: Gareth Jones highlighted risk 2187 has reduced 15-12 based on the progress of
recruiting additional posts. Gareth Jones felt more narrative was needed to inform whether
the post holders’ employment has commenced or if they have been employed but not yet
commenced employment. Lauren Fear agreed to investigate this and update the action.

Lauren Fear continued to take the Committee through the report, stating that six new risks were
opened during this period. Risks 3337 3293 3277 had limited rationales for the scores so Executive
Management Board have been asked to review for further rationale to be provided at the 02 April
2024 meeting, and will confirm to both Audit Committee and Quality, Safety and Performance
Committee following.

Vicky Morris in relation to risk 3337 understood the risk and concurred with the score of 16, noting
this is going to be reviewed, but highlighted that risk 3230 is scored at a 12 and is a similar issue.
Lauren Fear assured this has been confirmed with Rachel Hennessy that Velindre Cancer Services
specifically think this is a different risk.

**ACTION: Vicky Morris requested that when the Risk Register is reviewed on the 02 April
2024 at Executive Management Board, could the meeting also look at how some of the risks
could be combined and how the material total of the risk applies to the organisation and
patients in terms of the root cause.

Lauren Fear informed the Committee that risk 3193 and 3197 have been signed off by the Senior
Leadership Team in Welsh Blood Service and supported by Executive Management Board.

Peter Richardson gave the Committee feedback on the risks, which reflect whether funding will be
received and the risk if this does not get the funding. Peter Richardson gave assurance that the
Welsh Blood Service are working on securing the finance for the programme.

Gareth Jones questioned risk 3338 and the wording ‘as a result of lack of pharmacy capacity’ and
asked for clarity on if this is because of people, supplies or space. Gareth Jones stressed the need
to understand the risk. Carl James responded that in Pharmacy there is lack of capacity in relation
to the number of people and there is active recruitment happening currently. The second part to this
is the current Pharmacy department are in the Cancer Centre and the Discretionary Capital
Programme is aware that £40-50K is needed to increase the storage area from bringing insourcing
drugs, so the physical capacity is being resolved with the Discretionary Capital Programme and then
numbers of people is also a challenge, and this is also happening across South East Wales.

*ACTION: Hilary Jones raised the point that reviewing the new risks in the Risk Register and
the current controls, some are very short and don’t give much assurance that the risks are
being managed effectively. For example, risk 3197 does not give details of when funding will
be received and how the current system will be managed. Peter Richardson agreed to add

LF
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more detail on what doing to secure funding and assured agreement has been made to extend
the existing contract to November 2027.

*ACTION: Carl Taylor agreed to share the plan with the Audit Committee and Quality, Safety
and Performance Committee, for the BECS Procurement, and informed the Committee that in
terms of timescales, are intending to go out to market in May 2024 for the BECS system.

*ACTION: Gareth Jones specified that the additional information in the columns is quite hard
to follow and requested it be made more user friendly. Lauren Fear agreed to work on the
format.

Lauren Fear continued to take the Committee through the report stating that four risks remained
consistent in scoring over the reporting period: risks 3001, 3230, 2465 and 3227.

Lauren Fear took the Committees through the ‘Key Matters Summary of actions taken / In Plan from
Recent Governance Cycle’ which summarised the development actions that have been taken over
the last two cycles.

Vicky Morris underlined the need of good timing and making sure the formal Committees have a
conclusion of all the organisational wide debate. The Committees discussed the timing of risk review
through the Divisional Senior Leadership Teams, Executive Management Board to Committees.
There was an acknowledgement that there should be a balance between ensuring that most up to
date information can be shared, alongside being able to demonstrate closure of matters raised
through the process. It was agreed that this would be explored offline to ensure there was agreement
on what the optimum process and timings were.

*ACTION: Lauren Fear to map out a couple of options in terms of timings and what that would
mean for the age if the Risk Register profile coming through. Lauren Fear will then share this
with members of the Committee to agree a process.

Gareth Jones pointed out that if these were high-level risks, an oral update would be expected at the
Committees from Executives.

The AUDIT Committee and Quality, Safety and Performance Committee:
e NOTED the risks of 15 and above as well as risks in the safety domain with a risk level
of 12 reported in the Trust Risk Register and highlighted in this paper.
e NOTED the on-going developments of the Trust’s risk framework.

CT

LF

LF

2.2.0

Trust Assurance Framework
Led by Lauren Fear, Director of Corporate Governance & Chief of Staff

Lauren Fear took the Committees through the Trust Assurance Framework report and informed the
Committee that the refreshed set of strategic risk were approved in January 2024 Trust Board and
are now in the normal cycle going forward in terms of managing and updating the risks.

In relation to the table on the cover paper ‘Matter raised through recent governance cycle’ item ‘1 -
Populate refreshed TAF on Power Bl template’ Vicky Morris asked for confirmation on when this
timeframe would be confirmed. Lauren Fear responded that it needs to get resource into do it so just
the timing of that. Vicky Morris felt it would be helpful to know the timeframe at the next Committees.

Lauren Fear assured the Committee that the Trust Assurance Framework was discussed via email
where the overall Trust Assurance Framework was circulated by exception.

Vicky Morris highlighted that some of the sections were not being kept up to giving examples -

TAF 01 - The action plan in section 5 has only got one date and it was questioned how scrutiny could
be provided to keep this on track. The action reference is blank and the last two actions have not
been updated.

ACTI
ON
HER

FOR
LOG
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Vicky Morris commended the section on digital data as this was well populated and all of the gaps
and assurances were really clear and the Committee would expect this for all of the Trust Assurance
Framework sections. Vicky Morris highlighted that the Workforce section, particularly TAF 03, states
there are no risks in Workforce which does not fit with the discussions in Quality, Safety and
Performance Committee and there are risks within the Risk Register.

Carl James responded that some of the risks by nature are more in the Trusts control and easier to
respond to, but noted the need to think about how precise can be with some updates versus others.

Vicky Morris advised that this would involve looking at the strategic objective that this is aimed to be
delivered and what are the risks against that, which will help to be more specific. This piece of work
will be done outside of Committee.

*ACTION: TAF 01 - The Risk Lead is to be changed from Cath O’Brien to Steve Ham.

Gareth Jones stressed that Independent Members want to see the risk scores reducing over time
and one of the challenges back to the Executive Team has been that the scores haven’t necessarily
been reducing. Although Gareth Jones pointed out that in this version of the Trust Assurance
Framework of the scores except one have reduced but questioned is the Executive team looking
through the Trust Assurance Framework as the current risk or is this a realistic assessment of what
these risks are.

Vicky Morris informed the Committee that another organisation she is aware of, ensures that any
new controls that are being effective, and any new assurances that are established, are written in a
different italic text to show what’s different and how has it mitigated the risk and felt that as
Independent Members there is a need to see what’s different from the last version.

*ACTION: Lauren Fear will check if risk scores have changes and reduced over time and will
follow up with Gareth.

Steve Ham confirmed they are looked at as the likelihood of impact and the Trust is in the best place
where they are currently.

The AUDIT Committee and Quality, Safety and Performance Committee DISCUSSED and NOTED
the Trust Assurance Framework

The AUDIT Committee and Quality, Safety and Performance Committee NOTED there are further
considerations to take back into the routine cycle of the Audit and Quality, Safety and Performance
Committees.

LF

LF

3.0.0

CONSENT AGENDA
Led by Vicky Morris, Chair

3.1.0

Endorse for Approval

3.1.1

Audit Committee Terms of Reference
Led by Matthew Bunce, Executive Director of Finance

The Committees agreed to postpone this agenda item and refer these back to the Audit Committee
in July 2024 meeting.

3.1.2

All Wales Flexible Working Policy
Led by Sue Thomas, Deputy Director of Organisational Development & Workforce

The Committees agreed this agenda item should go through Quality Safety and Performance
Committee routinely and be placed on the May 2024 Quality, Safety and Performance meeting
agenda.

4/5
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4.0.0 | ANY OTHER BUSINESS

Prior Agreement by the Chair Required

The Committee agreed the process for the minute’s approval following this joint meeting. The
minutes will go through Quality Safety and Performance May 2024 meeting and Audit Committee
July 2024 meeting for approval.

*ACTION: Vicky Morris and Gareth Jones discussed that July 2024 was too long from March
2024 for the next Audit Committee to be held. The Committee recognised this is due to the | MB
July 2024 Audit Committee being an extended meeting with the accounts incorporated, to
enable only four meetings to run through the year. Vicky Morris, Gareth Jones, and Matthew
Bunce will take a view of this outside of Committee to look at the Cycle of Business for Audit
Committee next year in respect of this.

5.0.0 | DATE AND TIME OF NEXT MEETING
Quality, Safety & Performance Committee: Thursday 09 May 2024 at 10:00AM
Audit Committee: Wednesday 10 July 2024 at 10:00AM

6.0.0 | CLOSE
The meeting CLOSED at 9:55am.
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QUALITY, SAFETY & PERFORMANCE COMMITTEE - PART A

ACTION L

oG

Minute
ref

Action

Action Owner

Progress to Date

Target
Date

Status
(Open/Closed)

Actions agreed at the 13t

July 2023 Committee

9.1.0

Trust Annual Report template to
be developed and Trust style
determined to facilitate
consistency for future annual
reports

Emma Stephens (Head of
Corporate Governance) /
Lauren Fear (Director of
Corporate Governance &
Chief of Staff)

Update  30/04/2024: A  Trust
Committee Annual Report Template
has been developed that will be
adopted for the 2023-2024 board
committee annual reporting.

For other annual reports, there is a
corporate  branded template in
development with an external agency
to ensure a more consistent approach
to the reporting. All report owners
have now been contacted to update
on progress. The final template will be
shared with all report owners by 17t
May.

340324
17/05/24

OPEN

Actions agreed at the 14" Se

ptember 2023 Committee

3.10.0

Validation of mortality data to be
completed

Dr Jacinta Abraham (Exec.
Medical Director)

Update 30/04/24: The Mortality data
validation exercise has now been
completed, and the previously
identified Bl data integrity issues are
now fully resolved. Updated Annual
Mortality data will be presented in the
QSP Annual Report July 2024

09/05/24

CLOSED

Actions agreed at the 16" November 2023 Committee

3.5.1

Confirm that amber risks within
the IMTP are sufficiently set out
within the TAF

Carl James (Exec. Director
of Strategic Transformation,
Planning & Digital)

02/05/24: No further update received.
Update 09/01/24: The Trust is
currently updating its IMTP. As part of
this process all risks will be re-
assessed to ensure that they are
aligned and included within the TAF.
WG confirmed the IMTP submission

date is 29/03/2024.

31/03/24

OPEN

Action Log - version 02.05.2024
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Actions agreed at the 16" January 2024 Committee
Freedom of Information Act
report:
e Tables to be clearly linked to
supporting narrative
e Exemption numbers for the | Lauren Fear (Director of _ ,
2.6.2a Trust to be benchmarked | Corporate Governance & lFJgtliate :0/0122024' f\ddressegl "N 09/05/24 CLOSED
against that of other Chief of Staff) report on May meeting agenda
organisations
e Omission of data regarding
timescale and completion of
breached FOI responses to
be addressed
Detail of each of the FOI
exemption sections be added to Lauren Fear (Director of Update 30/04/2024: Exemptions
2.6.2b the Trust W?bSIte .to enaple Corporate Governance & | information included on FOI Intranet | 09/05/24 CLOSED
cross-referencing, with a link Chi
. . : ief of Staff) pages
included in the report to signpost
to this detail
: : Lauren Fear (Director of | The risk was reviewed and updated
3.1.0a 5;;2530 to be reviewed and Corporate Governance & |as part of the March Committee | 14/03/24 CLOSED
) Chief of Staff) governance reporting cycle.
Actions in Risk Register paperto | Lauren Fear (Director of | All actions will be reviewed and
3.1.0b | be reviewed and updated to align | Corporate Governance & | updated and reflected in future| 14/03/24 CLOSED
with main report Chief of Staff) reporting.

Action Log - version 02.05.2024
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Update 22/04/2024: National
Reportable  Incidents, Duty of
Candour and Never Events are now
Serious Incident data and in-year included within the Velindre University
targets in the Healthcare | Carl James (Exec. Director ll;lgfnlwosrtkPerformance Management 00/05/24
3.4.2 | Acquired Infection to be added to | of Strategic Transformation, ' 09/07/24 OPEN
the Performance Management Planning & Digital) Annual targets for Health Care
Report Acquired Infections will be included
using data from April 2024 data.
These will be reported to the QSP in
July 2024.
Committee members to offer
suggestions in respect of how
the Committee’s cycle of
720 |Dusiness could be revised to Al 14/03/24 CLOSED
ensure that future meetings
could be even more productive
and afford sufficient time to
critical or emerging matters.
Actions agreed at the 14" March 2024 Committee
Provide guidance on trigger Nicola Williams (Executive | Proposed trigger guidance produced
3.1.1a 'pomt.s. e TR o escalatlgn Director of Nursing, AHPs & | and circulated to committee members | 09/05/24 CLOSED
identified at Integrated Quality H . -
ealth Science) 2nd May 2024
and Safety Group
Nicola Williams (Executive | 15/04/2024 - Additional Committee
Review arrangements for receipt | Director of Nursing, AHPs & | arranged for the 9% July 2024 to
3.1.1b | of annual reports scheduled for Health Science)/ ensure sufficient time to give all| 09/05/24 CLOSED
July Committee Vicky Morris (Independent | annual reports sufficient scrutiny and
Member) facilitate effective triangulation.
312 :iz\gs\gndcéﬂnml\l/}[’;erﬁbgrusoraéroua; Vicky Morris (Independent | VM discussed at IM meeting with 09/05/24 CLOSED
meeting Member) CEO/ Lauren and IMs

Action Log - version 02.05.2024
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The Standard Operating SOP circulated to Committee
3.2.0a _I?rocedure for Quality & Safety P :Jenkms (rzze el members by email following approval | 09/05/24 CLOSED
racker to be brought to the Quality & Assurance) at EMB 29/04/24
Committee
The Collections team have confirmed
that donors presenting with a child are
managed on an individual basis
depending on the age/needs of the
child and the suitability of the venue to
Options for how WBS could | Peter Richardson (Head of | support their safe care. This is
32.0b facilitate d(.)nation. when C_|0n0r Quality, Safety & Regulatory | considered as part of the individual 09/05/24 CLOSED
presents with an infant/child to Compliance, Deputy venue risk assessment. The decision
be considered Director, WBS) rests with the nurse in charge. The
only sessions where children are
excluded by default are mobile
donation vehicles which have been
assessed as not suitable for children.
Establish version control method g‘:rcnusssgqu"ég? vaﬁS'gZSSadizgpcig
3.6.0a to ensure ngmlttee IEPEE | L Bl (Busmess Chair's Brief for highlighting to | 09/05/24 CLOSED
requiring revision are uploaded Support Officer) attendees at the beginning of each
to Admincontrol meeting.

Action Log - version 02.05.2024

39/671



Update 16/04/24: Weekly working
group to get the staff space finished.
Opening planned for June, final plans
to go to VCS SLT next week
There will be a launch week and a
Susan Thomas (Deputy planned ~_programme of evenfts/
3.6.0b | Review Noddfa building usage Director of Organisational | OPPortunities for staff to engage with |  g9/05/24 CLOSED
Development & Workforce) | the space and the rooms will be
described for their intended use to
ensure that staff know about the
potential for the space.
Item on agenda for discussion at May
meeting.
Jonathan Fear (Interim
HESEIE DIEED SMART action plans are now being
3.9.0a Discuss Estates SMA.RT Zelen Estatgs , Capital and developed for alert escalate actions | 09/05/24 CLOSED
plan for alert/escalate issues Environment)) / L
. list in future reports.
Hilary Jones (Independent
Member)
Identify trends/themes in respect Jonathan Fear (Interim Update 30/04/24: New Head of
of the ten health and safety ) . Health & Safety now in post and
o . Assistant Director of . 09/05/24
3.9.0b | incidents reported in the ) currently looking at all data to create OPEN
Estates, Capital and . 09/07/24
Performance Management Environment) the pareto analysis for the annual
Framework report to be presented in July EMB.
Update 30/04/2024: Forecast dates
Provide the Committee with for all 30 Trust Policies and any
clear plan, with timescales for | Lauren Fear (Director of |insight on the 10 All Wales Policies to 09/05/24
3.11.0 reviewing and providing for | Corporate Governance & |be provided by Exec Leads for June 07/06/24 OPEN
assurance all out-of-date | Chief of Staff) Executive Management Board paper
policies and will be shared with the Committee
prior to the next meeting
Provide detailed report in .
41.0a |respect of al-Wales drug Gareth Tyrre_II (Accountable | Report presented at May Committee - 09/05/24 CLOSED
. . Pharmacist, NWSSP) agenda item 4.2.0
contracting to the Committee

5/8
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Provide TrAMs progress/key | Gareth Tyrrell (Accountable ] :
4.1.0b issues report to the Committee Pharmacist, NWSSP) 30/04/24: No update received. 09/05/24 OPEN
Update 30/04/2024: Medical
PP10 (Medical Gas Piped Jonathan Fear (Interim Cylinders Policy discussed with Chief
5192 Systems Policy) to be Trust-wide Assistant Director of Pharmacist and discussion will be 09/05/24 OPEN
T in order to ensure effective policy Estates, Capital and raised at Medical Gas Committee on
management Environment) Cylinder Policy being implemented as
Trust-wide.
Update 30/04/2024: Full 2024-25
schedule under development and will
. . . be discussed with  Executive
Provide to the Committee Lauren Fear (Director of Management Board in Executive | 09/05/24
7.3.0 | forward programme for future | Corporate Governance & M t Board in June and also | 11/07/24 OPEN
15-step visits Chief of Staff) anagement Board In ~une a
with Independent Member colleagues
following that. Propose to included in
next Committee meeting agenda
Actions agreed at the 215t March Extraordinary Joint QSP/Audit Committee
Trust Risk Register
Gareth Jones highlighted risk
2187 has reduced 15-12 based
on the progress of recruiting
additional posts. Gareth Jones
felt more narrative was needed Lauren Fear (Director of
2.1.0a to inform whether the post| Corporate Governance & OPEN
holders’ employment has Chief of Staff)

commenced or if they have been
employed but not yet
commenced employment.
Lauren Fear agreed to
investigate this and update the
action.

Action Log - version 02.05.2024
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Trust Risk Register

Executive Management Board, :
. Lauren Fear (Director of
to look at how some of the risks
2.1.0b ; Corporate Governance & OPEN
could be combined and how the .

. , ) Chief of Staff)
material total of the risk applies
to the organisation and patients
in terms of the root cause.

Trust Risk Register

Hilary Jones raised the point that
reviewing the new risks in the
Risk Register and the current
controls, some are very short
and don’t give much assurance
that the risks are being managed
effectively. For example, risk
2.1.0d 3197 does not give details of
when funding will be received
and how the current system will
be managed. Peter Richardson
agreed to add more detail on
what doing to secure funding
and assured agreement has
been made to extend the
existing contract to November
2027.

Trust Risk Register

Peter Richardson, Head of
Quality, Safety &
Regulatory Compliance,
Deputy Director of WBS

OPEN

Carl Taylor agreed to share the
plan with the Audit Committee
and Quality, Safety and : - BECS procurement timescales
2.1.0e Performance Committee, for the i Taylgrf,rCh|ef Dlgfieel circulated to the Committee by email CLOSED
BECS Procurement, and cer 08/05/24.
informed the Committee that in
terms of timescales, are
intending to go out to market in

May 2024 for the BECS system.

Action Log - version 02.05.2024
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Trust Risk Register

Gareth Jones specified that the :
o . . . Lauren Fear (Director of
additional information in the
2.1.0f . X Corporate Governance & OPEN
columns is quite hard to follow .

. Chief of Staff)
and requested it be made more
user friendly. Lauren Fear
agreed to work on the format.

Trust Risk Register

Lauren Fear to map out a couple
of options in terms of timings and

what that would mean for the | Lauren Fear (Director of

2.1.0g age if the Risk Register profile Corpo(r:a;]t.e Governance & OPEN
. ief of Staff)
coming through. Lauren Fear
will  then share this with
members of the Committee to
agree a process.
Trust Assurance Framework
Lauren Fear (Director of
2.2.0a TAF 01 - The Risk Lead is to be | Corporate Governance & | Amendment made. CLOSED
changed from Cath O’Brien to Chief of Staff)
Steve Ham.

Trust Assurance Framework

Lauren Fear will check if risk Lauren Fear (Director of
2.2.0b Corporate Governance & OPEN
scores have changed and .
: . Chief of Staff)
reduced over time and will follow

up with Gareth.

Action Log - version 02.05.2024
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Ymddiriedolaeth GIG
Prifysgol Felindre

Velindre University
NHS Trust

QUALITY, SAFETY & PERFORMANCE COMMITTEE

TRUST RISK REGISTER

DATE OF MEETING

9™ MAY 2024

PUBLIC OR PRIVATE REPORT

Public

IF PRIVATE PLEASE INDICATE
REASON

NOT APPLICABLE - PUBLIC REPORT

REPORT PURPOSE

ASSURANCE

IS THIS REPORT GOING TO THE
MEETING BY EXCEPTION?

NO

PREPARED BY

Mel Findlay, Business Support Officer

PRESENTED BY

Lauren Fear, Director of Corporate Governance &
Chief of Staff

APPROVED BY

Lauren Fear, Director of Corporate Governance &
Chief of Staff

EXECUTIVE SUMMARY

The purpose of this report is to:

Share the current extract of risk registers to
allow the Committee to have effective
oversight and assurance of the way in
which risks are currently being managed
across the Trust.

Note the on-going development activity and
status of these actions.

RECOMMENDATION / ACTIONS

The Quality, Safety and Performance Committee
is asked to:

NOTE the risks of 15 and above as well as
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risks in the safety domain with a risk level
of 12 reported in the Trust Risk Register
and highlighted in this paper.

e NOTE the on-going developments of the
Trust’s risk framework.

COMMITTEE / GROUP WHO HAVE RECEIVED OR CONSIDERED THIS PAPER
PRIOR TO THIS MEETING

COMMITTEE OR GROUP DATE
Executive Management Board 29™ APRIL

SUMMARY AND OUTCOME OF PREVIOUS GOVERNANCE DISCUSSIONS
The Executive Management Board discussed the Trust Risk Register and endorsed for
submission to the Quality, Safety and Performance Committee.

Please complete this section if you have indicated that the report purpose is for
ASSURANCE.

2 — Comprehensive actions have been identified
ASSURANCE RATING ASSESSED | and addressed. The cause of the performance
BY EXECUTIVE SPONSOR issue has been identified and is being actively
managed.
APPENDICES
1 Current risk register data.

1. SITUATION

The report is to inform the Committee of the status of risks reportable to Trust
Board, in line with the renewed risk appetite levels. In addition, the report will
update on progress against the Risk Framework.

2. BACKGROUND

Page 2 of 9
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The risks currently held on Datix, and above the Trust Board approved Risk
Appetite level of reporting, are to be considered.

3. ASSESSMENT
3.1 Trust Risk Register

There are a total of 15 risks to report in line with the Trust’s risk appetite during this
reporting period. This includes 11 risks with a current score over 15 and 4 risks
with a current score of 12, reported in the ‘Safety’ domain. The information is
pulled from Datix 14.

Changes since January reporting:
3.2 New Risks Opened in Period

e 3094 - There is a risk that we will not meet IRR17 regulatory compliance as
a result of insufficient activity or resources to deliver the relevant risk
assessments and subsequent actions leading to reputational risk and
potential risk of inappropriate radiation to patients and staff (Score 20)

e 3095 - There is a risk that HSE will issue a non-compliance order or
enforcement notice on VCC as a result of lack of compliance with IRR17
regulations and risk assessments leading to reputational damage and
potential radiation risk. (Score 16)

e 3247 - There is a risk to health and wellbeing of the medical workforce
caused by the lack of consultation rooms and the overbooking of clinics due
to high demand the impact will be increased workload and increased patient
waiting times. (score 16)

e 2200 - There is a risk to the performance of the radiotherapy service as a
result of insufficient capacity within the current linear accelerator fleet,
leading to the radiotherapy service being unable to meet the current and
anticipated demand. (Score 15)

3.3  All other risks have remained at consistent scoring for the period.

3.4 As anew addition, all risks which have a residual score of more than risk appetite
levels and new for April are included in separate appendices — there are 5 risks.
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This is to provide visibility for assurance purposes that the quality of the control
framework is in line with the residual scoring.

3.5 As a further addition, the spilt of risks is shown below:

RISKS OVER 15

CORP TOTAL

SAFETY RISK
RATING 12

CORP | TOTAL

Series1

RISK BY RATING AND
DIVISION

ORLNWARUIOINOWLO
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4. KEY MATTERS - Summary of Actions Taken/ In Plan from Recent Governance
Cycle or Matters raised by Trust Risk Group

4.1 All Wales Datix module

Work is progressing and the Trust will need to make a decision on next steps over
the summer. This is being coordinated at an All-Wales level.

4.2 Other development and improvement work tracker is below. The matters that were
agreed as closed in the March Trust Board have been removed from the table.

Matter raised | Action Taken/ In | Timeframe/ Status to report
through recent | plan Update in January
governance reporting cycle
cycle

8 Review of risk | Review of Policy | May (for  Trust | Deep dive work
domains — | by Trust Risk | Board approval) underway for
particular Team, including July cycle
concern with | this. reporting.

respect to Clinical
safety being | Data  pull  for | May reporting cycle
clearly part of | Quality and Safety
Quality domain | domains  during

on Datix December - (to

report on in

January) - to

review

categorisation

9 When risks first | To action for | May reporting cycle | Propose to close

loaded onto | March  reporting — implemented
Datix, inherent | cycle in this report
risks reported
above risk

appetite levels —
for assurance on
effectiveness of

controls

10 Risk report to | To action for | May reporting cycle | Propose to close
track overall | March  reporting — implemented
number of risks at | cycle in this report
different scores in
Datix

Page 5 of 9

5/9

48/671



6/9

Ymddiriedolaeth GIG

iy, Prifysgol Felindre
d",o N HS Velindre University
o NHS Trust
1 Risk Register | The format of the | May reporting cycle | Requires further
format attached risk input from IMs —
register has to address by
become difficult to time of Trust
read given the Board in May
level of detail
12 | Timing of the | Review timing of | May reporting cycle | Requires further
cycle of risk | the cycle of risk input from IMs —
review review and to address by
oversight between time of Trust
the Divisional Board in May
Senior Leadership
Teams, Executive
Management
Board,
Committees and
Trust Board.
13 Management of | Review all risk | July reporting cycle | To then discuss
risk reviews in | review dates in a with
timely way structured way Independent
through Members offline
management and
governance

5. IMPACT ASSESSMENT

RELATED TRUST STRATEGIC
GOAL(S)

Please indicate whether or not any of the matters
outlined in this report impact the Trust’s strategic
goals.

Please indicate here

Please tick all relevant goals:

Outstanding for quality, safety and experience

An internationally renowned provider of exceptional clinical
services that always meet, and routinely exceed expectations

A beacon for research, development and innovation in our stated

areas of priority

An established ‘University’ Trust which provides highly valued

knowledge for learning for all.

A sustainable organisation that plays its part in creating a better

future for people across the globe

O O O OXK

RELATED STRATEGIC TRUST
ASSURANCE FRAMEWORK RISK

06 - QUALITY & SAFETY
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QUALITY AND SAFETY Tick all relevant domains.

IMPLICATIONS / IMPACT

Safe
Timely
Effective
Equitable
Efficient
Patient Cantered

The Key Quality & Safety related issues being
impacted by the matters outlined in the report
and how they are being monitored, reviewed and
acted upon should be clearly summarised here
and aligned with the Six Domains of Quality as
defined within Welsh Government’s Quality and
Safety Framework: Learning and Improving
(2021).

The risk register and associated risk framework
are imperative to quality and safety in the
organisation.

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED

Not required

There are no socio economic impacts linked
directly to the current risks in paper.

TRUST WELL-BEING GOAL
IMPLICATIONS/IMPACT

Choose an item.

There are no direct well-being goal implications
or impact in the current risks in this paper.

The Trust Well-being goals being impacted by
the matters outlined in this report should be
clearly indicated

FINANCIAL IMPLICATIONS /
IMPACT

There is no direct impact on resources as a result
of the activity outlined in this report.

EQUALITY IMPACT ASSESSMENT

No - Include further detail below

There is no direct equality impact in respect of
this paper, however each risk will have an impact
assessment where appropriate.
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ADDITIONAL LEGAL
IMPLICATIONS / IMPACT

There are no specific legal implications related to
the activity outlined in this report.

6. RISKS

ARE THERE RELATED RISK(S)
FOR THIS MATTER

Yes - please complete sections below

WHAT IS THE RISK?

The risk register is detailed in Appendix 1 and
throughout the paper.

WHAT IS THE CURRENT RISK
SCORE

NA

HOW DO THE RECOMMENDED
ACTIONS IN THIS PAPER IMPACT
THIS RISK?

Actions plans for individual risk require further
work.

BY WHEN?

ARE THERE ANY BARRIERS TO
IMPLEMENTATION?

No

All risks must be evidenced and consistent with those recorded in Datix
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Detailed Definitions of 7 Levels of Evaluation to Determine RAG Rating /
Operational Assurance and Summary Statements of 7 Levels

ACTIONS

OUTCOMES RAG
rating

SUMMARY STATEMENTS OF 7 LEVELS

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of delivery of the majority or all of the agreed actions,
with clear evidence of the achievement of desired outcomes over
a defined period of time i.e., 3 months.

Improvements sustained over time - BAU

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Level 6

Evidence of delivery of the majority or all of the agreed actions,
with clear evidence of the achievement also of desired
outcomes.

Outcomes realised in full

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of delivery of the majority or all of the agreed actions,
with little or no evidence of the achievement of desired
outcomes.

Majority of actions implemented; outcomes not
realised as intended

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Level 4

Evidence of several agreed actions being delivered, with little or

4 . )
no evidence of the achievement of desired outcomes. Increased extent of impact from actions

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Level 3

Some measurable impact evident from actions initially taken Actions for symptomatic, contributory and root
AND an emerging clarity of outcomes sought to determine 3 causes. Impact from actions and emerging
sustainability, with agreed measures to evidence improvement. outcomes

Comprehensive actions identified and agreed upon to address
specific performance concerns.

Some measurable impact evident from actions initially taken. Symptomatic issues being addressed

Initial actions agreed upon, these focused upon directly
addressing specific performance concerns.

Actions for symptomatic issues, no defined

Outcomes sought being defined. No improvements yet evident.
outcomes

Emerging actions not yet agreed with all relevant parties.

No improvements evident. Enthusiasm, no robust plan
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SAFETY RISKS - 12

3001

Risk Title - New

There s a isk to safety as a
resultof work related stress
leading to harm to saff and to
service delivery.

Safety

Opened

09/12/2022

3230)

REFERRAL PROCESS - There is a
isk to patient safety, cas a result
of variation and multiple access
routes for new referrals to
Velindre Cancer Centre. The.

patient referral information
which may impact/delay the
delivery of patient care

Safety

19/10/2023,

2187]

There is arisk to patient safety

the Radiotherapy Physics
Department and the need to
balance core duties with
developmental tasks.

Safety

14/09/2020

2a85|

There i a isk to patient safety,
caused by the duplcation of
information, excessive use of

Safety

05/11/2021

1/1

this risk apply

health

Site/Function

Handler

Is this a Private &

Manager

RR- Current

Risk (in brief)

There i a isk to safety 25 2

impact (nitial)

Impact (current)

Controls in place

Adequacy of Contrl

n of Travel

impact (Tar

Closed date

Description

Divisions/Departments
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Risk Title - New Risk Typ 0 the entire health  Divisi Handler

act intial) Ratin (iniial)

19 pandemic and working from
home arrangements, including.
hybrid working and at

desk arrangements will resuit in
personal injury claims, given that
repetitive strain injuries can take
2 while to develop. There is
therefore a requirement to
ensure that health and safety.
requirements have sufficiently
been met to comply with health

ESR online mandatory training.
(no renewal)

Face to face assessmens picked
up by the HEs Advisors and

o

(informal
et epeive st — arangenend Pt possile- My oo Possle- iy
3326 e potenti e and [ 06/02/2024 Yes < il Hoskins, Jason pell, Ceri No No Revision of the Trust DSE poicy |0 (41 22 e O 3- Moderate 3- Moderate e Inadequate 2-Minor 6 30/03/2024
staff sickness. Moy 2023 2 aff from sustaining. e occasionaly. implemented time / occasionaly
assessments
e it & vale injury that could otherwise have
health
policy states:
“Suitably trained DSE Assessors
are available to provide advice
o DSE assessments and to refer
o health and safety teams or
Occupational Health where the
issues are beyond their capacity.
(Trere s a risk that the 1 tments not processed Unlikely - Not expected o Treat - actions agreed to_ | 1. Staff raining and awareness Unlikely - Not expected to Implementation of
3346 continuation of safe patient care | Safety. 26/02/2024| No Velindre Cancer Centre | Health Records Medical Records Velindre Hospital Stockdale, Ann Marie | Bell, Mrs Tracy No on 4-Major 12| occur/reoccur but there |4 - Major risk Adequate 3- Moderate 6 28/06/2024| 28/06/2024 | Medical Secretarial
and finaneial income may he orocesced time / oceasionally which oatient activiy Service Model
Workis already underway
nationally, led by NWSS?, to
There s arisk to PERFORMANCE,
SERVICE SUSTAINABILITY and current contract for the 5 s | 2nce of Chemocare exgires in Rare - Would onty
October 2024, Chemocare s occur/reoccur in very
€TY a5 2 result of the ales organisations (including Treat - actions agreed to
termination of the current Chemotherapy VUNHST) who use Chemocare, | 1%6¢ 10 SupPort the Expected - Will Posstls- My reduce the level of risk exceptional
3367 Malipe Risk Domains 04/04/2024 No Mason-Hawes, David | Lloyd, Gareth No No 4-Major 20| occur/reoccur at some |4 - Major 1] Adequate 4-Major 4 04/06/2024
contract for Chemocare in Bookings) Theaimis to secure a -year invec time / occasionally. which v considered a vry remote
October 2024, leading to 2 extension of the- implemented

-an essential tool to safely and

faiure to safely delvr SACT contract, o include provison to probilty tat ol
treatment within VCC estabish a single,national appen / hapen again.
ele treatments for VCC patients.

instance of Chemocare during
the period of the new contract.

the system

ot data,
2. Each Datanode includes one | Situation  The following.

weeks data on the system. process has been designed in
3.5tep 1 describes the extraction | collaboration with the SME from
of a sample data set for the supplier, with SME from

verification of integrity during | across the WBS including, digital,
Validation, System admin, System|
owner. Operational leads, the RP.

F— P——
Thereis ik to Qualty and ik ndGA Syt v b ccufescct e it e
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s P ran kg oo, - " oLl (DWW FRNVRVAR " R oo s mestsion (IR sfreumonas, |3+ 5| steetr et [ s-cea ; oo
may be impacted because the lappiny m: 2 |time/ occasionally. con: avery remote. which wil considered a very remote
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failure"Hhitial ImpactBotential server whilst ensuring service Ppen/ bappen ap open/ happen 2
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List the Name(s) of Committee / Group who have previously Date
received and considered this report:
Executive Management Board 15™ APRIL

SUMMARY AND OUTCOME OF PREVIOUS GOVERNANCE DISCUSSIONS
The Executive Management Board discussed the TAF and endorsed for submission to
the Quality, Safety and Performance Committee.

APPENDICES

1 Trust Assurance Framework

1. SITUATION

An updated set of Strategic Risks were approved by the Trust Board in January
2024.

2. ASSESSMENT
Update for April/ May

2.1 It was agreed in Executive Management Board on 15 April that the two risks for
focus in Quality, Safety & Performance Committee in May will be strategic
workforce risk (TAF 03) and strategic financial stability risk (TAF 08). There will be
triangulation with other key papers on the agenda on these matters.

2.2 May reporting cycle actions — as per below, in particular to reference that an
approach to action 3 has been agreed in two phases.

2.3 The first is to provide an additional section in the format to include the Integrated
Medium Term Plan actions. This mapping will be completed following a series of
meetings between the Executive Directors and Director Corporate Governance
with support from the Strategic Transformation team. This work will be completed
during May for June/July reporting cycle.

2.4 The longer term approach will be to re-orientate the Trust Assurance Framework
according to strategic objectives. The template and approach for this to be agreed
by October, in order to allow the development of the 2025-2028 Integrated Medium
Term Plan and Trust Assurance Framework to progress on this basis during
Quarter 3 and 4.
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Summary of Actions Taken/ In Plan from Strategic Development Committee,

NHS Trust

Velindre University

Ymddiriedolaeth GIG
Prifysgol Felindre

Quality Safety & Performance and Audit Committee:

Matter raised through | Action Taken/ In | Timeframe
recent governance | plan
cycle
1 Populate refreshed TAF | Work completed in | Although issue with lack
on Power Bl template background on | of risk/assurance
Power Bl and | resource continues, it has
refreshed been possible to progress
information to be | the development work is
populated from | complete and there is a
March reporting | usable version of the
cycle. dashboard on SharePoint.
Next steps are to migrate
the dashboard through
the Power Automate
Exporting Tool. Expect to
be available to start
migration by end June.
3 Alignment to Integrated | Full update in paper | Phase 1 - July
Medium Term Plan | in section 2.2 above | Committee.
goals and then tracking
of progress as part of Phase 2 - aligned to
first line of defence 2025/6 Integrated
assurance. Medium Term Plan
development
4 Deep dive of two risks at | Following reporting | Complete — included in
Quality, Safety & | of refresh framework | May reporting cycle
Performance Committee | of strategic risks,
going forwards this will
recommence from
the next reporting
cycle.
5 Governance, Assurance | a. Alignment to | June 2024 - in line with
a-c | & Risk programme of Integrated completion of current
work development Medium Term | phase and refresh of
Plan annual | Governance, Assurance
review & Risk programme of
b. Embedding work.
through
Divisional
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Q G IG Ymddiriedolaeth GIG

Prifysgol Felindre

N H S Velindre University

NHS Trust

Leadership and
senior
management as
a valuable
management
tool

c. Trust Board
collective time to
ensure strategic
risks play a
central role in
how the Trust
Board operates
it's core
functions  and
responsibilities.
This may include
further Board
development
time etc.

6 Tracked changes Tracked  changes | July reporting cycle — This
will be highlighted | will be automated based
more clearly to show | on migration to Power BI
recent updates. In |template as per
addition, the cover | improvement action 1
paper will be | above.

developed to include
clearer commentary
of key changes.

3. IMPACT ASSESSMENT

TRUST STRATEGIC GOAL(S)

Please indicate whether any of the matters outlined in this report impact the Trust's
strategic goals:
Choose an item

If yes - please select all relevant goals:
e Outstanding for quality, safety and experience

e An internationally renowned provider of exceptional clinical services O
that always meet, and routinely exceed expectations

Page 4 of 7

59/671



5/7

Q G IG Ymddiriedolaeth GIG

Prifysgol Felindre

N H S Velindre University

NHS Trust

areas of priority
knowledge for learning for all.

for people across the globe

e A beacon for research, development and innovation in our stated O
e An established ‘University’ Trust which provides highly valued 0O

e Asustainable organisation that plays its part in creating a better future O

RELATED STRATEGIC RISK -
TRUST ASSURANCE
FRAMEWORK (TAF)

For more information: STRATEGIC
RISK DESCRIPTIONS

Choose an item
All Strategic Risks are related.

QUALITY AND SAFETY
IMPLICATIONS / IMPACT

Select all relevant domains below

Safe
Timely
Effective
Equitable
Efficient
Patient Centred

The Key Quality & Safety related issues being
impacted by the matters outlined in the report
and how they are being monitored, reviewed
and acted upon should be clearly summarised
here and aligned with the Six Domains of
Quality as defined within Welsh Government’s
Quality and Safety Framework: Learning and
Improving (2021).

All domains are relevant to this work, as the
strategic risks span all areas of the Trust
business and are imperative to quality and
safety.

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED:
For more information:
https://www.gov.wales/socio-
economic-duty-overview

Not required

Click or tap here to enter text.

There are no socio economic impacts linked
directly to the current risks in paper.
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Ymddiriedolaeth GIG
Prifysgol Felindre

Velindre University
NHS Trust

TRUST WELL-BEING GOAL
IMPLICATIONS / IMPACT

Choose an item

The Trust Well-being goals being impacted by
the matters outlined in this report should be
clearly indicated

If more than one wellbeing goal applies please
list below:

Click or tap here to enter text

FINANCIAL IMPLICATIONS /
IMPACT

There is no direct impact on resources as a
result of the activity outlined in this report.

Source of Funding:
Choose an item

Please explain if ‘other’ source of funding
selected:
Click or tap here to enter text

Type of Funding:
Choose an item

Scale of Change

Please detail the value of revenue and/or capital
impact:

Click or tap here to enter text

Type of Change

Choose an item

Please explain if ‘other’ source of funding
selected:

Click or tap here to enter text

EQUALITY IMPACT
ASSESSMENT

For more information:
https.//nhswales365.sharepoint.com
/sites/VEL Intranet/SitePages/E.asp
X

Not required - please outline why this is not
required

There is no direct equality impact in respect of
this paper, however each risk will have an
impact assessment where appropriate.
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Prifysgol Felindre

N H S Velindre University

NHS Trust

ADDITIONAL LEGAL
IMPLICATIONS / IMPACT

There are no specific legal implications related
to the activity outlined in this report.

Click or tap here to enter text

ARE THERE RELATED RISK(S)
FOR THIS MATTER

Yes - please complete sections below

WHAT IS THE RISK?

The risks are detailed in the new Trust
Assurance Framework dashboard.

WHAT IS THE CURRENT RISK
SCORE

NA

HOW DO THE RECOMMENDED
ACTIONS IN THIS PAPER IMPACT
THIS RISK?

Action plans for strategic risks are included in
the Trust Assurance Framework Dashboard.

BY WHEN IS IT EXPECTED THE
TARGET RISK LEVEL WILL BE
REACHED?

ARE THERE ANY BARRIERS TO
IMPLEMENTATION?

No

All risks must be evidenced and consistent with those recorded in Datix
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RISK ID

RISK TITLE

RISK LEADS

STRATEGIC GOAL

RISK THEME

RISK SCORE (see definitions tab)

INHERENT RISK

LIKELIHOOD IMPACT

Overall Level of Effectiveness:

CURRENT RISK

LIKELIHOOD

IMPACT

TOTAL TARGET RISK

LIKELIHOOD IMPACT

Trust Risk Register associated risk on Datix. (see section 4)

e RATING Overall Trend in Assurance
7 Levels of Assurance(see definitions tab)

KEY CONTROLS SOURCES OF ASSURANCE
o (o)) o
= = =
@ T T T
o 0 o o o
ID Key Control Owner = > © 9 1st Line of Defence 9 2nd Line of Defence 8 3rd Line of Defence 3
s | 5| § |£3E 2 ; 2
= =] () O &= ®© %) )] )]
a = ) oo < < <

X

GAPS IN CONTROLS

GAPS IN ASSURANCE

ACTION.

ASSOCIATED ACTION REFERENCE/ RATIONALE
DETAILING WHY THERE IS NO ASSOCIATED

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

DATIX RISK REF RISK TITLE

SMART ACTION PLAN

CURRENT RISK
LEVEL

RISK TREND

Action
Ref

Action Plan

Owner

Assurance
Level

Due
Date

Progress Update

Date of

Upilsice Impact of Changes on Risk

When the action is complete, detail the impact on
assurance level/control
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RISK ID

RISK LEADS

RISK TITLE

01

Steve Ham

Rachel Hennessey

There is a strategic risk of failure to deliver timely, safe, effective and efficient services STRATEGIC GOAL
for the local population leading to deterioration in service quality, performance or
financial control as a result insufficient capacity and resources.

Alan Prosser

RISK THEME

RISK SCORE (see definitions tab)

1 - Outstanding for quality, safety and experience

Service Capacity

RISK
SCORE
TREND

INHERENT RISK

LIKELIHOOD IMPACT
4 4

TOTAL

CURRENT RISK

LIKELIHOOD

IMPACT

TOTAL

3

4

12

TARGET RISK LIKELIHOOD

IMPACT TOTAL

2

4

Overall Level of Effectiveness: RATING PE Overall Trend in Assurance THIS WILL INCLUDE A

KEY CONTROLS SOURCES OF ASSURANCE

ID Key Control Owner g =3 g ° § =3 1st Line of Defence 2  [2nd Line of Defence 2  [3rd Line of Defence =

£ E | 8 |§8é g g g
[ = @ © =2 ) [4) ()
5 s a) ° o o o
g :
w = S 5

s 3 3

< < <

Trust Risk Register associated risk on Datix. (see section 4) X

C1 Blood stock planning and management function between Director WBS X E Annual Service Level Agreement = Senior Leadership Team, = Welsh Government Quality, Planning =
WBS and Health Boards. This includes active engagement meetings with Health Boards to review & COO and EMB Review, QSP @ and Delivery Review. @
with Health Boards in Service Planning including the supply. Benchmarking against o committee and Board. o b
established annual Service Level agreement,. The overall National and International standards. é’(’ é’(’ é’(’
annual collection plan based on this demand and the active Annual Blood Health Team review of ° ° °
delivery of blood stocks management through the Blood Health Board supply and prudent use of = = =
Health Plan for NHS Wales and monthly laboratory manager blood Annual Integrated Medium Term
meetings. Plan (IMTP) review of previous 3 year

demand trend to build resilience to
inform and predict any surge demand.

Cc2 Operational Blood stock planning and management function Director WBS X E System pressures can be flagged at an PA Performance Report to Senior PA  |Welsh Government Quality, Planning PA
in WBS. Delivered through annual, monthly and daily early stage and appropriate action taken Leadership Team and EMB and Delivery Review
resilience planning meetings. Underpinned by the UK Forum through Department Head review with Review, QSP committee and Internal Audit, Wales Audit Office,

Mutual Aid arrangements. Regular meetings with UK Blood escalation to Senior Leadership Team Board. National Red Cell regulator audits.
Services on position of Blood Supply. and Director. and Platelet shortage plans

C3 Continuity of core service delivery functions supporting Director WBS X E Business Impact Assessments across PA Escalation through VUNHST PA Invoke UK Blood Services Memorandum PA
Transfusion, Transplantation and Welsh Bone Marrow Donor service functions identifying Maximum Business Continuity command of Understanding (MoU)

Registry (WBMDR). Tolerable Period of Disruption. structure if system pressures Escalation to Welsh Government
Contingency equipment, Managed not resolved, invoke Service Emergency Preparedness, Resilience
service contracts for critical suppliers, Level Agreements if and Response (EPRR) for Health, Local
Planned Preventative Maintenance, appropriate or Technical Resilience Forum - Strategic
Additional inventory for contingency of Agreement with other UK Coordinating Group.
critical supply items. Business Continuity Services. Internal Audit, Wales Audit Office,
Plans for response. On call provision for regulator audits.

Senior Leadership Team and core
service functions.

C4 Delivery of business as usual core services and capacity to Director WBS, VCS X E Implementation group for programmes PA  |Highlight and performance PA |QSP committee and Board and external PA
support strategic programmes of work. mapping the interdependencies and reports to Senior Leadership stakeholders if required.

pressures. Regular touch point Team and EMB to review. Internal Audit, Wales Audit Office,
meetings with Senior Leadership Team regulator audits.

to review capacity to deliver key

programmes of work.

C5 National Policy decisions/ Directives that are introduced Director WBS, VCS X E Horizon scanning and representation at = Trust wide clinical and = QSP, SDC =
including Regulatory requirements to ensure the safety of key forums including UK Forum, Joint o scientific board. & &
services. (Advancements in medicines to improve patient Professional Advisory Committee 3 Senior Leadership Team and 3 =
safety). (JPAC) for UK blood services, The UK 2 EMB Review. 2 2

advisory committee on the Safety of e 1S} e
Blood, Tissues and Organs (SaBTO). = = =
Regular liaison with Blood Policy and

Tissue, Cells and Organs Policy team in

Welsh Gavernment

C6 SEW- VUNHST cancer demand modelling programme with Director VCS X X PE SE Wales Group o % © [Performance Report - SLT, 5 3 © [Welsh Government Quality, Planning R
HBs and WGDU in place, continues to provide high level = EMB, QSP and Board = and Delivery Review =
assurance on demand projections. 7] 7 ?

< < <

C7 Demand and Capacity Plan for each service area of VCS Director VCS X X PE |Service area operational planning o 3 © [Performance Report - SLT, o 3 © [Welsh Government Quality, Planning o ™o

meeting < @ |EMB, QSP and Board < @  |and Delivery Review Z 9
] ] ]
< < <

GAPS IN CONTROLS GAPS IN ASSURANCE ASSOCIATED ACTION REFERENCE/ RATIONALE

Lack of real time data on fating of blood to allow business intelligence data set that links Health Board and activity changes to demand. Addressing Al.l

this gap would require digital systems to be in place which are out of WBS control. Projects are progressing externally.

The demand management for blood still varies across Health Boards and within clinical teams. The Blood Health National Oversight Group work Al.l

programme continues to address inappropriate use of blood, which impacts demand.

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

DATIX RISK REF

RISK TITLE

CURRENT RISK

RISK TREND

2515

resilient service leading to the quality of care and
single points of failure within the service.

There is a risk to performance and service sustainability as a result of the staffing levels within Brachytherapy services being below those required for a safe

15

SMART ACTION PLAN

Risk Decreasing

Action [Action Plan Owner |Assurance |Due Progress Update Date of [Impact of Changes on Risk When the action is complete, detail the impact on
Ref Level Date Update assurance level/control
Al Exploratory pilot project with Cardiff and Vale Health Board to [Lee 1A Jul-25 National oversight group is currently discussing with C&V in  [18.4.24 [No current funding route identified within LIMS and

scope real time digital solution to develop blood fate data set. [Wong light of new supplier for All Wales LIMS solution. may need o be considered when the Infected

Blood Inquiry (IBI) reports in May 24.

Al.l Working with DCHW to support the Blood Transfution Module|Lee 1A Discussions ongoing about funding solutions for blood 18.4.24 |[No current funding route identified within LIMS and

of the new All Wales LIMS 2.0, Track Care Lab Enterprise  [Wong tracking/fating to patient, may need o be considered when the Infected

(TCLE). Blood Inquiry (IBI) reports in May 24.
A2 Blood Health National Oversight Group key work streams are |Lee PA Ongoing work under the remit of the BHNOG to support 18.4.24 |All Wales programmes which will ensure equity of

underway identifying inappropriate use of blood. Wong patient blood management initiatives, including care for patients.

review of outpatient activity to determine what could be Head of report to be received

repatriated back to Health Boards relasing capacity within the |Medical

outpatient facility and providing care closer to home for the Services

patient

formal demand and capacity operational group to be Head of Key objective for Head of Service onow commenced in role -

established to provide oversight of current and future plans, |Medical as at Dec 2023

manage D&C plans and identify areas of concern with Services

mitigations for escalation as appropraite
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RISK ID

RISK LEADS

RISK TITLE

0)

Carl James

There is a strategic risk of failure to align our strategic objectives and intent with system

partners, including within the health and social care system, third sector and industry

partners which could result in an inability to deliver required change to achieve our
medium to long term objectives.

Jacinta Abraham

Nicola Williams

RISK SCORE (see definitions tab)

STRATEGIC GOAL

RISK THEME

2 - An internationally renowned provider of

routinely exceed expectations

Partnership Alignment

exceptional clinical services that always meet and RISK

SCORE
TREND

INHERENT RisK (—-<ELHOOD HEACT TOTAL 12 CURRENT RISK L L ROUL HEACT TOTAL 8 TARGET RisK  (—IRELHOOD HEACT TOTAL 6
Overall Level of Effectiveness: RATING PE Overall Trend in Assurance THIS WILL HAVE A GRAPH
KEY CONTROLS SOURCES OF ASSURANCE

GEJ % (<) (<) [¢B)
g 3 2 S o | 2 | 2 | 2
ID Key Control Owner = = = R-N= 1st Line of Defence 8 & [2nd Line of Defence 8 o [3rd Line of Defence S o
5 2 g |E8E 7 = =
c = o} ox 0w © n © n ©
o = =) Ol o < < <
Trust Risk Register associated risk on Datix. (see section 4) X
1.3 Performance data and measures to clearly track progress X PE Linked through performance framework Strategic Development PA |Wales Audit Office/Welsh Government PA
2.1 Blood - core blood services commissioning arrangements X E Commissioning contracting reporting in Strategic Development PA  |Regulatory scope re MHRA tbc; clear E
3.1 Local Partnership Forum X X E Feedback from LPF; proven to be effective Strategic Development PA |Wales Audit Office E
4.1 South Wales Collaborative Cancer Leadership Group system X PE |Agreed to model for next phase Strategic Development PA |Wales Audit Office/Welsh Government PA
51 Partnership Board arrangements with partner Health Boards X E Agreed to model for each organisation PA Strategic Development PA |Wales Audit Office/Welsh Government E
5.2 Partnerhsip with other stakeholders e.g. WAST, HEIW and Good working relationships with regular HIW QSP
University partnerships. X E communication E E
5.3 Effective regional /national commissioning of Trust services Regional commissioning groups in place EMB; Strategic Development Wales Audit Office/Welsh Government
X PE  land effective PA |Committee; Quality, Safety
GAPS IN CONTROLS GAPS IN ASSURANCE ASSOCIATED ACTION REFERENCE/ RATIONALE
Across the models of working in strategic partnerships, there are common themes of control effectiveness — with the models largely in place, further |First line and second lines of defence assurance are in place to a certain extent
Establishment of new commissioning national commissioning function (WHSSC/EASC) regarding blood service commsissioning and specialsit cancer |Replace of CCLG not in place yet so no regioanl assurance regarding strategic
Agreement of need for improved regionsal cancer commissiong (core services)

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

DATIX RISK REF

RISK TITLE

CURRENT RISK  [RISK TREND

There are currently no associated operational risks according to the risk appetite to include

SMART ACTION PLAN

Action Action Plan Owner Due Date Progress Update SIS Impact of Changes on Risk LA S EUIE 15 CEelE e, (e e L
Ref Update assurance level/control
1.4 Phase 1 complete. Development of Phase 2 of PMF with Carl James Mar-24 Design stage commenced 11/04/2024 |Anticipated it will reduce level of risk by providing |The level of assurance should increase
additionalperfromance measures/quality metrics commenced - additional insight on quality of services
1.5 |Development of Value Based Healthcare programme to Matt Bunce Programme [Programme established and staff on-boarded. Progress 11/04/2024 |Anticipated it will reduce level of risk by providing |The level of assurance should increase
provide a range of outcome measures to support view on outputs to be |being made on a number of projects (Food mission; cancer additional insight on quality of services
quality of care confirmed dashboards etc
1.6 CCLG: formation of SE Wales Cancer Programme to evolve |Carl James (will act as |tbc 1. CEO agreement to Cancer programme sept 23 2. CEO ([11/04/2024 |[Anticipated it will reduce level of risk by providing |The level of assurance should increase
from CCLG liason) lead identiifed 3. Programme Manager and resources strengthening regional partnership arrangments
partially identied 4. Commencement of programme (tbc). and the quality of cancer services
Still no commencement date
1.7 WG review of NHS Wales strategic management / Carl James April/May Trust received request to feed into the review process. 11-Apr-24  |Unknown at this state The level of assurance should increase
accountabilioty arrangements will potentially identify how 2024 Review in progress - NHS organisations have not received
strategic alignment across the healthcare system can be any further information at this stage
stregthened. When completed the Trust will review and
identify any actions which strengthen alignement
1.8 Trust included in SE Wales regional strategic planning Carl James tbc subject |Chief Executive/Executive Director of 22-Dec-23 |Anticpated it will reduce the level of risk regarding |The level of assurance should increase
programme (for wide range of services i.e. not only cancer to the Transformation/Executive Medical Director attended regional strategic mis-alignment between the Trust/partners
(e.g. diagnostics etc) programme |workshop to discuss shape of programme/strategic aligment and the wider healthcare system
dates on 6th December 2023. Regional programme working
1.9 Establishment of new national commissioning body (bringing |Welsh Government 01-Apr-24 Implementation of new commissioing body well progressed |11/04/2024 |Anticipated it will reduce level of risk by providing
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RISK ID

RISK LEADS

03

Sarah Morley

RISK TITLE

There is a strategic risk of an optimised workforce supply and shape in order to

effectively deliver quality services and achieve our medium to long term objectives.

RISK SCORE (see definitions tab)

STRATEGIC GOAL

RISK THEME

Workforce Supply and Shape

1 -Outstanding for quality, safety and experience

RISK
SCORE
TREND

LIKELIHOOD IMPACT LIKELIHOOD IMPACT LIKELIHOOD IMPACT
INHERENT RISK TOTAL CURRENT RISK TOTAL 12 TARGET RISK TOTAL 6
4 4 4 3 2 3
OveraII Level of Effectiveness: 7 Levels of Assurance(see RATING PE Overall Trend in Assurance
definitions tab)
THIS WILL INCLUDE A
GRAPH
KEY CONTROLS SOURCES OF ASSURANCE
()] ()] ()]
= = =
@ T T T
(0] %) . @ . @ . x
ID Key Control Owner = o © g 1st Line of Defence @ 2nd Line of Defence @ 3rd Line of Defence @
©
Sl 8| 2 |z2e g g 8
5 2 | £ |E8% 2 2 2
pu - [} O ®© 1) 1) 1)
o S o [SHT4 < < <
Trust Risk Register associated risk on Datix. (see section 4) X PE
C1 Trust People Strategy, approved in May 2022, clearly noting the strategic intent of Workforce Planning|Sarah Morley Tracking key outcomes and benefits map — Performance reporting to Internal Audit Reports
- 'Planned and Sustained Workforce' X E aligned to Trust People Strategy PA Executives and Trust Board PA PA
c2 Workforce Planning Methodology approved by Executive Management Board Susan Thomas Staff Feedback Trust Board reporting against To be completed as per compliance/reg
X £ i Trust People Strategy i tracker update —
C3 Workforce planning - skills development Susan Thomas Provide operational managers with skills Supply and Shape paper to Wales Audit Workforce Planning
X PE  land capabilities to undertake effective L EMB then QSP i National Review .
Cc4 Workforce Planning embedded into our Inspire Programme to develop Mangers and leaders in WP Susan Thomas Evaluation sheets Supply and Shape paper to Wales Audit Workforce Planning
skills X PE 1A EMB then QSP PA National Review 1A
C5 Additional workforce planning resources recruitment to support development of workforce planning Susan Thomas Staff Meeting to feedback on Supply and Shape paper to Wales Audit Workforce Planning
approach and facilitate the utilisation of workforce planning methodology X PE implementation plan 1A EMB then QSP PA National Review 1A
C6 Educational pathways in place for hard to fill roles in the Trust to support the recruitment of new skills [Susan Thomas Education and Training Steering Group Supply and Shape paper to Internal Audit Reports
and development of new roles X PE PA EMB then QSP PA 1A
Cc7 Widening access Programme in train to support development of new skills and roles Susan Thomas Education and Training Steering Group Supply and Shape paper to Internal Audit Reports - Education
X = i EMB then QSP i Strategy Audit —
c8 Workforce analysis available via ESR and Business Intelligence support Susan Thomas Performance reports monthly to operational Performance reporting to Internal Audit Reports - Education
X PE managers with improvemnt plans/actions PA Executives and Trust Board pA  |Strategy Audit 1A
set out.
Cc9 Hybrid Workforce Programme established to assess implications for planning a workforce following Sarah Morley Agile Project and Programme Board - see Policies and proceedures to Internal Audit
COVID and learning lessons will include technology impact assessments. comments below - programme now closed - be imbedded with Hybrid
X E updates on any future work progammes via PA |Working Principles PA PA
EMB
Monthly dashboard reports are provided to divisional SLTs to monitor performance, identify and Susan Thomas Regular monitoring at SLTs, where Regular performance reports External Audit Reports - Managing
manage any issues. Hotspot areas are identified and managead accordingly, such as establishment workforce dashboards monitor performance, and Suply and Shape paper Attendance at Work, Recruitment and
of Task and Finish Groups. X X X E identify and manage issues. PA"lare submitted to EMB and PA Retention and Edication Strategy Audit PA
c9 QSP (ongoing)
ASSOCIATED ACTION REFERENCE/ RATIONALE
GAPS IN CONTROLS GAPS IN ASSURANCE DETAILING WHY THERE IS NO ASSOCIATED
ACTION.
Gaps are evident in understanding agreed service models — both internally and regionally Development of 3rd Line of defence assurance to be completed
Each of the controls requires further development and progression, the plans for which are at varying levels of maturity Mapping of relevant sources of assurance and development of that assurance will be
also alongside the development of the key controls

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

4/13

INTIAL RISK CURRENT RISK TARGET RISK
DATIX RISK REF RISK TITLE RATING RATING RATING RISK TREND
SMART ACTION PLAN
Action . Assurance |[Due Date of . When the action is complete, detail the impact on
Ref Action Plan Owner Level Date Progress Update Ui Impact of Changes on Risk Y S
11 The Healthy and engaged workplan to be implemented to support worforce capacity within the Trust Sarah 1A Mar-24 | The annual workplan has been reviewed at the Healthy and |19.04.2024 |Plan is moniitoted via Health and Engaged
Morley Engaged (H&E) Steering Group for Quarters 1 and 2, 2022- Steering group
23. The Trust has appointed a staff psychologist to support
mental health and wellbeing and they have developed a
model for a staff psychology service which has been shared
at the Healthy and Engaged Steering Group. In addition all
elements of the Trust wellbeing offer have been added to the
national GWELLA platform and on the Trust intranet allowing
them to be more easily accessible for staff.  The next H&E
meeting was to be on the 28.03.24 but cancelled due to
Strike action, this plan will now be agreed in April by the
group for 24/25. Task and Finish group has been set up to
embed the Values and Behaviour Framework into the
racrilitmant nrocace
12 Establish Hybrid working arrangements as a core way in which the Trust undertakes some of its work. [Sarah PA The Hybrid Working project is presenting the details of a desk|21/12/2023 |This programme of work is now completed - a
Morley top booking approach to EMB in January 2023. This close down report was taken to EMB in August
business case will then be further developed following EMB 2023. An review of our infrastructure to support
feedback. The Hybrid Working Toolkit has been developed Hybrid Working is now being discussed, led by
in draft and will be finalised and published in February 2023. Estates
1.3 Participate in the NWSSP International nurse recruitment Project Sarah 1A International nurse recruitment has commenced to recruit 17 |21/12/2023 |13 overseas nurses have been recruited and
Morley WTE nurses by December to commence in March 2024. onboarded and will start in March 2024.
Progress is monitored via EMB. International nurses take up
post on 25.03.2024
14 Develop and Implementation Plan for the People Strategy Susan PA A plan to implement the People Strategy will be presented to |21/12/2023 |Presented to EMB Shape
Thomas EMB in December.
15 Development of a Strategic workforce plan Susan 1A Development of a Strategic workforce plan aligned to the 19/04/2024 |The Clinical & Scietific Strategy is still under
Thomas Clinical Services Strategy is ongoing - a draft version of the dvelopment. Work underway in the interim is
plan will be presented following agreement of the clinical described in the Workforce Supply & Shape Paper
service strategy. Workforce models will be developed inline coming to QSP Committee in May 2024
with the Clinical and Scientific Strategy
1.6 Development of a Trust Retention Plan Susan 1A Apr-24  |Retention plan to be developed by the newly appointed 19.04.204
Thomas Retention Lead. Retention plan updated to EMB monthly.
Paper on the plan to be presented to EMB in May
17 Review Exit Interview Process Susan 1A The Exit interview process has been rewritten. There is a 20.03.2024
Thomas new dashboard and automated process and engagement
sessions have been delivered. A new procedure will be
submitted to EMB
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RISK ID

RISK LEADS

04

RISK TITLE

Sarah Morley

There is a risk of failure to meet or exceed service expectations without the prevelance of
a positive working environment, which is characterised by effective values and
bahaviours, systems and processes

RISK THEME

RISK SCORE (see definitions tab)

STRATEGIC GOAL

2 -An internationally renowned provider of
exceptional clinical services that always meet and R|SK

routinely exceed expectations

Organisational Culture

SCORE
TREND

LIKELIHOOD IMPACT

INHERENT RISK

3 4

TOTAL

LIKELIHOOD IMPACT

12 CURRENT RISK TOTAL

3 3

TARGET RISK

LIKELIHOOD

IMPACT
TOTAL 4

2

2

Overall Level of Effectiveness: 7 Levels of Assurance(see RATING PE Overall Trend in Assurance
definitions tab)
THIS WILL INCLUDE A
GRAPH
KEY CONTROLS SOURCES OF ASSURANCE
[=)) [=)) (=)
1= 1= 1=
@ IS IS IS
o I 14 14 14
ID Key Control Owner = o 0 1st Line of Defence 8 2nd Line of Defence 9 3rd Line of Defence 9
£ £ | 2 |58 g g g
= g g |282 5 5 5
2 E © = a a a
o = [a} ouww < < <
Trust Risk Register associated risk on Datix. (see section 4) X
Trust Strategies and enabling strategies (including people, RD&I and Digital) launched November 2023 Working group led by CJ PA Trust Board reporting on PA To be completed as per compliance/ reg PA
to provide clarity and alignment on strategic intent of the Organisation strategy and controls via tracker updates
C1l Carl James X E cycles of business
Developed Capacity of the Organisation — set out in the Education Strategy and implementation plan to Education and training steering group 1A Trust Board reporting on 1A To be completed as per compliance/ reg 1A
support the educational development of the Organisation to support the Trust direction strategy and controls via tracker updates
c2 Susan Thomas X PE cycles of business
Management and Leadership development in place to provide a infrastructure to develop compassionate PA  |Highlight Report to EMB from PA Internal Audit Reports 1A
leadership and managers established via the creation of the Inspire Programme with development from Education and Training
c3 foundations stages in management to Board development Susan Thomas % PE Education and training steering group i;zgsring Group on a quarterly
i
Values to be reviewed and Behaviour framework to be considered Healthy and Engaged Steering Group and PA  |Reported through EMB Shape 1A Internal Audit Reports 1A
ca Susan Thomas X PE Education and Training Steering Group to Strategic Development
Committee
Communication infrastructure in place to support the communication of leadership messages and Healthy and Engaged Steering Group 1A Reported through EMB to 1A Internal Audit Reports 1A
engagement of staff QSP
Cc5 Lauren Fear X PE
Health and Wellbeing of the Organisation to be managed —with a clear plan to support the physical and Health and Wellbeing Steering Group PA Supply and Shape paper to 1A Internal Audit Reports 1A
C6 psychological wellbeing of staff Susan Thomas X PE EMB then QSP
Governance arrangements in place to monitor and evaluate the implementation of plans Workf 40D . d PA Steering Groups' highlight PA Internal Audit Reports 1A
C7 Lauren Fear X PE wor olrce an steering groups an reports to Executive
internal governance Management Board
Performance Management Framework in place to monitor the finance, workforce and performance of the PMF Workling Group PA Exucutive Management Board PA Internal Audit Reports 1A
c8 Organisation Carl James X PE
Service models in place to provide clarity of service expectations moving forward SLT Meetings 1A Supply and Shape paper to 1A Internal Audit Reports 1A
Cc9 Susan Thomas X PE EMB then QSP
Aligned workforce plans to service model to ensure the right workforce is in place Cath O'Bri SLT Meetings and Educationa and Training 1A Supply and Shape paper to 1A Internal Audit Reports 1A
C10 at ren X PE Steering Group EMB then QSP
ASSOCIATED ACTION REFERENCE/ RATIONALE
GAPS IN CONTROLS GAPS IN ASSURANCE DETAILING WHY THERE IS NO ASSOCIATED
ACTION.
Each of the controls requires further development and progression, the plans for which are at varying levels of maturity Development of 3rd Line of defence assurance to be completed
Requires a cohesive and holistic Organisation alignment between performance management, service improvement, leadership behaviours and people practices to deliver the desired culture Mapping of relevant sources of assurance and development of that assurance will sit
alongside the development of the key controls

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

INTIAL RISK CURRENT RISK TARGET RISK
DATIX RISK REF RISK TITLE RATING RATING RATING RISK TREND
3001 There is a risk to safety as a result of work related stress leading to harm to staff and to service delivery. 16 12 9 Risk has decreased from initial rating.
SMART ACTION PLAN
g(;:clon Action Plan Oowner ﬁ:j:lrance Due Date Progress Update 5;;2?; Impact of Changes on Risk \ell\g;ir:a::feal(:\ll‘;?/ézr::t(:g:plem’ Gl U TPEesEn
1.1 Sarah May-24 18/04/2024
Morley The four leadership teams have a established a working
group to implement the 'Working Together to Build our
Future' ongoing series of discussions across the
organisation. These bagan in September 2023 and will act
as a temperature check on how staff are feeling on the The outputs from the WT Sessions are being
ground about the organisation both in routine arrangements mapped into the Refresh of the Building Our
Implement a routine of conversations with staff and members of the Executive Team, Divisional Senior and also the changes that are taking place around them. Future Together Organisational Development
Leadership Teams and Extended Leadership Team. These conversations will also provide the opportunity to talk Approach. New Sessions are now being
about the Trust Strategy. Themes from the first eight weeks scheduled which will cover staff across the bases
of conversations have been fed back via a video message. A in Wales
summary of the themes and proposed actions will be
presented to EMB in April 2024. This paper also proposes
that the conversations continue as routine in person and
virtually.
1.2 Sarah May-24 ) ) ) ) 18/04/2024 )
Morley Data is being triangulated to understand the current climate We have received the Trust level data from the
within the organisation. A plan is being developed to ensure 2023 staff survey. The more detailed dahsboards
Consider fedback from Trust data on the culture of the organisation in a holistic overview in order that the that appropriate 'irjterventions are in place or bging introduced are expected by the end of April. This data will be
. - - ) - to support a positive and supportive cultre within the used to over lay with other feedback. The areas of
Executive Team and Board can evaluate interventions in place and the forward plan to ensure a positive A . .
and effective culture. orgapldanon. Many elements of employee voice are being data have been mapped onto the current
considered as part of this work. results of the NHS Staff workstreams and management groups to ensure
survey have begun to be distilled to further develop our work that this will enusre action is taken under the
programme appropriate workstream.
1.3 Sarah 21/12/2023
Morley A first report against the review of the Trust values was
presented to EMB in December 2022. It was decided at that
meeting that a broader piece of work was needed to ensure
that Trust values were bulit on the culture the organisation
. . was striving to achieve to deliver its ambitions under the
A staff engagement project to understand levels of staff engement and also review the Trust Values Destination 2033 strategy. a 2nd Phase of engagement
activity has been underway with staff, patients and donors.
Further opportunities will be provided for Executive
management Board and Trust Board to shape this work in
November and December 2023.
1.4{Implementation of the Speaking Up Safely Framework Sarah The Trust is implementing the Welsh Government Speaking [19.04.2024 |Initial programme completed - ongoing work to
Morley up Safely Framework. This Framework is a mechanism that trianguale with wider cultural work
provides assurance that the correct communication,
processes and governance are in place for staff to speak up
safely without any fear. Initial project report to be considered
by EMB in April
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RISK 1D

RISK LEADS

RISK TITLE

05

Carl James

There is a strategic risk that the Trust fails to sufficiently consider, optimise the
opportunities and effectively manage the risks of new and existing technologies,

STRATEGIC GOAL
RISK THEME

5 - A sustainable organisation that plays it partin ~ RISK
creating a better future for people across the globe  SCORE
Digital Transformation TREND

RISK SCORE (see definitions tab)

INHERENT Risk | —HKELHOOD HPACT TOTAL CURRENT RisK {—HIKELIHOOD HPACT TOTAL 12 TARGET Risk |—HIKELIHOOD HPACT TOTAL 8
Overall Level of Effectiveness: RATING PE Overall Trend in Assurance THIS WILL BE A GRAPH
KEY CONTROLS SOURCES OF ASSURANCE
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Trust Risk Register associated risk on Datix. (see section 4) X E
Tracking key outcomes and benefits SIRO Reports/ Strategic Development
C1 Trust Digital Strategy - Published Oct '23 Carl James X E map — aligned to Trust Digital Strategy EMB Shape PA Committee/ QSP Committee/ Internal PA
- Digital Programme Board PA Audit
Trust Digital governance reporting .
. . - . SIRO Reports/ Strategic Development
Active work ongoing to leverage existing and deliver on new e ) - WBS Futures . .
c2 technologies — e.g. LIMS, IRS, BECS, EPMA Chief Digital Officer X E - Velindre Eutures EMB Shape PA Commlttee/ QSP Committee/ Internal PA
- Audit
- Digital Programme Board PA
- . . - SIRO Reports/ Strategic Development
C3 Tr_ammg_ & Education packages to develop internal capabilities Chief Digital Officer X PE Staff feedback EMB Shape 1A Committee/ QSP Committee/ Internal PA
— including for exec and Board - KLAS Survey Audit
1A
. . . P ) . SIRO Reports/ Strategic Development Not
C4 Training & Education packages for donors, patients Chief Digital Officer X PE Patient and Donor feedback A EMB Shape 1A Committee/ OSP Committee/ Internal Assessed
.. . - . . . SIRO Reports/ Strategic Development
C5 Ring-fencing digital advancement in Trust budget — Chief Digital Officer X E R_e\{|ew of proposals via EMB/Board EMB Shape / EMB Run 1A Committee/ QSP Committee/ Internal 1A
benchmark 4% Digital IMTP .
Audit
1A
. . . . . SIRO Reports/ Strategic Development
co |Specifically development of digital resources capacity and | et g oicer X pg  [Review of proposals via EMB/Board EMB Shape PA  |Committee/ QSP Committee! Internal PA
P y g 9 A Audit/ Centre for Digital Public Services
;r:clilnag”kﬁg dotgc-?rrﬂsef I;n?tablesntfgttz SIRO Reports/ Strategic Development
c7 Digital inclusion in wider community Chief Digital Officer X E P — algnedio gtal strategy EMB Shape IA |Committee/ QSP Committee/ Internal PA
Joint plan with Digital Communities . o i
Audit / Digital Communities Wales
Wales PA
Trust Digital governance reporting
Prioritisation and change framework to manage service - WBS Futures SIRO Reports/ Strategic Development
Cc9 9 9 Chief Digital Officer X PE - Velindre Futures EMB Shape 1A Committee/ QSP Committee/ Internal PA
requests - .
- Digital Programme Board Audit
IMTP PA
- . SIRO Reports/ Strategic Development
o P ) Trust Digital governance reporting EMB Shape / EMB Run/ . .
C10 Levels of unsupported applications/ legacy systems Chief Digital Officer X PE Digital Programme Board Cyber Action Plan PA igé?tm|ttee/ QSP Committee/ Internal PA
PA
Trust Digital governance reporting
- WBS Futures Wales Audit OfficeSIRO Reports/
Ccl1 Trust digital Governance Carl James X E - Velindre Futures EMB Shape 1A Strategic Development Committee/ QSP PA
- Digital Programme Board Committee/ Internal Audit
IMTP PA
Framework of lead and lag indicator reporting into Trust digital SIRO Reports/ Strategic Development
C12 governance structure, integrated into wider performance Chief Digital Officer X PE Review via Divisional SMT/SLT EMB Run PA Committee/ QSP Committee/ Internal PA
framework Audit
PA
Review via Divisional SMT / SLT/ Cyber iloF:nomFiiteepe(;rtélsitr(a;:)en?rlgitlt):(-:\‘//ellr?t%r;z:t
C13 Cyber Assurance Controls in place Chief Digital Officer X PE Security eLearning (Stat. & Mand)/ EMB Shape / EMB Run PA Audit/ WG/CRU as competent authority PA
Board Development Sessions.
for NIS
PA
- S . " Digital Programme Board SIRO Reports/ Strategic Development
Ci14 D|g|t_a | transformation is guided by an agreed digtial Chief Digital Officer X X PE Digital Design Authority being EMB Shape 1A Committee/ QSP Committee/ Internal Not
architecture. ; . Assessed
established A Audit

GAPS IN CONTROLS GAPS IN ASSURANCE ASSOCIATED ACTION REFERENCE/ RATIONALE
Agreed Digital Inclusion plan - C4,C7 - This has now been agreed by EMB/SDC and is no longer a gap in control Assurance Arrangements for Digital Architecture will need to be established - intent
Digital architecture needs to be developed to guide digital transformation activities - Digital Design Authority is in the process of being set up Data and Insight prioritisation as this becomes part of the Digital Services team -

Appropriate external standards for benchmarking need to be agreed (e.g. ITIL, Cyber Essentials, 1ISO27001) as part of the control framework.
ASSOCIATED OPERATIONAL RISKS - According to risk appetite
DATIX RISK REF RISK TITLE CURRENT RISK  [RISK TREND

92

There is a risk to COMPLIANCE as a result of the inadequate oversight of supplier contracts, procurement governance etc., leading to difficulties in complying with
internal governance for contract management, renewals and procurement activity.

12

Risk trend is increasing with capacity constraints in the procurement teams supporting the Trust

R022 (EPMA)

There is a risk that there will not be a resource available from the Pharmacy team to both lead and support the evaluation panel activities (before and during) from a
clinical perspective, caused by staff shortages, resulting in slippage of timescales in publishing and awarding the supplier 16

Lead Digital Pharmacist started 1st April '24, will close out for May update

There is a risk to QUALITY as a result of failing to secure sufficient funding for the delivery of a new Blood Establishment Computer System (BECS) contract and

3193/3197 (BECS) |software platform leading to degredation of critical WBS (NHS Wales) supply chain activities 15 Outline Business Case at EMB/SDC in April 24
;I'here is at rlsk_ t?at thtedLIdMS solutlprt1 WI|I|f not supkport thz _req(;uret(_jf_lnctietrha_ctlonslget\Neent\Q/lvl-'l_lAAIISSe}nd \/\LBMDRth)e(;ause_ctommtermal H8;I I_slglgfll_onl_s farel not d_eS|gned Part of the remit of the WHAISIT project group is to carefully plan the implementation activities to
RO08 (WHAIS) 0 support an integrated donor registry. If no workaround is identified this would preven rom being able to maintain its curren clinical services. 20 minimise impact and disruption. This includes identifying the future relationship between WHAIS
and WBMDR. Appropriate requirements will be stimulated in the URS.
There is a risk to Financial Sustainability as a result of the introduction of a new interfacing policy by MAK-System for devices connected to ePROGESA, leading to Additional funding needs to be made available for a Blood Establishment Computer System re-
2651 organisational cost pressures, reputational damage and/or delays in realising IMTP and other strategic benefits. 12 procurement through to 2027
SMART ACTION PLAN
i . . When the action is complete, detail the impact on assurance
aciel Action Plan Ownder Assurance |Due Progress Update DEITE @ Impact of Changes on Risk P P
Ref Level Date Update level/control
11 Esta_bl?shr_nent Qf a Digita_l Erogram_me, including key controls Chifef Digital  [PA Nov-22 Digital Programmej has now bee.n established from Oct '23 Afs the Programme continue.s to dev.elop the overall level of The level of asurance should increase.
for digital inclusion and digital architecture Officer Now meets on a bi-monthly basis Dec-23|risk should reduce by reducing the likelihood scores
1.2 Create the Trust Digital Reference Architecture to support Chief Digital  |IA Digital Programme has now been established from Oct '23. This includes Terms of reference for the Digitial Programme include the .
) L . . . ) - ) ) L The level of asurance should increase.
C14 and others Officer a Digital Design Authority to oversee the reference architecture. The Dec-23|creation of Digital Design Authority which is in the process of
Pl d at EMB/SDC - Quality | TA th .
1.3 szég\:frg:iqul;gt'tal Inciusion plan so that It can be used as Chief Digital Officer 1A Feb-24 coamn approve _a / ngc;nyinmnz:, u:(j::men ing Dec-23|improvement in the position on C7 The level of asurance should increase.
: pleted. Will look to close ac
C13 - Embed new Head of Cyber Security Chief Digital Officer 1A Head of Cyber Security has been appointed from Dec D.edlcatefj post n.ow in place to I.ead on cyber - will still be a C13 to move to Effective
1.4 Mar-24 Dec-23|single point of failure - Request into Trust reserves for a
CU - Priorisation Tramework needs 10 De eStabliished Tor the R . i Assistant Director of Data and Insight starts In post on 3rd Jan 24, Future X K . . R .
15 Data and Insiaht Serice Chief Digital Officer 1A APr-24| 1\ el for Data and Insisht to be established. Planning naner at Anril EMB Dec-23|Will contribute to reduction in likelihood of risk C9 would move to Effective
Identify external benchmark /7 standards for the Digital L ] Will start with identification of standards for Digital Service (through new ] i o ] .
. Chief Digital Offi 1A Wwill tribute to reduct likelihood of risk
16 Services (e.q. 15027001 J ITIL) ief Digital Officer Apr-24]1TSM tool) and Cyber Security Dec-23|Will contribute to reduction likelihood of ris Assurance controls should better represent best practice
Develop an implementation plan for the Digital Strategy to sit P ) ) ) ) o ) :
1.7 between the strategy and IMTP, including investment Chief Digital Officer 1A May-24 To be reviewed at May EMB Jan-24| Will contribute to reduction likelihood of risk Assurance controls should better represent best practice
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There is a strategic risk that the organisational and clinical governance
RISK ID 06 RISK TITLE arrangements do not provide appropriate mechanisms and culture to achieve our STRATEGIC GOAL 1 - Qutstanding for quality, safety and experience R|SK
medium to long term objectives. SCORE

RISK LEADS  Lauren Fear RISK THEME Organisational and Clinical Governance TREND

RISK SCORE (see definitions tab)

LIKELIHOOD IMPACT LIKELIHOOD IMPACT LIKELIHOOD IMPACT
INHERENT RISK TOTAL CURRENT RISK TOTAL 12 TARGET RISK TOTAL 8
4 4 3 4 2 4
Overall Level of Effectiveness: RATING E Overall Trend in Assurance
Refer to 7 Levels of Assurance (see definitions tab) Refer to 7 Levels of Assurance (see definitions tab)
THIS WILL INCLUDE A
TREND GRAPH
KEY CONTROLS SOURCES OF ASSURANCE
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C1l Trust Risk Register associated risk on Datix. (see section 4) |Lauren Fear X E
Annual Board Effectiveness Survey Audit Committee Internal Audit Reports
C2 Annual Assessment of Board Effectiveness Emma Stephens X E Annual Self- Assessment against the 6 6 Audit Wales Structured Assessment 6
Corporate Governance in Central Trust Board Programme / Reports
Governance Departments: Code of - - -
- Joint Escalation & Intervention
Good Practice 2017
Arrangements
Audit Committee Interngl Audit of Board Committee
Effectiveness
C3 Board Committee Effectiveness Arrangements Lauren Fear X E Internal Audit Review 4 4 Audit Wales Structured Assessment 4
Trust Board Audit Wales Review of Quality
Governance Arrangements
. Trust Board in Board Specialist external input as required, for
C4 Board Development Programme Lauren Fear X PE |Programme established 4 Development 4 instance on Socio-economic Duty 4
Quality of Board papers and supporting ;I;)rrunita:?’ :ﬁ;ﬂ;ssﬁjzrgg%g\::; Internal Audit Reports. Audit Wales
C5 Quality of assurance provided to the Board Lauren Fear X PE |information effectively enabling the 4 . - 4 Structured Assessment 4
- effectiveness review
Board to fulfil its assurance role. . Programme/Reports
exercises
External benchmarking of Governance, Assurance & Risk Full cross-reference of Governance, CR;;\ll(egt‘:gﬁﬁ’ Aésrztilrar;z&
C6 best practice as part of the Governance, Assurance & Risk [Lauren Fear X PE |Assurance and Risk work into TAF 06 in 4 Trust Board ?n BoarF:j 4 Benchmarking input 4
programme of work this respect .
Development input
c7 Cross-reference of Integrated Medium Term Plan objectives Lauren Fear X Exercise to be completed Trust Board in Board
to strategic objectives in the Trust Assurance Framework P Development
ASSOCIATED ACTION REFERENCE/ RATIONALE
GAPS IN CONTROLS GAPS IN ASSURANCE DETAILING WHY THERE IS NO ASSOCIATED
ACTION.
None Third line of defence in respect of C4 - Board Development Programme Refreshed programme to be discussed and agreed in

February 2024 Board Development session

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

CURRENT RISK
DATIX RISK REF RISK TITLE RATING RISK TREND

There are currently no associated operational risks according to the risk appetite to include

SMART ACTION PLAN

When the action is complete, detail the impact on
assurance level/control

Assurance (Due Date of

Progress Update Upilsics Impact of Changes on Risk

Action .
Action Plan
Ref SElS Level Date

Governance, Assurance and Risk (GAR) Programme of work
consisting of 20 projects across the spectrum of work progressing
well through 2023/24, final analysis of progress to be confirmed
and agreed in February 2024 Board Development session

Develop and implement formal Governance, Assurance and
1.0 Risk Programme as part of Trust wide Organisational
Development programme of work.

Lauren

Fear 11.4.24 |Impact to be asseessed when programme delviered

4 Jun-24

Project TAF 2.0 within the GAR Programme is due to complete in

2.0 Refresh of Trust Assurance Framework risks :;auren January 2024 Trust Board, risks then to be reviewed on a monthly |11.4.25 |Requirement for C7 to be put in place
ear basis and reported through governance routes accordingly
Project TAF 3.0 within the GAR Programme is undertaking a
review of the reporting mechanism and aligning with appropriate
L committees, currently EMB Shape, Strategic Development
3.0 Revised reporting mechanism to be developed Fauren 4 Jun-24 |Committee, Audit Committee and Trust Board. Work has taken 11.4.26 |Impact to be asseessed when delviered
ear place to initiate regular review and process within senior teams.
Good progress made however further embedding required with
Senior Leadership Teams.
Work is complete to map Trust Assurance Framework through
Trust Assurance Framework will be mapped through Lauren governance cycles, at present the TAF is received at appropriate . )
4.0 Governance Cycle Fear committees, EMB Shape, Strategic Development Committee, Audit|-14-27  |Reauirement for C7to be putin place
Committee and Trust Board
External benchmarking of Governance, Assurance & Risk L. Full cross-reference of Governance, Assurance and Risk work into
5.0 best practice as part of the Governance, Assurance & Risk Fz:rren 4 Jun-24 TAF 06 in this respect ' 11.4.28 |Impact to be asseessed when programme delviered

programme of work

Cross-reference of Integrated Medium Term Plan objectives . .
g ) Lauren To be discussed in February 2024 Trust Board development

6.0 to strategic objectives in the Trust Assurance Framework to Jul-24

) . 4 - - 11.4.29 |Impact to be asseessed when delviered
. F session to then incorporate into reporting from April onwards
be completed and agreed with Trust Board ear P porting P

7/13 69/671



RISK LEADS

07 RISK TITLE

Jacinta Abraham

Nicola Williams

INHERENT RISK

LIKELIHOOD IMPACT

4 4

There is a strategic risk that Velindre Cancer Service patient outcomes / experience
may be adversely affected due increasing service demands, the need for significant
service delivery transformation to meet the rapidly changing and complex treatment
regimes, staffing challenges, and lack of consistent quality, outcome and mortality

metrics.

Chief Operating Officer

RISK SCORE (see definitions tab)

STRATEGIC GOAL

RISK THEME

CURRENT RISK

LIKELIHOOD IMPACT

4 4

TOTAL

Patient Outcomes

1 -Outstanding for quality, safety and experience  RISK

SCORE
TREND

TARGET RISK

LIKELIHOOD IMPACT

2

4

Overall Level of Effe,c_t,'veness' RATING Overall Trend in Assurance
7 Levels of Assurance(see definitions tab)
KEY CONTROLS SOURCES OF ASSURANCE
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C1 Trust Risk Register associated risk on Datix. (see section 4) X
Cc2 Capacity and demand planning and forecasting Interim Director VCS / COO As per TAF 01 C12
Interim Director VCS / Director OD & Velindre Cancer Service Senior Leadership Quality, Safety and Perfromance
C3 Multiprofessional Workforce Planning Workforce X X Team 1A Executive Management Board Committee
Interim Director VCS / Exec Director .
Strategic Tranformation, Planning and VCS Quality & Safety Group / VCC SLT / Quiality, Safety and Perfromance
C4 Quality and safety monitoring (Via PMF) Digital / Exec Director Nurisng, AHP & HCS X Intergrated Quality and Safety Group Executive Management Board Committee
Pathway delivery programme/Service Improvement
Programmes: focus on delivery against national optimum
pathways, reduction in variation, quality & safety priorities (via
the Safe Care Collaborative), realignment of roles and
responsibilities ensuring patients remain at centre of service Pathways Programme VCS/ VCS Quality & Quality, Safety and Perfromance
C5 delivery (also see TAF 01) Interim Director VCS / COO X PE Safety Group / VCS Senior Leadership Team 1A Executive Management Board Committee
Effective processes in place to capture patient experience,  |Interim Director VCS / Exec Director Velindre Cancer Service Senior Leadership Quality, Safety and Perfromance
C6 ensuring effective listening and learning Nursing, AHP & HCS X Team/Intergrated Quality and Safety Group Executive Management Board 1A Committee
Velindre Cancer Service Senior Leadership Quality, Safety and Perfromance
Cc7 Mortality review process and monitoring Interim Director VCS / Exec Medical Director X Team/Intergrated Quality and Safety Group Executive Management Board Committee
Interim Director VCS / Exec Medical Director Velindre Cancer Service Senior Leadership Quality, Safety and Perfromance
Cc8 Patient reported outcome monitoring (SST level to Board) / Exec Director Finance X Team/Intergrated Quality and Safety Group Executive Management Board Committee
Quality, Safety and Perfromance
Cc9 Velindre Oncology Acadamy establishment Exec Director Nursing, AHP & HCS X X VOA Implementation Group Executive Management Board Committee
Head of Nursing / CD VCS / Exec Medical Velindre Cancer Service Senior Leadership Quality, Safety and Perfromance
C10 Clinical audit process and systems in place Director X X X Team/Intergrated Quality and Safety Group Executive Management Board 1A Committee
Integrated Quality & Saefty
Interim Director VCS / Exec Director Group / Executive Quality, Safety and Perfromance
Cl1 Quality & Safety Tracker (improvement monotoring) Nursing, AHP & HCS X X VCS Quality & Safety Group / VCS SLT Management Board Committee

GAPS IN CONTROLS

GAPS IN ASSURANCE

ASSOCIATED ACTION REFERENCE/ RATIONALE
DETAILING WHY THERE IS NO ASSOCIATED
ACTION.

Robust and consistent administrative

rocesses for referrals and bookin

S

Service level to Board monitoring of national standards delivery eg. NICE Quality & Safety Tracker continues to be refined - not at its optimum Al
Service level to Board intergrated dashboards Quality Metrics under development A2
Patient reported outcome measures across all SSTs, with service level to Board reporting PROMa not in place A3
A4, A5, A6,A7

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

CURRENT RISK
DATIX RISK REF RISK TITLE RATING RISK TREND
Radiotherapy Physics Staffing
There is a risk of the radiotherapy physics team being unable to complete core and developmental tasks due to inadequate staffing.
This staff group is key in ensuring quality and safety of radiotherapy treatments.
2187 This may result in - patient treatment delay 15 Risk Stable
- Radiotherapy treatment errors.- key projects not keeping to time e.g. commissioning of essential systems
- suboptimal treatment - either due to lack of planning time or lack of developmental time
Number of emails medics are receiving, especially those related to clinical tasks.
2465 16 Risk Stable
There is a risk to performance and service sustainability as a result of training curriculum changing to include acute oncology leading to inability to secure the required
2579 number of Palliative Care Trainees 15 Risk Stable
There is a risk that staffing levels within Brachytherapy services are below those required for a safe resilient service.
2515 This may result in a lack of resource to develop the service, investigate incidents and cover for absences. 15 Risk Stable
This may impact on the quality of care due to a reduction in resilience and development of the service
Acute Oncology Service (AOS) Workforce Gaps
2612 15 Risk Stable
SMART ACTION PLAN
Action 5 Assurance Date of . When the action is complete, detail the impact on
Ref Action Plan Owner Level Due Date |[Progress Update Update Impact of Changes on Risk s ——
Actions also aligned with TAF 01 re capacity and demand mapping and service reconfiguration
An elgctronic mechanism to !’39 introdcued to monit(?r Q-pulse being procured. Options appraisal to be undertaken to Change will reduce risk through having enhanced
compliance with relevant national standards and guidance, |interim Director consider Blue light, Q-Pulse and AmAT systems and agree on mechanisms to implement new clinical changes in a
Al including NICE, delivery plans and national frameworks. vce Sep-24|which system would be the most effective and efficient 22.3.24 timely manner Enhanced control and assurance
) AmMAT rolled out and all open improvement plans moved across Change will reduce risk by having effective mechanisms
AmMAT Quality & Safety Tracker to be fully embedded as the |interim Director onto the system. Some teams require ongoing support to keep to ensure that identified quality and safty improvements
A2 tracker across VCS vce 2 Mar-24|tracker live and up to date. 22.3.24 have been implemented and had the desired impact Enhanced control and assurance
Transofrmation,
. planning,
Intergrated Quality and Safety dashboards to be developed  |performance and Initial quality, safety and outcome metrics& implementation plan
A3 that align with PMF digital 2 Aug-24|agreed 22.3.24 Should reduce risk Enhanced control and assurance
Value Based Healthcare patient reported outcome plan to be |, . viedical
fully delivered (PROM measures across all SSTs agreed and |pjrector / Exec Working Group established within VCS, Lead by the VBHC Team &
A4 electronic system implemented ) Finance Director |2 Mar-26|external company PCS 22.3.24 Should long term reduce risk Enhanced assurance
X i . ) Interim Director
Single electronic patient referral system into the Cancer VCS / Head of
A5 Service to be developed and implemented Operations VCS_ |1 Mar-25|Work commenced 22.3.24 Reduce risk Enhanced control
Tnterim Director
. . . . VCS / Head of
Overall review of booking systems (including SACT) to be Operations VCS /
A6 undertaken and revised processes implemented Head of Nursing |1 Sep-24 22.3.24 Reduce risk Enhanced control
Recommendations from SACT treatment helpline peer review nterim pirector SACT telephone helpline report received and action plan Change will reduce risk by further enhancing safety of
A7 to be fully implimented VCS 1 Sep-24|developed 22.3.24 the SACT Telephone helpline Enhanced control
Transformational multi professional workforce plans across all|pirector 0D & Opportunities for mult-professional consultant posts being
A8 areas of the cancer service Workforce 1 Mar-26|considered 22.3.24 Reduce risk Enhanced control
Exec Director
Lo . . . Transofrmation, ) X X .
Finalise the delivery pf BI solutlop to‘en:‘sur.e robyst service planning, Change will reduce risk by having robust mortality
level to board mortality data monitoring in line with legislative |performance and monitoring leading to further reviews and identification
A9 and best practice standards digital Jun-24|Data tool in development, system validation issues identified 22.3.24 of further areas for improvement Enhanced control and assurance
Implement a robust mortality review and reporting Exec Medical ) i ) i
infrastructure that includes reviewing how and for what cases E_lrector / Exec Benchmark dertak A Trust being drafted based Chaptge_ W": reg_ucetnsfk ':r{ having robusé fzortilfl_ty i
mortality reviews are undertaken and outcomes reportin inance enchmarking undertaken and Trust process being drafted base monitoring leading to further reviews and identification
Al10 ty P 9 Director Aug-24[on benchmarking outcomes and review of national standards 22.3.24 of further areas for improvement Enhanced assurance
Interim Director Enhanced control and assurance
Fully roll out the Q-Pulse system across all services at VCS  [VCS & Director This enhanced document management system will
and Trust Corportae Project group being established, project leads identified. Trust wide reduce risk by having far greater governance in respect
All Governance Mar-25|Q-Pulse system procured 22.3.24 of SOP's, policies procedures, guidelines etc
Enhanced control and assurance
. . Director
Implementation of the patient engagement framework Corporate
Al12 Governance e Mar-25 22.3.24 Reduce risk
Fully embed a robust Clinical & Scientific infrastructure Birec:or / Exec o ) o Enhanced control
including establishment of a robust multi-professional Clinical rector - R ’ Risk W!" re_d_ucg by _havmg enhgnced strategic °_"_'"°"?"
& Scientific Board Nursing, AHP & Clinical & Scientific Board established. Terms of Reference and scientific direction supporting effectve prioritisation
Al3 HCS Aug-24|endorsed by EMB. 22.3.24 and decision making
Director / Exec Enhanced control
Develop the Clinical & Scientific Strategy with a clear Director Strategy under development following extensive engagement. Draft Risk will be reduced by having clear clinical and
deliverable implementation plan Nursing, AHP & strategy will be developed by March 2024, followed by consultation scientific direction informed by research, national
Al4 HCS 31/06/2024 |period. . 22.3.24 standards and patient / donor requirements
UndenaKe areview of t.he mana'ement of |'npat|ents with Heac! of B ’ . Risk will reduced by ensuring robust safety wrap in
altered airways - including a regional working group and Nursing / CD Regional working group established and . N .
commissioning of an external peer review VCS respect of patients with altered airways
Al5 Aug-24 22.3.24
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RISK ID

RISK LEADS

08 RISK TITLE

Matthew Bunce

There is a strategic risk that the Trust becomes financially unsustainable if it does not

secure sufficient funding for the provision of services and does not maximise its use of

resources. Unwarranted variation could impact the value and effectiveness of the care our

patients and donors receive.

RISK THEME

RISK SCORE (see definitions tab)

STRATEGIC GOAL

1 -Outstanding for quality, safety and experience

5 - A sustainable organisation that plays it part in creating a

better future for people across the globe

RISK
SCORE
TREND

Financial Sustainability and Long-Term Value

LIKELIHOOD IMPACT LIKELIHOOD IMPACT LIKELIHOOD IMPACT
INHERENT RISK TOTAL CURRENT RISK TOTAL 12 TARGET RISK TOTAL 8
4 4 3 4 2 4
i o . THIS WILL INCLUDE A
Overall Level of Effeptl_veness. RATING E Overall Trend in Assurance
7 Levels of Assurance(see definitions tab) TREND GRAPH
KEY CONTROLS SOURCES OF ASSURANCE
(=2 [=2 (=2
£ £ £
T T T
o A ) o4 i o4 i @
ID Key Control Owner = = 0 1st Line of Defence o 2nd Line of Defence @ 3rd Line of Defence @
3 = 2 = 2 c c c
= K s o= o € € s
s i) g [E8%5 2 2 2
o = [ o= © %] %] ]
o = [a] O uw o < < <
Head of Financial Planning & Reporting and t Divisional Finance Reports and Performance;
FSLTV1 |Divisional Financial Outturn Head of Finance Business Partner / Budget X E Budget holders, reports and training no ; ; P ’ PA Internal Audit / External Audit PA
Holders assessed [Finance Business Partners
) . Deputy Director of Finance / Head of Finance Directorate Level Budget holders, reports and not Divisional Finance Reports and Performance; . .
FSLTV2 |Quarterly Finance Reviews Business Partnering X PE training assessed |Finance Business Partners PA Internal Audit / External Audit PA
- . Executive Director of Finance / Deputy - . . not Executive Finance Reports; Senior Finance . .
FSLTV3 [Divisional Performance Review Director of Finance X PE Divisional Senior Leadership Teams, reports assessed |Team PA Internal Audit / External Audit PA
FSLTV4 |Executive and Trust Board Reportin Executive Director of Finance X E Executive Budget Holders / Programme SROs et Trust Board Finance Reporting; Senior PA Internal Audit / External Audit PA
P 9 9 9 assessed |Finance Team; QSP Committee; Trust Board
Trust Board Finance Reporting; Senior )
FSLTV5 |Statutory and Mandatory Financial Reporting (inc. Annual Accounts) |Executive Director of Finance X E Executive Budget Holders / Programme SROs gk Finance Team; MMRs; Welsh Costing PA Welsh Goverlnment /NHS Executive (FP&D) / PA
assessed R . S External Audit
Returns; Audit Committee; Trust Board
FSLTV6 [Finance and Investment: Enhanced Monitoring Executive Director of Finance X PE Executive Budget Holders / Programme SROs i TFUSt Board Finance Reporting; Senior PA Internal Audit / External Audit PA
assessed [Finance Team
ESLTV7 |Collective Commissioners Review Deputy Director of Finance X PE D|r.e€:torate Level Budget holders, reports and not Collegtwe Commissioning Group LTA A LHB Commissioners A
training assessed |reporting
Capital Planning and Delivery Group;
Executive Director of Finance / Executive q Strategic Capital Board; Executive q LHB Commissioners / Welsh Government /
FSLTV8 [Investment Appraisal Director of Strategic Transformation, Planing & X PE Executive Budget Holders / Programme SROs no d Management Board; Strategic Development no d |internal Audit / External Audit 1A
Digital gesess Committee; Trust Board; WG Better gesess
Business Cases: HM Treasury Greenbook
. . . . . . . . . . not . LHB Commissioners / Welsh Government /
FSLTV9 |Financial Strategy / Medium Term Financial Plan / Budget Setting Executive Director of Finance X E Executive Budget Holders / Programme SROs assessed Trust Board and Committees PA Internal Audit / External Audit PA
Oracle Financial System Controls; Budget q Trust Board and Committees: Delegated
FSLTV10 [Scheme of Delegation and Delegated Financial Authority Executive Director of Finance X PE holders; Executive budget holders; Programme no ) e ! 9 PA Internal Audit / External Audit 1A
SROs assessed |Financial Limits
Executive Director of Finance / Executive Value Based Healthcare project leads; VBH not Value Based Healthcare steering committee / LHB Commissioners / Welsh Government /
FSLTV11 |Value Based Healthcare programme Medical Director X P2 programme SROs assessed |Executive Management Board 2 Internal Audit / External Audit BR
Finance P2P reporting; Expense reporting;
o Deputy Director of Finance / Head of Financial - not Expenses and Purchasing / Credit Card . .
FSLTV12 |Procure to Pay monitoring Operations X E Requisitioners / Budget Holders assessed |policy; Losses and Special Payments PA Internal Audit / External Audit PA
reporting
Deputy Director of Finance / Head of Financial t LHB Commissioners / Welsh Government
FSLTV13 [Debtors / Cash monitoring puty X E Budget Holders; Private Patients lead; reports — Debtors Reporting; Senior Finance Team; PA (External Financing Limit) / Internal Audit / PA
Operations assessed :
External Audit
Capital Planning and Delivery Group;
. . . ’ ) ’ } Deputy Director of Finance / Head of Financial Budget Holders; Heads of Division; Divisional not Strategic Capital Board; Executive . .
FSLTV14 |Discretionary Capital Financial Planning and Reporting Planning and Reporting X E Directors assessed |Management Board; Fixed Assets Register PA Internal Audit / External Audit PA
Reporting
Executive Budget Holders / Programme SROs; . Capital Planning and Delivery Group;
FSLTV15 |[Major Capital Programmes monitoring Chief Executive X PE Scheme of Delegation and Governance - d Strategic Capital Board; Executive 1A Internal Audit / External Audit 1A
Framework assesse Management Board
FSLTV16 |Counter Fraud Deputy_ Director of Finance / Head of Financial X E Budget Holders, reports and training e Counter Fraud Reports; Audit Committee PA Internal Audit / External Audit PA
Operations assessed
Deputy Director of Finance / Head of Financial Budget holders, requisitioners, reports and not Financial Operations Team; VAT working External Advisory (EY) / Internal Audit /
FSLTV17 |Tax management Operations X = training assessed [group 2 External Audit/ HMRC P
Executive Director of Finance / Deputy Exec Directors, Divisional Directors, Budget not Procurement Compliance reporting; Audit . .
FSLTV18 |Procurement Director of Finance / Head of Procurement X IPIE Holders, reporting and training assessed [Committee B2 Internal Audit / External Audit B
ASSOCIATED ACTION REFERENCE/ RATIONALE
GAPS IN CONTROLS GAPS IN ASSURANCE DETAILING WHY THERE IS NO ASSOCIATED
ACTION.
Investment Appraisal assurance process improvement to ensure high quality of business case
Scheme of Delegation and Governance Framework for the nVCC to prepare for post financial close submissions and education of organisation with regards to appropriate funding routes for F6 (Controls); F4 (Assurance)
service developments and initiatives
Medicines management requires more clarity on governance, decision making processes and
financial implications including links between NWSSP, National forums and impact on local F2
decision making in VCS.

ASSOCIATED OPERATIONAL RISKS - According to risk appetite

DATIX RISK REF

RISK TITLE

RATING

CURRENT RISK

RISK TREND

3227

There is a risk to financial sustainability as a result of changes during the design development process leading to a design which costs more overall, increasing project
costs. [Note added here outside of Datix that this relates to nVCC]

16

Risk Increasing

SMART ACTION PLAN
Action ’ Assurance Date of . When the action is complete, detail the impact on assurance
Action Plan Progress Update Impact of Changes on Risk
Ref Owner Level Due Date < o Update o ‘ level/control
: . EDoF / VBH Programme of work under way overseen by the VBH Identification of opportunities to reduce unwarranted variation
F1 Development of VBH programme of vyork to identify areas of EMD / 4 Ongoing |Steering Group, including WBS Pre-Operative Anaemia 22.3.24 |and improved allocation and utilisation of resources will thc
unwarranted variation and actions to improve L ; S ) h -
COO project; Value Intelligence Centre and Food Mission support financial sustainability
Continuous mproyement of_Fmgnce e_md‘lnve:?*t‘me‘nt Pharmacy review has been conducted and will be presented
Enhanced Monitoring reporting including identification of ) f : I " . P
: e i ] EDoF / . to Exec Management Board early in 2024. Following this a Identification of opportunities for new savings initiatives and
F2 Savings Opportunities; Disinvestments and Choices and 4 Ongoing ) - ) M 22.3.24 i f : " . P tbe
: . . DDoF review of medicines management governance (including disinvestments / choices will support financial sustainability
clear line of sight with Welsh Government Value and ) ) .
L financial aspects), will be conducted by September 2024.
Sustainability Board agenda
F3 Development and review of Financial Control Procedures EBEIE/ 6 Ongoing gzﬂtﬁlit?g:m'al control procedure approved by Audit 22.3.24 |Strengthened control procedures will support risk mitigation  [tbc
Develooment of Investment Appraisal process and Eggg'll'P& Criteria have been drafted and Board Reporting Template Alignment of investment with strategic priorities will
F4 eveopm PP P 4 Sep-24 |updated to reflect types of initiatives and sources of funding 22.3.24 |demonstrate goal congruence and increase the likelihood of  [tbc
prioritisation framework D/ DDoF / : f ) - . S
DDoP available for investments securing funding for projects / initiatives
EDoF / Cardiff Cancer Research Hub market engagement exercise
5 Identification of business development and external funding [EDoSTP& 2 Mar-24 to identify potential sources of external funding to support 22.3.24 Attracting external / alternative sources of income will the
opportunities D/EMD/ ar- development e decrease pressure on WG allocation of funds
DDoF Strengthening private patient cash collection and pricing
SUITETTTE UT DETEYAtiom darmu SUVETTTATTCE T TAITTEWUTR Wdas
. approved in June-23 by the Trust Board. The first major Mitigate the risks of non compliant procurement and improve
F6 Develop Scheme of Delegation and Governance Framework | EDoF / 4 Jun-24 programme this has been applied to is the IRS programme. 22.3.24 |budgetary control procedures by ensuring clear accountability [tbc
for the nVCC DDoF -
A Scheme of Delegation and Governance Framework needs for spend.
ta ha davalanad far n\/CC

9/13

71/671



RISK NUMBER

01

RISK THEME/TITLE

Service Capacity

RISK DESCRIPTORS
DRAFT RISK DESCRIPTION

There is a strategic risk of failure to deliver timely, safe, effective
and efficient services for the local population leading to
deterioration in service quality, performance or financial control as
a result insufficient capacity and resources.

RISK OWNER

Cath O'Brien
Rachel Hennessey
Alan Prosser

02

Partnership Alignment

There is a strategic risk of failure to align our strategic objectives
and intent with system partners, including within the health and
social care system, third sector and industry partners which could
result in an inability to deliver required change to achieve our
medium to long term objectives.

Carl James
Nicola Williams
Jacinta Abraham

03

Workforce Supply and
Shape

There is a strategic risk of an optimised workforce supply and
shape in order to effectively deliver quality services and achieve
our medium to long term objectives.

Sarah Morley

04

Organisational Culture

There is a strategic risk of failure to have a positive working
environment and high levels of staff engagement through the
embedding of appropriate values and behaviours in effective
systems and processes.

Sarah Morley

05

Digital Transformation

There is a strategic risk that the Trust fails to sufficiently consider,
optimise the opportunities and effectively manage the risks of new
and existing technologies, including considerations of Artificial
Intelligence and Information Security

Carl James

06

Organisational and Clinical
Governance

There is a strategic risk that the organisational and clinical
governance arrangements do not provide appropriate
mechanisms and culture to achieve our medium to long term
objectives.

Lauren Fear

07

Patient Outcomes

There is a strategic risk that Velindre Cancer Service patient
outcomes / experience may be adversely affected due increasing
service demands, the need for significant service delivery
transformation to meet the rapidly changing and complex

Nicola Williams
Jacinta Abraham

treatment regimes, staffing challenges, and lack of consistent el ©EstEr
quality, outcome and mortality metrics.
There is a strategic risk that the Trust becomes financially
unsustainable if it does not secure sufficient funding for the
08 Financial Sustainability provision of services and does not maximise its use of resources. Matt Bunce

Unwarranted variation could impact the value and effectiveness of
the care our patients and donors receive.

DEFINITIONS

CONTROL EFFECTIVENESS

Control in implemented/ embedded; working as

Effective designed; with associated sources of assurance E
Some aspects of control to be implemented/
. . embedded; some aspects therefore not yet
Partially Effective P y PE

operating as designed; and may be gaps in
associated sources of assurance

10/13
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Not yet Effective

Significant aspects of control be implemented/
embedded; significant aspects therefore not yet
operating as designed; and gaps in associated
sources of assurance

ASSURANCE RATING

Positive assurance

the assuring committee is satisfied that there is PA
reliable evidence of the appropriateness of the
current risk treatment strategy in addressing the
threat or opportunity

Inconclusive
assurance

A

the assuring committee has not received sufficient
evidence to be able to make a judgement as to the
appropriateness of the current risk treatment
strategy

Negative assurance

the assuring committee has received reliable
evidence that the current risk treatment strategy is
not appropriate to the nature and / or scale of the
threat or opportunity

Not Assessed

Assessment of the assurance arrangements is Not Assessed
pending.

LEVELS OF ASSURANCE DESCRIPTORS

Second Line of Defence

functions that oversee or specialise in risk
management

Internal oversight/specialist control
teams, such as:

Risk and control man

guidance

Teams take responsi
identification and miti

day business management

Staff training and compliance with policy

agement as part of day-to- Quality & Safety

IT

bility for their own risk

; Governance (corporate/Clinical)
gation

Examples of assurance

management reporting

mandates, outcomes fr

Local procedures

Exceptions reporting

Incident Reporting

Management Controls / Internal Control Measures

Local management information / departmental

Divisional / Departmental performance reviews,

(Clinical and Nonclinical services)

Operational planning / Business Plans - Delivery
Plans and Action Plans

Targets, Standards and KPIs

Staff Training Programmes

Board, Committee and Management
Structures which receive evidence from

Finance reports

ameworks, objectives KPI's and management information

Quality, Safety and Risk reports

Governance statements / self-certification Training records and statistics

Performance reports

BAF, VUNHS risk register

Policies and Procedures including Risk
Manaaement Policv

Compliance against Policies

Third Line of Defence

functions that provide independent assurance

Internal Audit (provides assurance to
the Board and senior management. This
assurance covers how effectively the
organisation assesses and manages its
risks and will include assurance on the
effectiveness of the first and second
lines of defence); and external
oversight, such as:

External Audit

Regulators & Commissioners

Wales Audit Office reviews

Stakeholder reviews

Scrutiny from public, Parliament, and the
media
Examples of assurance
Recent internal audit reviews and levels of
assurance

External Audit coverage

Inspection reports / external assessment
e.g. HIW / NHS Wales other regulator and
Commissioner compliance reviews

Patient Feedback / Patient experience
feedback

Staff surveys / feedback

Comparative data, statistics, benchmarking

STRATEGIC GOALS

1 - Outstanding for quality, safety and experience

2 - An internationally renowned provider of exceptional clinical services that always
meet and routinely exceed expectations

3 - A beacon for research, development and innovation in our stated areas of priority

learning for all

4 - An established ‘University’ Trust which provides highly valued knowledge and

across the globe

5 - A sustainable organisation that plays it part in creating a better future for people

RISK DESCRIPTORS Detective

Inherent Risk

Score the exposure before any action has been taken to
manage it or if existing controls failed entirely

CONTROL TYPE

KEY CONTROLS
DESCRIPTION

EXAMPLES

designed to limit the
scope for loss and reduce
any undesirable
outcomes that have been
realised. They may also
provide a route of
recourse to achieve some
recovery against loss or
damage.

Preventative These controls are e Authorisation limits
designed to limit the of and separation
possibility of an of duties
undesirable outcome e Pre-employment
being realised. The more screening of
important it is to stop an potential staff
undesirable outcome then
the more important it is to
implement appropriate
preventative controls.

Mitigating These controls are e Passwords or other

access controls
Staff rotation and
regular change of
supervisors
Exposure reduction
by installation on
hours worked

Residual risk

The threat that remains after all existing controls have
been applied

Target risk

Where risks are outside acceptable levels, a target risk
score is agreed. This is the level that future mitigation that
should be achieved which will vary over time

Control is designed to
locate problems after they
have occurred. Once
problems have been
detected, management
can take steps to mitigate
the risk that they will
occur again in the future,
usually by altering the
underlying process.

Periodic
performance
reporting
Regular review
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RISK SCORE

LIKELIHOOD MATRIX

LIKELIHOOD ()

LIKELIHOOD
SCORE 1 2 £ :
DESCRIPTOR RARE UNLIKELY POSSIBLE PROBABLE

Frequency: How often
might it/does it
happen

Not expected to occur for 10 [ Expected to occur at | Expected to occur at| Expected to occur at

years

least annually least monthly

least weekly

Probability: Will it
happen or not?

Less than 0.1% chance

01.-1% chance 1-10% chance

10-50% chance

RISK RATING MATRIX - IMPACT X LIKELIHOOD

RISK MATRIX LIKELIHOOD(*)
CONSEQUENCE(*¥) 1- Rare 2- Unlikely 3 - Possible 4 - Probable 5 - Expected
1 -Negligible 1 2 3 4 5
2 - Minor 2 4 6 8 10
3 -Moderate 3 6 9 12 15
5 - Catastrophic 5 10 15
| IMPACT MATRIX
RTSK DOWAINS
e i oS
T [Compliance [Foor minimal impact ar breach of bresch of guidancaistatutony [one breach guidanca'statutony
Statutory dufy’ inspections guidanca'statutory duty uty

performanca rafing if |Challenging recommendations
resohved

ferbal reports from Regulsior |2b=enation repaorts from
requlstor

impact on eEnvmanment Woderste impact on
vironment

0 [Environmental or minimal impact an the
|Environmenisd impach wironment

0% |Financial Sustainability Insigrificant cost Increase
Inciudimg clsims

1=rmall loss risk of claim rerote

ST 07025 per cent of budget |Loss of 05015 par cemi oF

budpst
[Clzirm{s) less than £10,000
|Claims) between £10,000 and
IE:1 00,000

4 [Informaaoon Govemance
|Genzral Data Protection

(Feguistion (ZOFR]

plinirnal privacy Impact requnng
mia or mimirnal intenention

impact on an mdidual’s Woderate privacy mmpact
requiring professionsl
inbenvention

Possible 0O repartable breach

[Could result in an ewent which
impacis on 3 moderate (less
ham 100} numbsr of

ratients donors

5 [Parinerships

le=ternal stakeholders and in
teorking wath system cartners

or minimal i550esin

Relation=hips with intermal and tablishing and maintzining
ree relationships with intemal e

d extemal sizksholders

Mo or minimal misalignment of
rational actions or stratsgic
Fsmam with system partners
hlinirnal issuss with collsborative
lworking initiatiess within our
jcancer and blood and transgplant

IEU'S‘IEITE

i=5ues in establishing and Woderaie issues in establishing
intaining effactive relationships d rrairtaining efective
internal and exdemal relationships with mtemal and
keholders. emal stakeholders

rrisafignment of operational  [Moderste misalignment of
or strategic approsch with rational actions or strategic
pariners proach with systemn partners
izsues with collsborative hoderate isswes with
ling initiatives within our cancer jzolsborative working initistives
blood and transplant systems  [within gur cancer and blood
d transplant systerns

Impaci consequence score |severnity levels) and examples.
i
WAIOR
oreschas in statutony duty
al
acdion
mprovement notices
Major impact on emvironment
Of L&~ 1.0 percent of buedget
[Clzim{s) betwesn £100,000 and
1 il iz
bresch leading to possible
scale privacy breaches
G2 reporiable bresch if 1G
ndard not adhered to
result in an ewent which
on 3 miajor (betwesn 100
1 1000) number of
ing gar 155 .
i edemal
pariners

[Temporany insignificant impact

na impact on quality or safety of
jcomponents produced.

Cionarpatient’staff discomfort

upon process or performancs with jpe

|standards

|existing performance ar
process, with the potential for
rmipact on quality or safiety of
jcomponents prodwced.

I5hort term hamm,
[danon patient'staif requining
[treaiment firam medical

Multiple falures to mest intems

[Temporary maoderais engsion off

[RTSK DOWATN S [mpack consequence score [severity levels| and examgples.
i Z ] q
REGLIGIELE MIRCR MCOOERATE WAJOR
| 05 [Performance and Service Falure to achieve minor objeciive [Falure to achieve signincantkey  |Faiure to achieve multipe alure 1o achieve crucial
Sustainability jecty [signifizcant key objectives. jecty
[Eusiness objectivesforopects
Senicabusiness irdemupiion Mo or minimal service issue impact on service. Moderate impact on service. irmpact on service.
Programme! projects [Programmel projects Programme/ projects [Programmel projects
Insignificant cost increase 1-10 per cent over project budget.  |10-25 per cent over project [25-50 per cent ower propect
budpst. |pudpst.
Less than & per cent schedule 10 per cent schedule slippage 10-40 per cent schedule [40- 100 per cent schedule slippaps
|slippaps sgainst timescalas inst timescales [slippape sgainst imescsles la;anst timescales
07 |Guality Feripheral element of treatment or jowerall eatrnent or Senice reatment or service has liancs with nationzl
CQualifwsomplsints’ sudd /G |senvice subopiimal s ignificantly reduced nidards with significant risk fo
IS IWEMEES patierts or donars i unresolved
Infarmal complaint'enquiry
Formal complaint (staps 2) a complaints! independsnt
jcomipdaint

= falures fo mest nationsl

ined erosion of existng
: Ance or process, tis has
Tect on quality or safety of
ponents produced.

Cionar (=taff admission fo hospital
equired, or increasad stEy in
ital =3days.

M|E COVErapge

Established good practice
lquidelines, andior

Frocedwral requirements

| 08 [Reputational
[ahverse publicihy’ repuisbion with <3 days senics
b=low reasonable public
Fatential for public concem |Mlinor reduction in pulblic confidencaModerste reduction in public reduction in pulblic
lconfidence
[ 09 [Research and Development  |Decarture from: T2 from: Deficiencies found durng Cieficiencies found dunng

2 pplicabie legislative requirements,

Good Chinical Practics
GCP) guidelines, snd'or

requlatory MHRA Good Clincal
Prachice inspections graded as
"'msjor” andior “other” that lead
[0 recommendations of:

ulstory MHRA Good Clinical
Frachice inspections graded as
critical” andior “rmajor” that leads

recommendations of:

[RISK DOWATHS Impaci consequence score [severity levels) and examples.
i i ] q
REGLIGIELE WIRCHR WODERATE WEIOR
occurred in 3 Fesearch Study Request for provision of Early re-inspection to determine
hati= mot a Clinical Trial of an [Frocedural requirements, andior  |comreciive acton & preventive progress is obsensed In
Imvestigation Medicinal Product. ion plan (CAPA) uvpdates at ementing & cormective action &
[500d Clinical Practice (GCF) Fpgril:-:lic intervals ntive action (SAPA) plan
ooccumed in & Clinical Tral of an
g ati Medicinal Product Request for provision of comectve
WP but i is meither “crifical™ ion & preventes sction (CAPA)
“rnajor E?n updates at pariodic intervals
For actions in relation to pending
future clinical frials (for
£, SUSPENSIN or
Iressocation|
10 [hafety a!acﬁ‘lmmm-ﬂl IMjUry requinng no'min injury or iliness, requinng Mioderate Injury reguinng injury leading to long-term
impact on safefy of pafients, mbeneemntion or tregtrment. intervertion professional intervention ity /dizability
owr purhiic: (physics! or
\esychological ham) Mo tirne off work iring time off waork for =32 days |Requiring time off work for 414 iring time off wark for =14
[ays
ncresse in lenath of hospital stay
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foy 12 days

= e ———r

Increass in length of hospatal

by 4-15 days

RIDCOR sgency repontablz

Jincident

15 event which impacts on a

|nurnber of patients or donors

11 [Workforce and OO =hor t=2mm low siamng level that Stafing kewal that reduces the  |Late delivery of key cojecove’

|Humsn rescurces’ ompsnizationsifizmporarily reduces service gualitysenice quality |service dus 1o lack of staff
\deveiopmeant’ sfafimg’ =1day)
lcompedencs Unzafe stafing level or

lcomip=tence (=1 day)
Loww staff marale

Poor =iaff attendance for
|mandatongkey training

ACTIONS

OUTCOMES

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of delivery of the majority or all of the agreed actions, with
clear evidence of the achievement of desired outcomes over a defined
period of time i.e., 3 months.

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of delivery of the majority or all of the agreed actions, with
clear evidence of the achievement also of desired cutcomes.

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of delivery of the majority or all of the agreed actions, with
little or no evidence of the achievement of desired outcomes.

Level 4

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Evidence of several agreed actions being delivered, with little or no
evidence of the achievement of desired outcomes.

Level 3

Comprehensive actions identified and agreed upon to address
specific performance concerns AND recognition of systemic
causes/reasons for performance variation.

Some measurable impact evident from actions initially taken AND an
emerging clarity of cutcomes sought to determine sustainability, with
agreed measures to evidence improvement.

Comprehensive actions identified and agreed upon to address
specific performance concerns.

Some measurable impact evident from actions initially taken.

Initial actions agreed upon, these focused upon directly
addressing specific performance concerns.

Cutcomes sought being defined. No improvements yet evident.

Emerging actions not yet agreed with all relevant parties.

Mo improvements evident.

13/13

SUMMARY STATEMENTS OF 7 LEVELS

SUMMARY

Improvements sustained over time - BAL

Cutcomes realised in full

Majority of actions implemented; outcomes not
realized as intended

4 Increased extent of impact from actions

Actions for symptomatic, contributory and root
causes. Impact from actions and emerging cutcomes

Symptomatic issues being addressed

Actions for symptomatic issues, no defined outcomes

Enthusiasm, no robust plan
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QUALITY, SAFETY AND PERFORMANCE COMMITTEE

WELSH BLOOD SERVICE QUALITY SAFETY AND PERFORMANCE REPORT

DATE OF MEETING

09/05/2024

PUBLIC OR PRIVATE REPORT

Public

IF PRIVATE PLEASE INDICATE
REASON

THE MEETING IS HELD IN PRIVATE

REPORT PURPOSE

INFORMATION / NOTING

IS THIS REPORT GOING TO THE
MEETING BY EXCEPTION?

NO

PREPARED BY

Peter Richardson, Head of Quality, Safety and
Regulatory Compliance, WBS

PRESENTED BY

Alan Prosser, Director WBS & Peter Richardson,
Head of Quality, Safety and Regulatory
Compliance

APPROVED BY

Steve Ham, Chief Executive

EXECUTIVE SUMMARY

This report is a summary of key operational,
quality, safety and performance related matters
being considered by the Welsh Blood Service
between December 2023 and March 2024, and
has been prepared in readiness for Velindre
University NHS Trust Board and Committee
governance arrangements.

The committee’s attention is drawn to the following
key points:

Version 1 — Issue June 2023
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This period saw continued pressure on red
cell stock levels, which resulted in several
stock alerts being issued. The service
requested mutual aid from other UK blood
services over the Christmas period but
avoided this during January to March 2024.
A task and finish group has been set up to
identify and address the key underlying
factors.

Four Incidents were reported to regulators
under the Serious Adverse Blood-Related
Events (SABRE) scheme. These included
two incidents where donors had been
incorrectly assessed as suitable to donate.
The Welsh Blood Service team are working
with other Blood Services to review and
simplify the donor screening process and
looking at options to introduce digital
solutions for decision support.

Bone marrow and stem cell collection
activity has decreased slightly over the
reporting period compared with the
previous. The Donor Engagement team
have commenced targeted recruitments
activities for stem cell donors in partnership
with educational establishments which
have resulted in over 1,500 new donors
registering.

RECOMMENDATION / ACTIONS

The Quality, Safety and Performance Committee
are asked to NOTE the information in this report.

GOVERNANCE ROUTE

List the Name(s) of Committee / Group who have previously Date
received and considered this report:
Welsh Blood Service Senior Leadership Team - DRAFT 10/04/2024

Executive Management Board

29/04/2024

SUMMARY AND OUTCOME OF PREVIOUS GOVERNANCE DISCUSSIONS

Page 2 of 28
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key issues.

The Senior Leadership Team at the Welsh Blood Service have considered the report and noted

7 LEVELS OF ASSURANCE

completed.

If the purpose of the report is selected as ‘ASSURANCE’, this section must be

ASSURANCE RATING ASSESSED
BY BOARD DIRECTOR/SPONSOR

Level 3 - Actions for symptomatic, contributory
and root causes. Impact from actions and
emerging outcomes

Please refer to the Detailed Definitions of 7
Levels of Evaluation to Determine RAG Rating /
Operational Assurance and Summary Statements
of the 7 Levels in Appendix 3 in the “How to
Guide for Reporting to Trust Board and
Committees”

UK NEQAS for H&I

PTR

APPENDICES
WELSH BLOOD SERVICE - QUALITY, SAFETY &
1 PERFORMANCE COMMITTEE REPORT
December 2023 to March 2024

ACRONYMS
WBS Welsh Blood Service
WTAIL Welsh Transplant and Immuno-genetics Laboratories
MHRA Medicines and Healthcare products Regulatory Agency
IQSH Integrated Quality & Safety Hub
SAE Serious Adverse Events
CA/PA Corrective Action/Preventative Action
SABRE Serious Adverse Blood Reactions & Events
UKAS United Kingdom Accreditation Service
DPIA Data Protection Impact Assessment
JPAC UK Blood Services Joint Professional Advisory Committee
H&S Health & Safety

UK National External Quality Assessment Scheme for
Histocompatibility & Immunogenetics
Putting Things Right Regulations

1. SITUATION

Page 3 of 28
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This paper is to provide the Quality, Safety & Performance Committee with an update
on the key quality, safety and performance outcomes and metrics for the Welsh Blood
Service for the period December 2023 to March 2024.

The Quality, Safety & Performance Committee are asked to NOTE:

e Performance against the six domains of Quality.
e [ssues, corrective actions and monitoring arrangements in place.
e Service developments within WBS.

BACKGROUND

3.1

This report is a summary of key operational, quality, safety and performance related
matters being considered by the Welsh Blood Service between December 2023 and
March 2024, and has been prepared in readiness for Velindre University NHS Trust
Board and Committee governance arrangements.

The report also highlights key programmes taking place across the Division.
ASSESSMENT / SUMMARY OF MATTERS FOR CONSIDERATION
The main report summarises:

Key performance outliers and associated actions to resolve.

Key quality and safety related indicators and remedial action identified.
Feedback from Donors and the responses to it.

Regulator and Audit Feedback, assurance and learning themes.

An outline of key service developments in WBS.

Triangulated Analysis

The report provides assurance to the Quality, Safety and Performance Committee
that WBS is continuing to meet its Quality, Safety and Performance standards. In
summary, for the reporting period (December 2023 and March 2024):

e All clinical demand was met for red cells and platelets although over the
Christmas period mutual aid was requested due to sustained collections and
higher than expected demand from hospitals.

Page 4 of 28
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The service issued notice to hospitals of Blood Shortage Alerts 5 times during
December, January, February and March, indicating the supply chain is under
particular strain.

The introduction of targeted campaigns to recruit stem cell donors through the
use of buccal swabs is showing great promise with a significant increase in
donor recruitment during the reporting period.

Closure of quality incidents within the required 30 days has remained stable
and consistently achieved between 92% and 94% for the whole reporting
period.

During the period 4 Serious Adverse Events were reported to the Medicines
and Healthcare products Regulatory Agency (MHRA) via the SABRE portal. No
incidents were reported to the Human Tissue Authority.

23 concerns were reported during the period, 22 of which were managed within
timeline as early resolution as detailed in the report.

Overall donor satisfaction dipped slightly but continues to exceed target at
95.9% over the reporting period.

No external regulators have visited WBS during the reporting period. During
April 2024 WBS experienced its first audit to the updated general requirements
for the competence of proficiency testing providers as set out in ISO
17043:2023. This audit will be reported in more detail during the next reporting
period, but the inspectors found very good levels of compliance overall and no
serious deviations from the new standards.

3.2 Key Actions / Areas of focus during next period

Quality and safety and donor experience remains at the heart of our service during
this period in all aspects of service delivery as well as the well-being of our staff.
During the next reporting period the following areas will continue to be a priority:

Page 5 of 28

Continue to monitor and grow blood stocks by implementing the actions
identified by the task and finish group set up in response to the high number of
stock alerts issued in the past 12 month.

Review and consider the findings of the independent review of the Red Cell
Immuno-haematology service.

Continue to work with transfusion labs and clinicians nationally to pursue
prudent use across NHS Wales.

Continue to improve the number and diversity of bone marrow and blood donor
volunteers through continued promotion of buccal swabs.
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e Implement the identified preventative actions for the incidents relating to donor
screening.

e Consider recommendations of the Infected Blood Inquiry report due to be
published May 20t 2024.

Page 6 of 28

6/28 81/671



Q G IG Ymddiriedolaeth GIG

Prifysgol Felindre

o N |—| S Velindre University

NHS Trust

3. SUMMARY OF MATTERS FOR CONSIDERATION

4, IMPACT ASSESSMENT

TRUST STRATEGIC GOAL(S)

Please indicate whether any of the matters outlined in this report impact the Trust’s
strategic goals:

Choose an item
If yes - please select all relevant goals:

e Outstanding for quality, safety and experience
e An internationally renowned provider of exceptional clinical services
that always meet, and routinely exceed expectations
e A beacon for research, development and innovation in our stated O
areas of priority
e An established ‘University’ Trust which provides highly valued 0O
knowledge for learning for all.
e Asustainable organisation that plays its part in creating a better future O
for people across the globe
RELATED STRATEGpIC RISK - 06 - Quality and Safety
TRUST ASSURANCE
FRAMEWORK (TAF)
For more information: STRATEGIC RISK
DESCRIPTIONS
QUALITY AND SAFETY Select all relevant domains below
IMPLICATIONS / IMPACT
Safe
Timely
Effective
Equitable
Efficient
Patient Centred

Page 7 of 28
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The Key Quality & Safety related issues being
impacted by the matters outlined in the report
and how they are being monitored, reviewed
and acted upon should be clearly summarised
here and aligned with the Six Domains of
Quality as defined within Welsh Government'’s
Quality and Safety Framework: Learning and
Improving (2021).

[Please include narrative to explain the selected
domain in no more than 3 succinct points].

This report summarises the Welsh Blood
Service performance across all six domains of
quality and is divided into sections covering
each domain.

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED:

For more information:
https://www.gov.wales/socio-economic-duty-
overview

Not yet completed (Include further detail below
why)

[In this section, explain in no more than 3
succinct points why an assessment is not
considered applicable or has not been
completed].

Paper is for noting and therefore out of scope of
the legislation

Page 8 of 28

83/671


https://www.gov.wales/socio-economic-duty-overview
https://www.gov.wales/socio-economic-duty-overview

9/28

Q

<o

G IG Ymddiriedolaeth GIG

Prifysgol Felindre

N H S Velindre University

NHS Trust

TRUST WELL-BEING GOAL
IMPLICATIONS / IMPACT

A Healthier Wales - Physical and mental well-
being are maximised and in which choices and
behaviours that benefit future health

A Wales of Vibrant Culture and Thriving Welsh
Language -Promoting and protecting culture,
heritage and the Welsh language, encouraging
people to participate in the arts, and sports and
recreation

The Trust Well-being goals being impacted by
the matters outlined in this report should be
clearly indicated

If more than one wellbeing goal applies please
list below:

Click or tap here to enter text

FINANCIAL IMPLICATIONS /
IMPACT

There is no direct impact on resources as a
result of the activity outlined in this report.

This section should outline the financial
resource requirements in terms of revenue
and/or capital implications that will result from
the Matters for Consideration and any
associated Business Case.

Narrative in this section should be clear on the
following:

Source of Funding:
Choose an item

Please explain if ‘other’ source of funding
selected:
Click or tap here to enter text

Type of Funding:
Choose an item

Scale of Change

Please detail the value of revenue and/or capital
impact:

Click or tap here to enter text

Type of Change

Page 9 of 28
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Choose an item

Please explain if ‘other’ source of funding
selected:

Click or tap here to enter text

EQUALITY IMPACT
ASSESSMENT

For more information:
https://nhswales365.sharepoint.com/sites/VEL |
ntranet/SitePages/E.aspx

Yes - please outline what, if any, actions were
taken as a result

No specific actions identified

ADDITIONAL LEGAL
IMPLICATIONS / IMPACT

There are no specific legal implications related
to the activity outlined in this report.

Click or tap here to enter text

[In this section, explain in no more than 3
succinct points what the legal implications/
impact is or not (as applicable)].

5. RISKS

ARE THERE RELATED RISK(S)
FOR THIS MATTER

No

WHAT IS THE RISK?

[Please insert detail here in 3 succinct points].

WHAT IS THE CURRENT RISK
SCORE

Insert Datix current risk score

HOW DO THE RECOMMENDED
ACTIONS IN THIS PAPER IMPACT
THIS RISK?

[In this section, explain in no more than 3
succinct points what the impact of this matter is
on this risk].

BY WHEN IS IT EXPECTED THE
TARGET RISK LEVEL WILL BE
REACHED?

Insert Date

ARE THERE ANY BARRIERS TO
IMPLEMENTATION?

Choose an item

[In this section, explain in no more than 3
succinct points what the barriers to
implementation are].

All risks must be evidenced and consistent with those recorded in Datix

Page 10 of 28
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WELSH BLOOD SERVICE - QUALITY, SAFETY &
PERFORMANCE COMMITTEE REPORT

December 2023 to March 2024

INTRODUCTION

This paper outlines the key Welsh Blood Service Quality, Safety and Performance related issues
being monitored, reviewed and acted upon within the service and is aligned with the Six Domains
of Quality as defined by the Institute of Medicine namely:

Safety ‘ sare

No avoidable
harm

Effectiveness

EFFECTIVE ekl
| Deliver best

Patient-centeredness Outcome possile . it oot

Timeliness -
EQUITABLE TIMELY

Eq U |ty g‘::gnz'l' Responsive
] need / EFFICIENT
Efficiency Firancis
Resources

o 0k 0w

1. Safety

Incidents linked to donors are reported into the Donor Quality and Safety Group and scrutinised
at the Divisional Integrated Quality and Safety Hub. These include failed venepuncture where a
needle is not properly sited in a vein, and part bags where a donation stops before the full quantity
is collected. The All Wales precentage of failed venpuncture events in whole blood donors
remained stable and within tolerance during the reporting period. For apheresis, following an
increase in venepuncture events, such as pain and/or bruising during the early part of the year
the number of incidents has continued to fluctuate during the reporting period, however the
precentage of events reported in November has reduced significantly. The increase in events
reported in Apheresis has been attributed to new team members undergoing training.

1.1 For reporting purposes, WBS sub-divides incidents into two types:
o Good Manufacturing Practice (GMP) Incidents, in which our routine process monitoring

and checking identifies non-compliance with expected processes or outcomes and responds
to prevent further processing or harm to patients. These are reported into the Q-pulse
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electronic Quality Management System and monitored as a critical part of the overall Quality
Management System (QMS) in line with regulatory standards.

¢ Incidents which may lead to redress or could result in harm to donors, patients, or staff
— these are reported in Datix Cymru for consistency across the Trust.

For the reporting period December 2023 to March 2024

128 GMP incidents were reported via QPulse. These incidents were all closed, i.e. reviewed
and Corrective/Preventative Actions (CAPA) assigned, within 30 days.

Quality incident investigations continue to exceed the target of 90% closed within 30 days.
Performance is closely monitored with each (QPulse) incident report being reviewed within a
working day of being reported, to ensure all information needed for effective risk assessment
and investigation is captured. The review identifies complex investigations that may need multi-
disciplinary support to establish a root cause.

All QPulse incidents have been reviewed by Quality Assurance (QA) and all rationales and risks
of late reporting have been assessed by the QA team and recorded in QPulse; where the
rationale has not been deemed satisfactory this has been fed back to the reporter and relevant
department head.

The progress of all actions to address incidents is closely monitored. The Quality Assurance
(QA) team send weekly updates alerting owners/managers of actions recorded within QPulse
that are likely to breach close-out deadlines.

30 quality related incidents were reported in Datix Cymru; 1 of these (Datix 15637, relating to a
temperature deviation in the ambient blood store) was initially classified as a moderate risk, but
downgraded to low risk on investigation. It was noted that the original classification did not align
with the definitions of harm detailed in the PTR regulations framework. The reporter was advised
accordingly.

All other reports were classified as low risk for actual harm.
1.2 Areas of focus:

The WBS Senior Leadership Team continue to focus on the number of incidents overdue for
closure within Datix; a sustained improvement was noted from December to February, however
at the end of March the total number of records overdue for closure had risen to 13 (from 1 the
previous month).

Page 12 of 28
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A Task & Finish group was set up earlier this year to investigate the cause of delays within the
incident management process. This group has identified several challenges which need to be
addressed including a lack of clarity about the process and ownership of the different incident
management stages. For example, there is often a significant delay between the date the event
was reported and the date the Datix record was opened (reviewed), suggesting managers are not
accessing and reviewing the reports in a timely manner. This may, in turn, delay investigation. It
has also been noted that some reports have several investigators assigned which could result in
a misunderstanding of who owns and is responsible for the investigation.

To address the above issues QA Systems will arrange a series of workshops with relevant
departments; these will be designed to ensure the process of reviewing and moving reports
through each stage is fully understood and owned by the correct department. It is hoped these
workshops will commence in April, but QA capacity may be limited due to staff availability and
commencement of the new eQMS project.

5 incidents reported via QPulse had a significant risk rating and were subject to a detailed root
cause analysis investigation; one of these was externally reportable and is included in the table
under section 1.4:

IR-950 (INV-923), reported externally as SABRE 115. Lost traceability of a pooled
platelet: Platelet pool sent to a customer hospital without being issued via eProgesa (the
Blood Establishment computer system). This error was not noticed at the time of issue.
Status: RCA investigation undertaken. Corrective and Preventative Actions (CAPA) have
been agreed and assigned.

IR-981 (INV-953) Red cells not placed in correct storage conditions overnight.
Status: RCA investigation undertaken. CAPA complete, effectiveness checks ongoing.

IR-992 (INV-969) Red cells delivered to wrong hospital; blood was issued correctly but
inadvertently packed into a box destined for another hospital. This error was identified by
the receiving hospital.

Status: RCA investigation undertaken. CAPA complete, effectiveness checks ongoing —
noting the similarity with IR-950 above.

IR-993 (INV-970) Lack of a system retirement plan for GMP critical equipment (semi-
automated blood grouping system).

Status: RCA investigation complete. Several contributory factors identified. CAPA agreed and
in progress (including execution of a retrospective system retirement plan).

IR-999 (INV-973) Failure of the Environmental Monitoring System back up process
(ProLog application).

Status: RCA investigation complete. The error was caused by corruption of the data-
processing function of the primary server which has since been replaced.

Page 13 of 28
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e Main categories of incidents reported via Q Pulse were Blood Pack Incidents (42%),
Laboratory Errors (26%).

e The main locations reporting incidents continue to be Distribution (Hospital
Services), Manufacturing Laboratory and the Stock Holding Unit (SHU), although it
should be noted that some of the issues reported by Manufacturing have originated
at donation clinics.

e There were 25 overdue actions recorded in QPulse at the end of the reporting
period, which is 16 more than the previous month. Actionees were notified and 16
of these have since been closed.

1.3 Regulatory Inspections

There have been no regulatory inspections within the reporting period. MHRA were due to
undertake an inspection of WBS South Wales operations in June 2023, but to date a
notification of inspection has not been received.

The United Kingdom Accreditation Service audited the Welsh Assessment of Serological
Proficiency scheme in April 2024 against the updated general requirements for the
competence of proficiency testing providers as set out in ISO 17043:2023. Further details will
be provided in the next reporting period, but do major deviations were reported and the
auditors advised that compliance to the newly-updated standards is very good and re-
accreditation will be recommended.

1.4 Serious Incidents Reportable to Regulators

There were 4 reportable events submitted to the Medicines and Healthcare products
Regulatory Agency (MHRA) in this reporting period (see summary table below).

Each incident has been investigated by a multi-disciplinary team involving subject matter
experts and members of the Clinical and Quality teams. Root cause analyses and corrective
actions have been reviewed by the divisional Integrated Quality and Safety Hub before
submission to the relevant regulator. Two investigation reports have since been reviewed by
MHRA and closed within the SABRE reporting system, two are still under investigation by the
WBS Clinical Governance team.

SLT and MHRA were informed of delays to the submission of 2 confirmatory reports
(expected within 30 days of notification). The delays have been caused by complexity of the

Page 14 of 28
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investigations and the need for a multidisciplinary approach, along with the ongoing blood

collection shortage.

A summary of SABRE incidents reported in this period are included in the table below:

Incident Summary

SABRE
reference

Frequency

Notes

Platelet issued to a customer
hospital without being
recorded via eProgesa (the
blood establishment
computer system).

115

1

The person undertaking the
issuing process was
interrupted whilst carrying out
a critical task; although
interruptions are discouraged,
they are unavoidable at times,
due to the busy nature of the
Hospital Issues department.

A gap has been identified
versus the process
undertaken in the receiving
Hospital Blood Bank, i.e.
checking donation numbers
against the corresponding
delivery note. This gap has
been rectified through a
process update.

The Head of Manufacturing &
Distribution has introduced
regular good practice update
sessions for staff, this
includes learning from events
of this nature.

Donor’s tropical virus risk not
fully assessed.

116

This root cause of this event is
similar to previous SABRE
reportable events where root
cause is attributable to the
complexity of the donor
assessment process (*see
note below).

Donor bled into incorrect
blood pack. As the donor
had declared taking aspirin
within 48 hours of donating
their blood was unsuitable
for processing into a pooled

117

Investigation has identified 16
previous occasions where
incorrect pack selection was
not identified for donors
whose blood was unsuitable
for processing into a pooled

Page 15 of 28
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platelet. The selected pack
would have allowed
processing, however

platelet (prior to the computer
failsafe being introduced).
Investigation into root

cause is ongoing, but it is
recognised that correct
pack selection is reliant
on staff choosing the
correct pack from two
visually similar options.

eProgesa prevented this as
a failsafe was introduced as
part of the most recent
system update.

This error was detected
when the donor called
WBS, whilst completing
the online donor eligibility
quiz, to query why they
had been previously
accepted to donate. A
product recall and
lookback were initiated.
The donor has been
permanently deferred.

A donor has previously been 118 1
assessed as eligible to
donate, despite declaring a
serious illness (cancer of the
kidney).

* Note: The Standing Advisory Committee on the Care and Selection of Donors (SACCSD) were
notified of the WBS concerns with the complexity of decision making using the national guidance
on travel-related screening. SACCSD have subsequently agreed to review these guidelines and
WBS continues to work with the other UK Blood Services to review and potentially simplify the
donor eligibility assessment process. In the meantime the Clinical Services team continue to
review donor eligibility assessments each day.

No reportable events were submitted to the Human Tissue Authority during this reporting period.
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2. Effectiveness

2.1 Blood Supply

211

2.1.2

213

Page 17 of 28

The WBS strives to carefully balance demand with supply, whilst prudently holding
enough stock by blood group at its centre in Talbot Green to support the NHS Wales
system at times of emergency whilst keeping wastage levels to a minimum. The
supply chain is complex and dynamic and is managed carefully on a daily basis by
key parts of the operation.

In common with all UK Blood services, the Welsh Blood Service has experienced
pressures on blood stocks over the past 2 years, in particular O D Negative red cells.
Contributing factors include:

e significant and unexpected variations in demand

e diversion of resources to support the training of newly-appointed vene-
puncturists,

¢ higher than expected levels of short and long term staff sickness,

e areluctance of staff to volunteer for overtime shifts.

e specific operational issues such as an IT outage, rainwater leaks in mobile
collection vehicles and last-minute withdrawal of booked venues.

In addition, the continued spread of West Nile Virus in Europe has led to
increases in donor deferrals based on recent travel.

During December and the run up to the extended bank holiday period the service
took the difficult and reluctant decision to request mutual aid and was supported
by both the Northern Ireland and English Blood Services (total 270 red cell units),
to prevent an AMBER alert for NHS Wales.

Since December 2023 various blue alerts (now Pre-Amber) have been sent for O D
Negative red cells, and at times these alerts also included O D Positive and A D
Negative red cells. The table below shows the dates, blood group, recovery date
and duration of days these blue alerts were in place.
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Blood Shortage Duration in alert
Year | Blood Shortage Sent Group Alert Recovered (days)
2023 | 04/12/2023 O D Negative 25/01/2024 52
2023 | 18/12/2023 O D Positive 11/01/2024 24
2024 | 07/02/2024 O D Positive Pre Amber 20/02/2024 13
2024 | 21/03/2024 O D Positive Pre Amber 08/04/2024 18
2024 | 21/03/2024 O D Negative Pre Amber 08/04/2024 18
2.1.4 Supply Chain capacity task and finish group:

In response to the number and duration of alerts issued to hospitals in recent
months, a small task and finish group has been set up to look at the factors affecting
collection capacity and find effective solutions. The focus has been on registered
nurse capacity as a result of staff turnover and the extended training period required
to demonstrate competence in donor screening.

With newly recruited staff completing their training and with SLT approval to recruit
2 additional nurses to provide for resilience, the collection team capacity is now
returning to the levels needed to maintain collections. Along with a number of
additional overtime clinics over the Easter bank holiday and at weekends throughout
April, stocks of all blood groups are once again approaching the target levels of 6-7
days’ cover. This will give greater assurance as we approach the early and late May
bank holidays.

In addition, from May 1st, WBS will introduce a screening test for West Nile Virus
which will reduce donor deferrals by over 1000 over the peak summer period when
compared with last year.

2.2 Bone Marrow / Stem Cell collections

Bone marrow and stem cell collection activity has decreased slightly over the reporting
period with 18 collections being completed between December 2023 and March 2024.
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A step-change in donor recruitment since January 2024 has resulted in an additional 1,831
new donors being added to the registry during the reporting period, with over 1,500 of
those enrolling in February and March. This increase has been achieved through targeted
recruitment activity in partnership with educational establishments and the use of buccal
swabs to reach out to non-blood donors. The growth in recruitment has resulted in a slight
processing backlog but work is underway to identify a digital solution to deal with the
backlog.

2.3 Audit Summary

There were 23 internal audits scheduled for completion between December 2023 and
March 2024; this includes Information Governance audits incorporated into the WBS
internal audit schedule. These were undertaken by the Trust's Head of Information
Governance.

8 of these audits were conducted later than expected due to auditor/auditee availability
(these are now complete). The risk from late completion was assessed as low, due to
coverage elsewhere within external and internal audits. The 2024-25 audit schedule has
been reviewed to reduce the overlap between audits, allowing resources to be
reallocated to areas where the risk is greatest.

The 2024/25 schedule has been reviewed by the Head of Quality, Safety and Regulatory
Compliance and formally approved by the divisional Integrated Quality and Safety Hub.

2.3.1 Corrective and Preventative Actions Summary:

No critical findings raised.
2 major findings raised:

e |A55: ISO 15189 (Technical) audit conducted in Patient Services identified lack of
assurance of cell washer and bench cleaning, due to omissions of entries on cleaning
records. It is thought that these omissions occurred on days when the equipment was
not used. Staff have been reminded of the importance of effective record keeping;
monitoring of records completed since December has found all records to be as
expected.

¢ |A56: raised against Software Development, due to a systemic breakdown in
satisfactory completion of ad-hoc (database amendment) requests via ServicePoint.
Issues identified within 5 out of 6 Ad-hoc requests have been observed to be
actioned. Target Completion date: 29/04/2024.
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Fortnightly meetings are held to discuss any open non-conformances and reminder e-
mails are issued, and updates requested during these meeting.

2.3.2 Audit Corrective/Preventative Action (CAPA) Trending:

¢ No significant trends were identified in this reporting period.

e CAPA findings from December 2023 to March 2024 remain consistent with the
2022/2023 categories.

3. Service-User Centred Feedback

3.1 The introduction of CIVICA across WBS has seen a significant number of survey
responses being received from donors about their real time feedback relating to their
donation experience. Donor feedback between December 2023 and March 2024 is
detailed below and demonstrates that our donor experience scores are consistently above
the 95% benchmark.

3.1.1 Donors who have been referred by the Donor Contact Centre to the Clinical Services
support team for help with eligibility queries or post-donation care and advice are
selected at random for a follow-up survey:

Clinical Services

5§ - The member of

2 - The member of 4 - The member of - .
1 - The time taken the Clinical 3 - The member of the Clinical th_e Clinical & - Appropriate and 7 - | was actively 8-Can We Improve

. o . Services support " . the service we

to be contacted  Services support the Clinical Services support team professional listened to and was rovide? If ves
Responses following the initial team introduced = Services support team demonstrated . responses were given the P ¢y Overall
p . . communicated d " please use the
interaction was themselvesina team made me feel knowledge and effectively and given to the opportunity to ask "Other’ box to tell
adequate warm r:::nf:rendly atease experlet::ﬁ within used appropriate questions | raised questions uSs how

Clinical Services Clinical Services Clinical Services Clinical Services Clinical Services Clinical Services Clinical Services Clinical Services

Benchmarks
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3.1.2 As part of the Safe Care Collaborative, Donor Adverse Event Reporting project a donor

survey was implemented to capture the feedback of donors following an adverse event.
Donors who experience an adverse event are encouraged to provide feedback in relation
to the information and care provided both during and post the event.

The aim of the Safe Care Collaborative project is to:

Improve Donor Care Quality and Safety through ensuring the robust reporting and
management of donor adverse events.

Improve staff experience and systems associated with donor adverse event reporting.
Reduce the pressure on wider healthcare services through the development of robust and
clear care pathways, utilising clinical support available at WBS as opposed to unnecessary
primary care or accident and emergency departments.

Respond to all Donor Adverse Event Reactions (DAER) within the next working day of the
event for 100% of donors, ensuring appropriate care is provided, by April 2024.

In January 2024 a number of the satisfaction scores fell below the 95% benchmark.
Although the sample size was small (n=14) this was raised with the Collection Teams,
resulting in overall satisfaction scores for February and March 2024 consistently
exceeding 95%.

Donor Adverse Event Reporting (DAER)

1-Based on your 2 - Based on your 3 - Did you 7 - Did you find the 8 - Did you feel you
recent recent understand the 6 - Were you information leaflet were cared for with
Complication/Adve Complication/Adve explanation given? 4 - Did you receive u n?j;r[:t:x:':h " provided with an useful? If dignity? If
rse Reaction rse Reaction, did If answering No, to  aftercare advice aftercare advice information leaflet answering No,to = answering no to
following blood you receive an this question verbally from staff? you were given? (s) to support the this question this question,
donation, do you explanation please use the : advice given? please use the please use the
feel you receive  regarding why the other box other other
Donor Adverse Donor Adverse Donor Adverse Donor Adverse Donor Adverse Donor Adverse Donor Adverse Donor Adverse
Event Reaction Event Reaction Event Reaction Event Reaction Event Reaction Event Reaction Event Reaction Event Reaction

Survey (DAER) Survey (DAER) Survey (DAER) Survey (DAER) Survey (DAER)

95 95 95 95 95 95 95 95
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14 - Based upon
the care you

12 - Did you experienced put
receive a follow up you off donating in rgﬁ:i::: emor\::r?t Overall
call as described? the future? If ):nould this put you
answer:rr:igs\’es o o donating in the
Donor Adverse Donor Adverse Donor Adverse
Event Reaction Event Reaction Event Reaction
Survey (DAER) Survey (DAER) Survey (DAER)
- - - 38

R = [ = [ < I
95 95 95 95 95

3.1.3  All donors are given the opportunity to feedback on their experience before leaving a donation
session via a table-top electronic survey and or QR code. The overall satisfaction scores run
at a consistent 100% well above the benchmark set at 95% as shown in the data attached
below:
Collection Services
Gomiaiesty aomadon | 3mmedon | ABSIOL soBassdon tocaysvatwe | SHedon o fSwedon
ou with your y's visit did taday s visit did ou find staff today 's visit do you provided with ou receive ou find a good 9 - Based on
Responses _ Y M yl you find staff you find staff y fessional you feel you were enough Y d t v tanda dgf today's visit did
over:“:;‘p;:' :nce welcoming & helpful & c o;rlnr: :::I :n":t o g [treated with dignity information about e:. nilc::unaale& shygl er: e 2 you feel safe?
collection clinic to friendly? knowledgeable? caring? & respect? the danation physical support? cleanliness?

Compliments and
Concerns (East B)

4309

Benchmarks 95

10 - Based on 11 - Based on
today's visit do today's visit are
you feel you were  you satisfied with
offered quality of the venue &

care? facilities?

Compliments and
Concerns (East B)

Compliments and
Concemns (East B)

Compliments and
Concerns (East B)

12 - Based on
today's visit were
you satisfied with

the snacks and
beverages
available to you?

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

process?

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

Compliments and
Concerns (East B)

“
95 95 95 95 95 95 95 95

Overall

95 95 95
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3.2 Changes in response to Donor Feedback during the period of December 2023-
March 2024.

In response to donor feedback the following actions have been taken:

e Several amends to donor records requesting changes to invitation patterns.

¢ Introduced changes to the filter options in the new donor portal based on feedback
received.

¢ Clinic reintroduced to Blaenau Ffestiniog in clinic portfoliio at Canolfan Hamdden
y Moelwyn

¢ We have reinstated venues at Rhiwbina, Llanishen and Thornhill into the
collection plan to cover Cardiff North. There are also clinics held in Whitchurch
and Velindre CC.

3.3 Concerns

3.3.1 In the reporting period of December 2023 to March 2024, 28,183 donors were
registered at donation session with 23 concerns being recorded, this constitutes
0.08%. 1 formal concern was received from a whole blood donor regarding
communication following inconclusive test results.

All concerns were managed within timeline, with the formal response being issued
ahead of the 30-day deadline. Where contact with donor was unable to be achieved
via telephone emails had been sent offering donors to contact relevant heads of
departments if they wished to discuss their concerns further. No return contacts had
been received at time of writing this report. All other concerns were resolved to the
donors’ satisfaction.

During this reporting period one theme has been noted, as below: -

1. Concerns raised regarding donation clinics being cancelled at the last
minute:
All donors have been reached out to, and they expressed appreciation for the
communication. Regrettably, the last-minute cancellations were beyond
service control.

3.4 WBS continues to invite every blood donor to complete a feedback survey via email in the
month after their donation. The feedback highlights are:
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During the period December 2023 to March 2024, 3,600 responses were received
(21.0% response rate)

Donor satisfaction for those who had successfully donated was 95.9%

In total 2,949 donors scored themselves as ‘Totally Satisfied’ and were invited to
provide more details (82.8%).

Out of 3,600 responses, 59 donors (1.7% of responses) described themselves as
‘Dissatisfied’ or ‘Totally Dissatisfied’” and were invited to provide more details. The
responses are analysed and followed up by the Collections Leadership team through
their monthly operational service group.

WBS Business Intelligence team has calculated which survey metrics are statistically
important to a positive donation experience. Of the questions asked, research found
the measures and the degree of impact each measure has on overall satisfaction.

The new post-donation survey report now acknowledges these measures, helping
staff to ensure the service improvements can be put in place, alongside donors, to

improve donor satisfaction further.

Measure Importance Satisfaction score
Donor experience 40% 95.6%
Donation process comfort 14% 95.9%
Contact centre experience 14% 95.1%
Donation process duration 11% 96.7%
Making a donor feel valued 9% 94.7%
Venue cleanliness 5% 97.5%
Info. available on eligibility 3% 93.8%
Venue accessibility 3% 94.2%
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4. Timeliness

4.1 Routine Antenatal Service Turn-around times (90% within 3 working days)
Routine Antenatal testing turnaround performance consistently met target, with monthly
performance between 95% and 97% between December 2023 and March 2024

4.2 Reference Serology Turn-around times

Reference Serology 'turnaround' performance remains challenging with between 70%
and 75% of results provided within 2 working days during the reporting period.

An specialist external review of the Red Cell Immuno-haematology service has been
completed and the recommendations for improvement are under review by the
Transfusion Laboratories management team.

4.3 Overdue activity performance trends

The following graph provides an overview of the overdue activity performance trends for
incidents and preventive actions overdue for closure over the past year.

6'(IJ'rend of overdue GMP Incidents and Actions

50
40
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20

/.\ —
() .\.

No of Incidents/Actions

.’._ U

()
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re== Overdue Actions
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This downward trend in Datix GMP incidents open beyond the expected close out date
ended in November. Since this time there has been an overall upward trend, with 6 Datix
GMP related incidents overdue at the end of the reporting period, three have since been
closed.

QA Triage will continue to engage with incident managers and investigators and share
information with departmental managers and SMT, to help drive improvement in timely
management of reports.

There were no quality incidents more than 3 months overdue in this reporting period.
4.4 Areas for focus:

A peak in overdue actions was noted in February. The cause of the peak is being
examined; some may be due to inaccuracies in the recording of target dates for effectivity
checks (which form part of the QA post CAPA monitoring process). This issue has been
since been rectified.

QA Triage continue to adopt an ‘early engagement’ approach with action owners to help
ensure deadlines can be met, or risk-based extensions are granted, and the team continue
to engage with all operational departments to help recognise and address challenges to late
completion.

Quarterly Corrective and Preventative Actions (CA/PA) effectiveness monitoring is ongoing
for previously reported significant risk incidents; no concerns have been identified to date.

In addition, the WBS QA Triage Team monitor timely closure of non-GMP incidents reported
via Datix Cymru. Where reports have not been progressed or closed in a timely manner the
relevant personnel are advised and their Senior Manager is made aware. As described in
Section 1.2

A Task & Finish group is investigating the cause of delays within the incident management
process and a series of workshops will be held to ensure there is adequate ownership and
understanding of the incident management process.
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Recent donor feedback continues to indicate demand from donors to return to some of
the more remote locations and to visit other locations more frequently. WBS continues to
review clinic plans but the reluctance of some organisations to resume on-site collection
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clinics remains a challenge.

The donor engagement team have embarked on a series of stem cell donor recritment
events in partnership with universities, schools and other educational establishments. The
early indications are that in addition to a significant inrease in overall recruitment numbers,

around 21% of these new donors come from minority ethnic groups.

6. Efficiency

6.1 Whole Blood Collection Efficiency (Target 1.25 units by WTE per hour)

Collection productivity has remained below target part from during January 2024.
Contributory factors influencing the recent performance include:

Reduced clinics duration due to short notice sickness absence.

High numbers of staff turnover and staff in training has impacted staffing capacity
at larger sessions.

Delivery of Statutory & Mandatory training across all donor teams.

Staff sickness in North Wales has limited some sessions to 2 donor chairs.
Usually, these teams operate 4-6 donation chairs, depending on the venue size.

6.2 Manufacturing Efficiency (392 Components per WTE)

Manufacturing efficiency not met target during the reporting period. This metric reflects
the levels of whole blood collections not matching the planned capacity for processing.

find

6.3 Manufacturing Losses (Tolerance 0.5%)

Controllable losses remained low and below tolerance during the reporting period

6.4 Time Expired Red Cells (Target 1%)

Red cell expiry remains extremely low and within target, with monthly waste consistently

between zero and 0.1%. This is a reflection of the challenges in blood stock levels.
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6.5 Time Expired Platelets (Target 10% expired)
Platelet wastage performance continues to improve driven by changes to the production
schedule for platelets and ongoing weekly reviews of demand trends. A formal platelet
strategy project is now underway with workstreams looking at near to medium term
forecasting, clinic planning and longer-term changes driven by clinical research.

Time-expired platelets has remained between 7 and 10% throughout the reporting period
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THE PERFORMANCE HIGHLIGHTS FOR THE PERIOD TO MARCH 2023/24 ARE:
Velindre Cancer Service
SACT Services:

e At present it is not possible to confirm end of March position. SACT non-emergency
performance continues to be challenging. In response to this business continuity plans
have been initiated. A weekly VCS SACT demand planning group has been established
reporting to a weekly SACT GOLD, chaired by Executive Director of Nursing. It is
anticipated that these plans will positively affect performance by July 2024.

Radiotherapy Services:

o Radiotherapy performance for March was 94% for Scheduled, 85% for Urgent, 100% for
Emergency and 100% for elective delay. All against a 100% compliance target.
Improvement continues to be sustained.

Welsh Blood Service:

e All clinical demand was met in March. However, a pre-amber alert was issued on 2nd

EXECUTIVE SUMMARY April following the two Easter Bank Holidays due to pressures on red cell stock and was
lifted on 9th April. The service has stood up a Task & Finish Group that is examining key
constraints to help stabilise supply and is considering workforce, on boarding/training of
new staff, demand and supply, community venues and screening related pressures in
the collection clinic model.

e The recovery plan for bone marrow volunteer recruitment is showing encouraging results
again for March since our launch of buccal swab drives in late January. Performance
increased from 735 to 969 for March (against a target of 333).

e Since January 2024, 2,022 new stem cell donors have been recruited. Of those who
shared their ethnicity, 447 were classed as black, Asian, mixed, or from a minority ethnic
background (21% against current population ethnicity data in Wales of 5.8%).

Financial Performance:

e The Trust reported a year end underspend revenue position of £0.030m for 2023-24,
achieved the Capital CEL target by spending £31.002m against the £31.005m allocated,
and achieved the PSPP target by paying 97.7% (target 95%) of non-NHS invoices within
30 days.

The Quality Safety and Performance Committee is asked to:

e NOTE and DISCUSS the March 2024 Performance Management Framework

e NOTE the targeted work being undertake through business continuity arrangements
in respect of the delivery of SACT.

RECOMMENDATION / ACTIONS
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GOVERNANCE ROUTE

List the Name(s) of Committee / Group who have previously received and Date

considered this report:

WBS SMT / Performance Review 15 April 2024
VCS SLT / Performance Review 20 April 2024
Executive Management Board — Run 29 April 2024

Summary and outcome of previous governance discussions

The report has been considered and endorsed at the VCS and WBS Performance Review meetings and EMB and is presented to

the QSP Committee for information and noting.

7 LEVELS OF ASSURANCE

ASSURANCE RATING ASSESSED

BY BOARD DIRECTOR/SPONSOR

APPENDICES

1 Velindre Cancer Services — PMF Supporting KPI Data Graphics and Analysis

2 Blood and Transplant Services — PMF Supporting KPI Data Graphics and Analysis
3 Trust-wide Services — PMF Supporting KPI Data Graphics and Analysis
ACRONYMS

VUNHST | Velindre University NHS Trust

QSP Quality Safety and Performance Committee
EMB Executive Management Board
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SLT

Senior Leadership Team

PMF

Performance Management Framework

QSF

Quality Safety Framework

KPI

Key Performance Indicators

SPC

Statistical Process Control Charts

1. SITUATION AND BACKGROUND
VELINDRE NHST PERFORMANCE REPORT FOR MARCH 2024
The following section provides an overview of our Trust-wide performance against key national performance targets and best practice
standards through to the end of March 2024 for the Velindre Cancer Centre, the Welsh Blood Service and for VUNHST Corporate Services
respectively, as well as incorporating measures of patient and donor satisfaction, staff wellbeing, support functions and financial balance.

1.1 Cancer Centre Services Overview
Radiotherapy
94% of patients referred for scheduled radiotherapy treatments began treatment within 21-days of the decision to treat in March, a
significant improvement in performance from 80% in February 2024 against a target of 100%.
Compliance with the 7-day time-to-treatment target for urgent symptom control radiotherapy treatment dropped from 88% in February
2024 to 85% in March 2024 against a target of 100%.
100% of patients requiring emergency radiotherapy treatment began treatment within required timescale (target 100%).
The implementation of the IRS has had an impact on capacity with the replacement of La5 concluding in March 2024, a planned
increase in capacity for LA5 is scheduled through March and April, where the implementation of the Halcyon treatment unit breast
solution will be fully deployed. The commissioning of LA5 provides resilience to the Halcyon fleet and increases capacity available
from 12 hours per day to 22 hours per day by May 2024. As of 29/1/2024, La3 replacement programme commenced in readiness for
installation of the first Ethos treatment unit planned for April 2024, thus reducing capacity on the Elekta units from a maximum of 44
hours per day to 34 hours per day.
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A further reduction in Elekta capacity is planned from 1 May 2024 where La1 becomes end of life, thus reducing Elekta capacity to 24
hours per day. Plans are in place to mitigate the impact of the linac replacement programme, but this is expected to be challenging for
the service.

There will be a stepped increase in Varian capacity as of August 2024 when La3 Varian Ethos becomes clinical.

Where developments/ upgrades, such as Aria 18 (April 2024), Elekta CCP or Identify version 3 are likely to impact on capacity a risk
assessment is undertaken identifying appropriate mitigations to reduce the risk of breaching time to radiotherapy targets.

Where demand exceeds capacity, all referrals are submitted through escalation where prioritisation and clinical harm assessment is
undertaken and are booked according to clinical priority. Patients are prioritised and offered the first available appointment in response
to the clinical urgency of their pathway- whilst considering the patients’ needs and in accordance with the Access to treatment
procedure.

All failures to meet WG time to radiotherapy targets are investigated at pathway level to identify maximum wait and delay reasoning

Through the All Wales Cancer Performance Management group, it has been established that the three Cancer Centres in Wales have
historically utilised inconsistent data definitions for the Emergency Time to Radiotherapy measures. The agreed future definition will
include measuring the 24 hour timescale from the point of receipt of the referral to radiotherapy. Velindre Cancer Centre has always
adopted this measure, however other centres were measuring the time from when a patient arrived at a respective treatment centre.

SACT

Delivery of non-emergency SACT continues to be challenging. This is as a result of constrained pharmacy capacity against an increase
in demand. Annual forecasting for inclusion in IMTP anticipated an increase in demand between 8%-12% over the next 12 months
based on outturn at 31st March 2024.

We are not yet able to report the March 2024 position due to the pressures on day-to-day management of patients, therefore data to
support the end of March position has yet to be fully validated and is expected to be available towards the middle of May 2024. The
position at the end of February 2024 showed an improved position against January 2024. Emergency patients were all treated within
the target of 5 days maintaining the 100% performance of the last 12 months. Non-emergency patient performance improved from 64%
compliance to 79% compliance, with a drop in breaches from 160 to 95. This was delivered against a background of a continued
increase in referrals with 457 patients referred in February, the highest single referral number in month ever recorded by the service.
The January 2024 number of 443 referrals was the previous highest. Daily escalation meetings are taking place and patients are being
clinically prioritised and will undergo a harm review where deemed clinically appropriate.
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In response to this business continuity plans have been initiated. A weekly VCS SACT demand planning group has been established
that has developed plans to increase capacity across the service and reports into a GOLD command meeting chaired by Executive
Director Nursing, to give Executive oversight and support in respect of SACT performance. It is anticipated that these plans will
positively impact performance by July 2024. Work is continuing with Digital Insight team to understand the demand for individual
components of the service including oral and parental SACT, pharmacy, nursing and booking.

The greatest risk to achieving and sustaining our required level of performance relates to SACT Pharmacy provision. We have
identified a number of mitigating actions. These include buying in pre-prepared SACT, additional third party support and increasing
VCC pharmacy capacity to manufacture and dispense treatment agents. The team have been speaking with other SACT providers in
Worcester and Swansea as part of a benchmarking exercise and have identified a number of key target areas of service redesign and
process review to support improvements in pathway management and reduce waiting times for patients.

The longer term plan regarding TrAMs will provide increased long term resilience.

Pressure Ulcers
No pressure ulcers avoidable or unavoidable were reported for the second consecutive month.

Health and safety incidents
There were three Health and safety incidents for the second consecutive month which is the lowest since May 2023.

Delayed pathways of care
There was one patient with a delay of 19 days due to awaiting a nursing home placement.

Sickness Rate
The sickness rate dropped to 3.89% in the month of March, which is under the Trust 4.7% target.

1.2 Welsh Blood Service Overview

All clinical demand was met in March, however, a pre-amber alert was issued on 2" April due to pressures on red cell stock and was
lifted on 9t April. A Task & Finish Group has been established that is examining a number of areas in the collection clinic model.

Performance in quality incidents closed within 30 days continues to exceed target at 94% against a target of 90%. Two adverse events
were submitted to the Medicines and Healthcare products Regulatory Agency (MHRA) in March.
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1. SABRE 117: Datix 16313 — A donation unsuitable for use inclusion in a pooled platelet was mistakenly bled into a pack that
permits processing into a platelet pool. There was no risk to patient safety as eProgesa prevented the pack from being
processed. This restriction was introduced following a system update on 28/01/2024. As part of the incident investigation, it was
identified that there were 16 occasions during 2023 when donations were inappropriately included in a pooled platelet, due to
being bled into the wrong pack type. There have been no reports of adverse events relating to recipients and the WBS
Consultant in Transfusion Medicine has concluded that there was no necessity to conduct a lookback on the affected donations
or to notify hospital clinicians.

2. SABRE 118: Datix 16440 — A donor advised WBS that they had previously declared cancer of the kidney but had been allowed
to donate when a permanent donation deferral should have been activated. The permanent deferral is now in place. The
investigation into root cause is ongoing and includes a holistic review of SABRE reportable events to analyse trends in root
cause.

Donor satisfaction continues to perform strongly in March and remained at 97% (95% target). 6,567 donors were registered at donation
clinics and 3 informal concerns were raised (0.04% of all donors registered). All 3 informal concerns were managed as early
resolutions and responded to the donor’s satisfaction within 48 hours.

All clinical demand for platelets was met representing a strong performance against this metric. Platelet wastage remains on target at
10%. There has been sustained improved performance against the platelet wastage target over the last 12 months which will be further
supported by the review of the Platelet Strategy currently underway as part of WBS Futures.

At 1,573, new donor recruitment figures did not meet the quarterly target of 2,750. Throughout this quarter there have been prolonged
periods of time where red blood cell stock of certain blood types has been below optimum levels. As such, the service has continued
to prioritise regular blood donors with known blood groups to ensure continuity of supply. The result is a reduction in appointment
availability for new first-time donors whose blood type is not known.

The total stem cell provision for the service in March was 5 (4 stem cell collections from Welsh donors and 1 cell product imported for
Welsh patients) which was just below the service target of 7. The service continues to see a gradual increase in activity for the year
with a final total of 53 (48 stem cell collections and 5 lymphocyte collection at year end) against a target of 80.

With the launch of the buccal swab drives in late January, the recovery plan for bone marrow volunteer recruitment is
building. Performance increased to 969 for March (against a target of 333). The swab drives and online recruitment together resulted
in 827 volunteers being added to the database with another 142 from blood donation sessions.
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Reference Serology performance increased in month but remained slightly below target (80%) at 72% for March. Training and
development of junior staff continues to influence performance against this measure as not all staff are fully operational to date.
Training of 2 recently appointed staff is due to be completed in April 2025 and once completed is expected to have a positive impact
upon performance for this measure.

1.2 Workforce and Wellbeing

Sickness

Current rolling sickness absence is 5.17% to March 2024, which is above the Trust Board agreed local stretch target of 4.70% and the
Welsh Government Target of 3.54%. A number of interventions to manage sickness are in place to mitigate the risk to staff
wellbeing and there has been a downwards trend in sickness absence over the last 12 months. Work is ongoing with
service managers to support staff.

PDAR’s (staff appraisals)

Trust wide PADRSs this month is 72% (target 85%). This is an improved performance over the last three months.

Statutory & Mandatory Training
Statutory and Mandatory training remains above target at 86% (target 85%) and has been consecutively on target for the whole year to
date.

A full summary of workforce interventions to mitigate workforce risks and to support effective Supply and Shape of the workforce is
summarised in the Supply and Shape Paper February/March 2024

1.3 Patient and Donor Experience
Velindre Cancer Centre uses two patient satisfaction surveys. In March performance against ‘Would you recommend us?’ was 96% and
‘Your Velindre experience?’ was 94% both set against the 85% target.

The Welsh Blood and Transplant service has maintained a high level of donor satisfaction at 96% for March which continues to meet the
target (95%).

1.4 Digital Services
Limited change in performance in March 2024 when compared with previous months.

Target met (85%) in respect of % of IT incidents resolved within agreed response times. However, slight fall in performance in respect
of the resolution of IT service requests, which fell slightly below target (83%).
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Digital Service Desk improvement plan agreed — further improvements anticipated through 2024/25. Planning for implementation of a
new IT Service Management tool has commenced. Deployment should improve performance across a range of service areas through
efficiencies, task automation etc. as well as improve various regulatory and administrative activities — e.g. asset management.

Performance against rolling 12-month position for the number of significant IT business continuity incidents fell slightly in March 2024,
increasing from 10 to 11. Overall trend is positive, however further work required to achieve target (6 incidents in a 12-month period).
Work remains ongoing to remove / replace legacy IT infrastructure and improve the resilience across both the WBS and VCC sites.
However, a significant number of legacy (Windows 7) client devices were removed in Q4 2023/24.

Reporting of performance in respect of the % of employees clicking on internal phishing campaigns/exercises has re-commenced,
following the re-start of simulated phishing campaigns in March 2024. A regular calendar of simulated phishing campaigns has been
established — data from 3 runs will be used to inform the PMF metric in terms of baseline, target etc.

Reporting arrangements for one indicator are still in development:

o % uptime of critical digital systems which may have direct clinical or business implications — a number of critical systems have
been identified as ‘in scope’ of this indicator. Delivery of routine reporting has been delayed due to competing priorities within the
team.

A number of new metrics have been drafted, to demonstrate Trust performance against the various objectives set out in the recently-
published Digital Strategy. Two new indicators are presented this month. A further three indicators will be introduced over subsequent
months — see below:

The 5 measures are as follows:

¢ % of outpatient consultations performed virtually (DIG.70)

¢ % of donors booking online (DIG.71)

o % compliance with cyber security statutory & mandatory training — to be reported from May 2024 (April data)

e % of Trust expenditure in digital — to be reported from May 2024 (April data)

¢ Hours saved through digitisation / automation of paper-based manual processes — to be reported from June 2024 (May data))

1.5 Estates Infrastructure and Sustainability

March has been a busy month Planned Preventive Maintenance (PPM) and reactive tasks which are currently listed as under benchmark
of 95% due to a number of staff sickness absences and staff taking end of year annual leave, furthermore the team has been supporting
end of year capital works in Velindre Cancer Centre which were time critical for end of year financial spend.

The Trust have appointed a bureau (Team Sigma) to manage the validation of utility bills which will improve the management position.
Recent events have hindered the availability of utility data which is largely due to the introduction of Energy Bill Relief Scheme (EBRS)
which continues to be an issue with reporting data. This is becoming a month-on-month issue.
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There have been some teething issues with the new NHS Wales gas & electricity suppliers. These are being worked through by the Trust
and some of the utilities graphs contained in this document may be subject to change as a result of this.

Fire Safety KPIs are at acceptable levels with the exception of training, which is a constant challenge. New initiatives have been rolled
out working closely with Education and Development Colleagues which is having a positive impact on performance, there is now sufficient
training capacity to meet the needs of the organisation. Fire Safety Manager has continued to work with departments to improve training
compliance through bespoke in person scheduling to suit departmental requirements.

Health & Safety Incidents are being reviewed for the annual plan where a pareto analysis is being developed. The item to note is
module C training (Violence and Aggression) is currently listed as red, due to this being new course which is currently being rolled out
to relevant areas. It is anticipated that this figure will rise with availability of training moving forward with a SMART action plan to
address this area. Also, we have a downward motion this month for Violence and Aggression as we have fallen 10%. However there is
work being completed to identify which divisions need targeting.

1.6 Finance

The overall final revenue position against the profiled revenue budget for 2023-2024 was underspent by £0.030m.

The final approved Capital Expenditure Limit (CEL) for 2023-24 was £31.005m. This represents all Wales Capital funding of £29.322m, and
Discretionary funding of £1.683m. The Trust reported actual total Capital spend of £31.002m ensuring that the Trust CEL target was achieved
for 2023-24.

During March 24 the Trust (core) achieved a compliance level of 98% of Non-NHS supplier invoices paid within the 30-day target, which
resulted in a cumulative core Trust compliance figure of 97.7% for 2023-24, and a Trust position (including hosted) also of 97.7% compared
to the target of 95%.

The Trust fully achieved the savings target of £1.8m during 2023-24, however, during July additional non-recurrent savings schemes were
identified to replace several schemes that had been assessed as non-deliverable i.e. Red Status.

As previously disclosed the originally planned underlying surplus to be carried into 2024-25 had reduced from £0.391m to £0.086m as
underlying recurrent cost pressures are forecast to exceed recurrent savings schemes. Further assessment of savings and cost
pressures has meant that there is now no underlying surplus to carry forward to 2024-25.

In response to the letter received from the Health Minister which detailed the financial pressures that was being faced by NHS Wales,
the Trust identified costs savings proposals to the sum of £2.5m during 2023-24 which have been delivered to support the delivery of a
reduction in the overall NHS Wales deficit.
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2. ASSESSMENT OF PERFORMANCE AND MATTERS FOR CONSIDERATION
VELINDRE NHST PERFORMANCE SCORECARDS FOR MARCH 2024

2.1 The Performance Management Framework (PMF) Scorecards, in this Section, are based on the ‘six domains’ of the Quality Safety

Framework (QSF), namely safe, effective, patient/donor centred, timely, efficient and equitable care.

Canolfan Ganser Felindre
Velindre Cancer Centre

Consolidated Performance Management Framework

SAFE
Clinical
Ouiality &
Safaty

PATIEMT
CENTRED:
PatiantyDonor
Staff Experienca

EFFECTIVE
Prudent Sarvice
Delivery

EQUITABLE
Equality &
SOCHO-ECON
Impact

TIMELY
Responsive
service

Defvery

EFFICIENT
Finamcial

& Phyysical
Rasouroes

Welsh Blood Service

2.2 Navigating our PMF Performance Report

The following PMF Scorecards incorporate hyperlinks to supporting Key Performance Indicator (KPI) data and analysis, enabling
switching between the high-level positions to detailed analysis provided in Appendices 1 to 3

Each QSF domain in the PMF scorecards is populated with a range of KPIs for VCC and WBS services plus a range of KPIs for Support

Services functions. Performance is assessed as either ‘within standard’ \/or ‘outside standard’ % against any particular target or best
practice measure for the current month, plus an assessment of the 15 month ‘rolling data trend’ seen, as either ‘improving’ A or ‘stable

= or fluctuating ™V or ‘declining’ ¥ The actual performance for each KPI is measured against a national standard or local stretch target
on a monthly, quarterly or annual improvement basis.
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Quality Safety & Performance (QSP) Committee Scorecard as at March (Month 12) 2023/24

QSP Committee Performance Scorecard Performance as at Compliance against
QSF Month 12 (March 2024) Target or Standard Data
Domain | Key Performance Indicator (KPI) Baseline In Month | Cumulative .
Target Reported March 23 Target | Actual Position | data trend Link
> % compliance for staff who have completed the Core Skills
:6_,' and Training Framework Level 1 competencies National Monthly 87% 85% 86% v AN WOD.19
©
n Number of VCC Inpatient (avoidable) falls . v
National Monthly 4 0 0 > KPV.02
Number of Potentially (avoidable) Hospital Acquired . 0
Thromboses (HAT) National | Monthly 2 0 v v KPV.07
Number Hgalthcare acquired Infections (HAIs) MRSA National Monthly 0 0 0 v > KPV 04
Bacteraemia -
Il;)lumber Hgalthcare acquired Infections (HAIs) MSSA National Monthly 0 0 1 X > KPV 04
acteraemia -
Numb_er Healthcare acgwred Infections (HAIs) P. National | Monthly 0 0 0 v > KPV.04
aeruginosa Bacteraemia -
Number Healthcare acquired Infections (HAIs) Klebsiella . 1
spp Bacteraemia National | Monthly 0 0 X > KPV.04
Number Healthcare acquired Infections (HAIs) C Difficile National Monthly 0 0 v > KPV.04
Number Hgalthcare acquired Infections (HAIs) E Coli National Monthly 0 0 v > KPV.04
Bacteraemia
Numper Healthcare .acqwred Infections (HAIs) Gram National | Monthly 0 0 1 X > KPV.04
negative bacteraemia -
Number of Velindre Cancer Centre acquired (avoidable) . v >
patient pressure ulcers National Monthly 1 0 0 KPV.01
5 - . —
Yo Compllan(_;e with World Health Organization 5 moments National Monthly 100% 100% 99% v > KPV.08
of Hand Hygiene standard —_—
Number of National VCS Reportable Incidents recorded .
with Welsh Government National Monthly 0 0 0 v > KPV.60
Number of WBS Incidents reported to Regulator / Licensing
Authority Local Monthly 0 0 2 X KP1.30
Number of Health and safety incidents recorded Local Monthly 15 0 14 X N H&S 55
Carbon Emissions — carbon parts per million by volume 2018/19 205.7 137.4 EST.06
National | Annually C/m3 C/m3 C/m3 v >
Dec Dec
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QSP Committee Performance Scorecard Performance as at Compliance against
QSF Month 12 (March 2024) Target or Standard Data
Domain | Key Performance Indicator (KPI) Baseline In Month | Cumulative .
Target Reported March 23 Target | Actual Position | data trend Link
N f Path f Del
umber of Pathway of Care Delays National | Monthly 1 0 1 X > KPV.05
% Demand for Red Blood Cells Met Best
0, o 0,
practice Monthly 104% 100% | 94% X v KP1.04
% Time Expired Red Blood Cells (adult) Max
A Local Monthly 0.02% 1% 0% v A KPI.26
(<)
c
() 0 Best [\ [\ o,
'E % Demand for Platelet Supply Met practice Monthly 133% 100% | 121% v A KPI.05
= T -
g %o Time Expired Platelets (adult) Local Monthly 20% %a;: 10% v ¥ KPI.25
m .
Number of Stem Cell Collections per month Local Monthly 6 7 5 X A KP1.13
0, i H 0,
% Rolling average Staff sickness levels National | Monthly 6.22% 2?34: 517% X A WOD .37
% Personal Appraisal Development Reviews (PADR)
compliance staff appraisal carried out by managers Prof. Std. | Monthly 73% 85% 72% X N WOD.36
— % of Patients Who Rate Experience at VCC as very good or KPV.11
- excellent Prof. Std. | Monthly 95% 95% 96% v > 4
N © 94%
\'5 2 % Donor Satisfaction Local Monthly 95% 95% 97% v A KPI1.09
cQ
8 o % of ‘formal’ VCC concerns responded within 30 working KPV.12
=2 days Local Monthly 100% 85% | 100% v >
c
11]
:.1.,. % Responses to Formal WBS Concerns within 30 Working
g Days Local Monthly 100% 90% N/A v > KPI1.03
Scheduled Radiotherapy Patients Treated 80% within 14
i National 29% 80% 17%
Days and 100% within 21 Days
§ y ° y Monthly 47% 100% 94% X v KPV.14
(= . -
= Urgent Symptom Control Radiotherapy Patients Treated . 6% 80% 11%
2 | 80% within 2 Days and 100% within 7 days National | Monthly 50% 100% | 85% X > KPV.15
= Emergency Radiotherapy Patients Treated 80% within 1 . 94% 80% 94%
Day and 100% within 2 days National | Monthly | ‘0 | 1009 | 100% v A KPV.16
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QSP Committee Performance Scorecard Performance as at Compliance against
QSF Month 12 (March 2024) Target or Standard Data
Domain | Key Performance Indicator (KPI) T t Reported Baseline T t | Actual In Month | Cumulative Link
arge eporte March 23 arge ctual | position | data trend
Elective delay Radiotherapy Patients Treated 80% within 7 . 27% 80% 100%
5 - — - ——
% Patients Beglnnln_g. Non-Emergency SACT within 21 National | Monthly 98% 98% 79% X N KPV.20
days February position e
o . — ——
% Patients B.e.gmmng Emergency SACT within 5 days National Monthly 100% 98% 100% v A KPV 21
February position A
% Antenatal Turnaround Times (within 3 working days) Best Monthly 96% 90% 97% v 0\ KPI.18
practice
Yo Turr}around Times (Antenatal -D & -c quantitation) within Bes._t Quarterly 83% 90% 97% v A KPI.17
5 working days practice
Financial Balance — achievement of Trust forecast (£k) in line . £0.030 FIN.71
with revenue expenditure profile National Monthly 0 0 m v >
Financial Capital spend (£m) position against forecast FIN.73
expenditure profile National | Monthly 0 £351r;100 £‘°’21n'100 v >
IS
) Trust expenditure (£k) on Bank and Agency staff against FIN.72
0 target budget profile National | Monthly N/A £0.543 | £0.775 X >
£ m m
L Cost Improvement Programme £1.3M achievement of FIN.74
savings (£k) in line with profile National | Monthly | N/A | £1.8m | £1.8m v >
. YR —
ggt:jl;cyf)ector Payment Performance (% invoices paid within National Monthly 95% 95% 98% v > FIN.60
Mean Gender Pay Gap — Annual Local | Annually | 13.45% | TBA | TBA N/A N/JA | woD.78
- - —5 - — .
% Eé\églzty of Workforce — % Black, Asian and Minority Ethnic Local Quarterly 5.18% TBA | 5.96% v > WOD.79
© - - 5 - —
:'g V[\)/l(;/r(le(lgrtgeof Workforce — % People with a Disability within Local Quarterly 4.63% TBA | 5.74% v > WOD.80
o
L % of Workforce not declared Welsh Language
Listening/Speaking capability National | Quarterly | 11.63% 0% 7.50% v > WOD.81
Symbols Key: In Month = Compliant v Non-compliant ¥ Cumulative data trend (15 months) = Improving A stable = fluctuating N deteriorating W
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3. IMPACT ASSESSMENT

TRUST STRATEGIC GOAL(S)

Please indicate whether any of the matters outlined in this report impact the Trust’s strategic goals:
YES - Select Relevant Goals below

If yes - please select all relevant goals:

¢ Outstanding for quality, safety and experience

¢ An internationally renowned provider of exceptional clinical services
that always meet, and routinely exceed expectations

e A beacon for research, development and innovation in our stated

areas of priority

e An established ‘University’ Trust which provides highly valued

knowledge for learning for all.

¢ A sustainable organisation that plays its part in creating a better future

for people across the globe

O o 0O OK

RELATED STRATEGIC RISK - TRUST

ASSURANCE FRAMEWORK (TAF)
For more information: STRATEGIC RISK
DESCRIPTIONS

06 - Quality and Safety

Quality and Safety considerations form an integral part of PMF to monitor our performance and

progress against our strategic objectives

QUALITY AND SAFETY IMPLICATIONS
[ IMPACT

Yes -select the relevant domain/domains from the list below. Please select all that apply

Safe
Timely
Effective
Equitable
Efficient
Patient Centred
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The Key Quality & Safety related issues being impacted by the matters outlined in the
report and how they are being monitored, reviewed and acted upon should be clearly
summarised here and aligned with the Six Domains of Quality as defined within Welsh
Government’s Quality and Safety Framework: Learning and Improving (2021).

Quality and Safety considerations form an integral part of PMF to monitor our performance and
progress against our strategic objectives

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED:

For more information: https.//www.gov.wales/socio-
economic-duty-overview

Not required

Click or tap here to enter text

TRUST WELL-BEING GOAL

IMPLICATIONS / IMPACT Choose an item

If more than one Well-being Goal applies please list below:

If more than one wellbeing goal applies please list below:
Click or tap here to enter text

FINANCIAL IMPLICATIONS /
IMPACT There is no direct impact on resources as a result of the activity outlined in this report.

Source of Funding:

Choose an item

Please explain if ‘other’ source of funding selected:
Click or tap here to enter text

Type of Funding:

Choose an item

Please explain if ‘other’ source of funding selected:
Click or tap here to enter text
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Scale of Change
Please detail the value of revenue and/or capital impact:
Click or tap here to enter text

Type of Change

Choose an item

Please explain if ‘other’ source of funding selected:
Click or tap here to enter text

EQUALITY IMPACT ASSESSMENT

For more information:
https://nhswales365.sharepoint.com/sites/VEL _Intranet/
SitePages/E.aspx

Not required - please outline why this is not required

PMF report is focused upon monitoring performance against statutory and local stretch targets

ADDITIONAL LEGAL IMPLICATIONS /
IMPACT

There are no specific legal implications related to the activity outlined in this report.

Click or tap here to enter text

4. RISKS

ARE THERE RELATED RISK(S) FOR
THIS MATTER

No

WHAT IS THE RISK?

WHAT IS THE CURRENT RISK SCORE

HOW DO THE RECOMMENDED
ACTIONS IN THIS PAPER IMPACT THIS
RISK?

[In this section, explain in no more than 3 succinct points what the impact of this
matter is on this risk].

BY WHEN IS IT EXPECTED THE
TARGET RISK LEVEL WILL BE
REACHED?

Insert Date

ARE THERE ANY BARRIERS TO
IMPLEMENTATION?

Choose an item

All risks must be evidenced and consistent with those recorded in Datix
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Performance Management Framework supporting KPl Data Graphics and Analysis

SAFETY

KPI Indicator KPV.02

Return to Top

Number of VCC Inpatient Falls per month

Target: 0 Avoidable

SLT Lead: Head of Nursing

Current Performance against Target or Standard

Performance

SPC Chart Analysis

The SPC chart shows common cause or normal variation over the last 15 months, with a ‘special cause’
variation of 9 falls in March.

Jan | Feb | Mar | Apr [ May [ Jun | Jul2 | Aug | Sep | Oct | Nov | Dec | Jan Feb | Mar | No avoidable falls in March 2024.
23 | 23 | 23 | 23 | 23 23 3 23 23 23 23 23 24 | 24 | 24
vce
Actual 2 0 | 4 2 0 3 5 5 3 5 3 6 8 2
Number 5
. Service Improvement Actions — Immediate (0 to 3 months
Avoidable 0 0 0 0 0 0 0 0 0 0 0 0 0 ) 0 - P - . ( - )
Falls Actions: what we are doing to improve Timescale: Lead:
Target 0 0 0 0 0 0 0 0
. 0 0 0 0 0 0 0
SPC Chart Inpatient Falls per month Target NIL
Measure _ " " "
T (avoidable) Expected Performance gain - immediate
5 7:7 . . . .
; Service Improvement Actions — tactical (12 months +)
4 le e e e Actions: what we are doing to improve Timescale: Lead:
N ucL
3+ e
g Expected Performance gain — longer-term
2 + L) e e
1t e-e e Risks to future performance
Of;v—v—v—v—v—v—v—v—v—v—.—v—v—v—.-.-.-.-.-.-.w.-.w.-.—‘
PR I8 Y YTYIRILIIIRIIRIILIRRI IS
F S s ® >3 S - dFT A>3 T b o3 5o T a=ae
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KPI Indicator KPV.01

Return to Top

SLT Lead: Head of Nursing

Performance

There were 0 avoidable pressure ulcers in March 2024,

Service Improvement Actions — Immediate (0 to 3 months)

Number of VCC Acquired Pressure Ulcers per month (Inpatients)
Target: 0 Avoidable
Current Performance against Target or Standard
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
VCC 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Actual 0 0 1 0 0 0 2 2 3 0 2 2 0 0
1
Number
Avoidable
riusdin: 0 0 0 0 0 0 0 1 0 0 0 1 n 0 0
Ulcers
Target
NIL 0 (] 0 0 0 0 0 (] 0 0 0 0 0 0 0
Measure SPC Chart Acquired Pressure Ulcers per month
5T Target NIL
45 +
4+ °
35+
3 f
25
2
E ucL
1.5 +
1t1e@ ° e o0 ° ° °
05
0o+ e o 06— 06— 0 0 0 60 © 06— 0 & &
) I o IR Y Y o ¥ Y oV I Y [N o AN oV I ¥ I oo TR o N o T <o TN 1 S 0 O oo TR o B o 0 T o TR o T o B - (- o
oo o ol o oad o & & oo oo o o o ol ol o & o oo
gﬁ“@ﬁ&&éf‘ﬁ:ﬁﬁ#ﬁ‘@ﬁ&&éfé:ﬁa
SPC Chart Analysis
The SPC chart shows common cause or normal variation, apart from Sept '22 over the last 15 months

-Identified members of the nursing team to receive Timescale: Lead: Ward
individual teaching/updates by the TVN. End of Manager
-Updated communications in the daily Big 4 January 2024

Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:

Expected Performance gain — longer-term

Risks to future performance
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KPI Indicator WOD.19

Return to Top

SLT Lead: WOD Business Partner

Performance

Assessment of current performance, set out key points:
e Compliance target is being met

Statutory and Mandatory (S and M) Training Compliance
Target: 85%
Current Performance against Target or Standard
Trust Jan | Feb | Mar | Apr | My | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar
Position 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 24 | 24 | 24
’;‘t“a' 88 | 87 | 87 | 87 | 87 | 88 | 88 | 88 | 87 | 8 | 8 | 8 | 8 | 8 | 86
;:;fet 85 | 85 | 85 | 85 | 85 | 8 | 85 | 85 | 8 | 85 | 8 | 8 | 85 | 8 | 85
Measure SPC Chart Statutory & Mandatory Training Target 85%
88.5 ¢
88 + [ ] [ B B
875 + U
87 + ® @ o & o o o
86.5 £
86 +e [ ] [ B B B [
85.5 £
FoLoL
85 it B
845 +
84 +
83.5 : T T T T T T T T T T T T T T T T T T T T T T T 1
[l I Y Y o I oY B o AN o N Y Y Y I oo TN <0 TR <. TN w0 Y . Y o Y o0 T o0 TN .0 TR 0 O 0 Y 0 O L N
gaoaadaaododga oo aaadoodoodaodoodadodo
T O OK I O O - N+~ A O IO ORKDIOIO-—AN N ®
SPC Chart Analysis
The SPC chart shows common cause or normal variation averaging 86.5% against the 85% target, with
the target being met for the last year.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve Timescale: Lead:
Continue to support managers in monthly Ongoing People and
121’s ensuring compliance is regularly OD Team
reviewed

Expected Performance gain - immediate
Improved performance with all areas across the Trust above the target level.

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:

The Education and Development team will Head of OD

proactively work on the Stat. & Mandatory

compliance framework in the All Wales

network Monthly People and
OD Senior

The Senior Business Partners will report trends Business

and updates monthly at division performance Partner

meetings highlighting hotspot areas for

improvement.

Expected Performance gain — longer-term

Maintain and continue to improve on statutory and mandatory training compliance
across the Trust and within the independent divisions.

Having well trained and developed workforce will ensure the safe and quality
delivery of services across the Trust.

Risks to future performance

Set out risks which could affect future performance
e  Future predicated concerns from IPC (i.e. COVID or outbreaks of other
contagious illnesses) may affect staffing levels and ability to release staff
to undertake training.
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Return to Top

Current Performance against Target or Standard

Performance

Incidence of Potentially (avoidable) Hospital Acquired Thromboses (HAT)

vec [ Jan | Feb | Ma | Apr | Ma | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb

Hospital
Acquired
Thrombo
ses
Target
Nil 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Mar

Assessment of current performance, set out key points:
On target for the month

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve. Timescale: Lead:
Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance
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KPI Indicator KPV.04 Return to Top

Current Performance against Target or Standard Performance
Incidence of Healthcare Acquired Infections for the period Jan 2023 to March 2024 Assessment of current performance, set out key points:
7 e RCA for all reported infections in progress
vee . ) Lo ,
jan | Feb | Mar | Apr | May | sun | sul | Aug | sep | oct | Nov | Dec | Jan | Feb | mar e There is no evidence of VCC transmission in the RCA’s to date.
23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 23 23 24 | 24 | 24
Service Improvement Actions — Immediate (0 to 3 months)
C.diff
Actions: what we are doing to improve Timescale: Lead:
R e Reviewing individual cases To be IPCT
using an MDT approach to completed
identify any lessons to be within 2f
MSSA learnt and training. vo'n?eks o
positive result
Expected Performance gain - immediate
E.coli
Klebsiel Service Improvement Actions — tactical (12 months +)
la Actions: what we are doing to improve Timescale: Lead:
Pseudo .
Aerugi Expected Performance gain — longer-term
ﬁ;agm Risks to future performance
Set out risks which could affect future performance
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KPI Indicator KPV.08 Return to Top

Hand Hygiene % Compliance with WHO 5 moments of hand hygiene by (VCS WBS) Department

Target: 100% SLT Lead: Clinical Director
Current Performance against Target or Standard Performance
Hand Hygiene Compliance by Clinical Department Assessment of current performance, set out key points:
V\\II(I:SSS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar * Performance is on target
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Trust
VCS 98.9 | 98% Service Improvement Actions — Immediate (0 to 3 months)
100 | 100 99.6 | 100 100 | 975 | % - - -

HHB‘"d % w | 9% | o % | 9% | o % Actions: what we are doing Timescale: | Lead:
yglene to improve IPC
x‘:‘f’ 100 | 992 | o 90 | 9% 1‘?60 e Weekly validation

. % % % audit by IPCT

Hygiene
Trust o || B 98.6 909'4 99% Expected Performance gain - immediate
Hand % | 99% %

. % %

Hygiene
IPC 100 | 100 | 100 294 100 100 9%

Validatio % % % % % 96% % - - -

n ; ¢ Service Improvement Actions — tactical (12 months +)
lez)g;t . . . . . 100 | 100 | 100 | 100 | 100 | 100 100 130 130 Acflons. what we are doing Timescale: Lead:
¢ 9% % % % % % % 0 0 to improve IPC
[ ]
Hand Hygiene % Compliance with WHO 5 moments of hand hygiene by Department based on 20 Expected Performance gain — longer-term

weekly hand hygiene observations over the month

Plus Infection Prevention Control Team Validation Audits % compliance

Risks to future performance

Set out risks which could affect future performance
]
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KPI Indicator KPV.60

Return to Top

Number of National Reportable Incidents(NRIs) recorded with Welsh Government in a calendar month
Target: NIL and as a % of Overall Activity (to be agreed) SLT Lead:
Current Performance against Target or Standard Performance
Assessment of current performance, set out key points:
Nov | Dec | Jan | Feb | Mar | Apr | May | June | July | Aug | Sep | Oct | Nov | Dec Jan
22 | 22 | 23 | 23| 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 24
Actual
NRI
Recorded
% NRI
over VCS
Activity Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale: Lead:
Target | 6 | gl olo|lolo|lo|o|o|lo|lolo|o]olo
NRI
Target
% TBA | TBA
NRI
Expected Performance gain - immediate
[Currently under development]
Service Improvement Actions — tactical (12 months +)
Actions: what we are doing to improve Timescale: | Lead:
Expected Performance gain — longer-term
Risks to future performance
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KPI Indicator KPI1.30

Return to Top

Number of Serious Adverse Blood Reactions & Events (SABRE) Incidents reported to the MHRA in a calendar month

Target: NIL

SLT Lead: Peter Richardson

Current Performance against Target or Standard

Performance

Jan
23

Feb
23

Mar
23

Apr
23

May
23

June
23

July
23

Aug
23

Sep
23

Oct
23

Nov
23

Dec
23

Jan
24

Feb
24

Mar
24

Actual | O

Target | O

Incidents Reported to Regulator/Licensing

Assessment of current performance, set out key points:
Two adverse events were submitted to the MHRA (Medicines and
Healthcare products Regulatory Agency) in March.

SABRE 117: Datix 16313 — A donation unsuitable for use inclusion in a
pooled platelet was mistakenly bled into a pack that permits processing
into a platelet pool. There was no risk to patient safety as eProgesa
prevented the pack from being processed. This restriction was
introduced following a system update on 28/01/2024.

As part of the incident investigation, it was identified that there were 16
occasions during 2023 when donations were inappropriately included in
a pooled platelet, due to being bled into the wrong pack type.

There have been no reports of adverse events relating to recipients and
the WBS Consultant in Transfusion Medicine has concluded that there
was no necessity to conduct a lookback on the affected donations or to
notify hospital clinicians.

SABRE 118: Datix 16440 — A donor advised WBS that they had previously
declared cancer of the kidney but had been allowed to donate when a
permanent donation deferral should have been activated. The
permanent deferral is now in place. The investigation into root cause is
ongoing and includes a holistic review of SABRE reportable events to
analyse trends in root cause.

Service Improvement Actions — Immediate (0 to 3 months)

Lead:
Peter
Richardson

Timescale:
Progress is
reported
Monthly
into

WBS

Integrated
Quality &
Safety Hub.

Actions: what we are doing to improve

The completion of Corrective Actions and
Preventative Actions (CAPA), in respect of
SABRE and HTA reports, is monitored via
existing processes and reported to the
WABS Integrated Quality & Safety Hub.

the

Operational Managers are exploring
opportunities to share learning through
formal staff engagement sessions, to
promote discussion
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Expected Performance gain — immediate - N/A

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:
Actions have been/will be introduced as

outcome of Root Cause Analysis of these

incidents is known.

Expected Performance gain — longer-term - N/A

Risks to future performance

N/A

26/68
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KPI Indicator H&S.55 Return to Top

Current Performance against Target or Standard - Level Performance - remains stable
Jan | Feb | Mar | Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar Service Improvement Actions — Immediate (0 to 3 months)
Actions Timescale
VCC All incidents investigated. H&S incident investigation
training complete
WB
S
Cor Expected Performance gain
poF Improved identification root causes VCC & Corporate
ate Improved data quality in incident records
Service Improvement Actions — tactical (12 months +)
. .. Actions: As above Timescale:
Total Number of Incidents by Division
12 Expected Performance gain
Risks to future performance
10 Incomplete incident investigation — ongoing monitoring
8
6
i
2
0
P S S S R 0 S 4
R @\‘?} ?._Q é\‘b N N \,.\) 2 o~ ‘\0 Qef B (@ @’&
e \[CC o \NBS s Corporate/TCS/RD&A
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KPI Indicator EST.06 Return to Top

% reduction in Carbon Footprint/Emissions by 2025 against 2018/19 baseline

Target: -16% by 2025 SLT Lead: Asst. Director of Estates
Current Performance against Target or Standard Performance
Tru'st' Jan Feb Mar Apr May Jun July Aug Sept Oct Nov Dec Jan Feb Mar Assessment of current pt?rformance, se.t out key poi.n.ts:
Positi 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 . Carbon footprint data comprises of electricity and gas
on . The comprehensive carbon footprint (including procurement)
Actua is submitted to Welsh Government in September 2023.
| 2120 | 1793 | 187.0 | 130.2 | 111.8 8613 | 8533 | 8637 | 8536 105.0 | 117.5 | 1374 e Issues have been raised during the transition form British Gas
Num 1 1 6 0 3 : : : 0 6 0 to EDF & Total Energies. Notably, meter reads. Therefore,
ber these and consumption graphs for the previous 2 months
Targe may be subject to change and January’s figures are
t incomplete
(-3% Service Improvement Actions — Immediate (0 to 3 months)
from | 5172 | 1899 | 1949 | 1609 | 130.2 | 95.03 | 9991 | 9586 | 1006 | 1322 | 1876 | 2057 Actions: what we are doing to improve |  Timescale: | Lead:
previ 733 079 325 681 845 259 858 6 2 7 4 . Decarbonisation Action Plan XX/XX/XX AN Other
ous e  Site Based Sustainability XX/XX/XX AN Other
yeare )
. Implementation Plan
missi
ons)
Expected Performance gain — immediate
Ongoing communication and engagement with staff to reduce
2500 consumption.
Amendments to the BMS across all sites for better controls.
2 Integration of Sigma into the billing & consumption verification process
o @000 - - P to better monitor carbon emissions.
g o *K“" Service Improvement Actions — tactical (12 months +)
g ©1500 B Actions: what we are doing to improve Timescale: Lead:
T g e Carbon Emission Totals e  Continuing monitoring XX/XX/XX AN Other
g §1 000 = = = = « Reduction-2% against Baseline ® Improvement to monitoring XX/XX/XX AN Other
.E Ig energy through the BMS
S — 500
Expected Performance gain — longer-term
0 Reduced carbon footprint
2018 - 2019 Totals 2019 - 2020 2020 -2021 Totals 2021 -2022 Totals 2022 -2023 Totals Improvement across sites from the capital projects — namely nVCC and
Totals Financial Years Talbot Green Infrastructure.
Risks to future performance
We are currently ‘on track’ (blue line) to meet the Target of -16% Carbon Footprint/Emissions (Orange line) Statutory Regulations reduction by Set out risks which could affect future performance
2025 against 2018/19 baseline — measure carbon parts per million by volume 4
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EFFECTIVENESS

KPI Indicator KPV.05

Return to Top

Number of Pathway of Care Delays
Target: NIL SLT Lead: Head of Nursing
Current Performance against Target or Standard Performance
Assessment of current performance, set out key points:
vee Jan | Feb | Mar | Apr | May | Jun Jul | Aug | sep | oct | Nov | Dec | Jan Feb | Mar There was 1 Pathway of Care delay reported in March2024
= = G = 2 = — — — s s s 2 24 2 Patient 1: Delayed Transfer of Care with a delay of 19 days due to awaiting a nursing home
Actual placement.
PoCDs 0 1 1 1 4 3 8 3 3 3 3 2 3 1 1
Number
Days
Y 32 |19 | 43 | 73 5 19
Delayed
Target 0 0 0 0 0 0 0 0 ) Service Improvement Actions — Immediate (0 to 3 months)
0 0 0 0 0 0
NiL Actions: what we are doing to improve Timescale: Lead:
Number of Pathways of Care Delays Target NIL Data is now being uploaded nationally to the Pathways of Care Matthew
Measure Delays National system. Individual patient discussions are Walters
9 - taking place daily with HB and community teams to progress Operational
£ any delays. It is acknowledged that there are bed pressures Senior Nurse
8 + [ ] across the whole system which impacts on patient
F discharge/transfer.
7T
6+
5 é Expected Performance gain - immediate
4 + [ ]
F ucL Service Improvement Actions — tactical (12 months +)
3T ® e & & @ [ ] - - " "
E Actions: what we are doing to improve Timescale: Lead:
2 F ® ® Meeting with Llais Cymru to discuss/address delays affected Matthew
F by social services and how Llais may be able to support Walters
1+ e ® ® © e © improvement work in this aspect. Operational
. Senior Nurse
0 +@ LCL-0r®r®--@- @@ ' L L ' ' ' | Expected Performance gain — longer-term
I NN NN MM MM @M MMM MM M T T T
o o o o o o o o adaoaqdo Qoo oo o
F O O DT B § E § F OO F D0 R Do § E "ﬁ G Risks to future performance
Set out risks which could affect future performance
SPC Chart Analysis
The SPC Chart shows ‘special cause’ or exceptional variations in May and July for pathways of care delays.
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KPI Indicator KP1.04 Return to Top

% Red Blood Cell Demand Met as number of bags manufactured as % of Issues to Hospitals, with no mutual aid required from NHSE

Target: 100% SLT Lead: Jayne Davey / Georgia Stephens
Current Performance against Target or Standard Performance
Jan | Feb | Mar | Apr | May | June | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar Performance reduced and was below target in March and is attributed to
23 23 23 23 23 23 23 23 23 23 23 23 24 | 24 | 24 insufficient collections against demand. Factors affecting performance include a
Actual 106 103 104 104 97 110 105 102 95 101 107 97 109 106 94 single exceptionally hlgh demand week and the Easter bank hollday
%
ngg;t 100 | 100 | 100 | 100 | 1200 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | | The average weekly demand in March was 1391 compared to February average
2 of 1343 units per week.
PLEASE NOTE: this metric is under active review as part of the review of the
WBS KPI’s.
140% % Red Cell Demand Met Service Improvement Actions — Immediate (0 to 3 months)
° Actions: what we are doing to improve Timescale:
120% The service constantly monitors the availability of blood for Daily
° 110% 9 transfusion through its daily 'Resilience Group' meetings which
104% 105% 1029% o 107% 1096106% . 8. Y p .S '
) 101% 97% 94% include representatives from all departments supporting the Lead:
100% ° blood supply chain. Jayne Davey /
Georgia
80% At the meetings, business intelligence data is reviewed and Stephens
facilitates operational responses to the challenges identified.
60% Expected Performance gain - immediate.
Reviewed daily to support responses to changes in demand.
40% Service Improvement Actions — tactical (12 months +)
o Actions: what we are doing to improve Timescale:
T&F group set up to review capacity to collect whole blood TBC
20% and identify actions to increase it in the short and longer term. |Lead:
Jayne Davey
0% o Expected Performance gain — longer-term N/A
I T R P S
Q* & R R OQ K & 04 & & & & Risks to future performance
v > S R Ao S o <~ Q S < > Set out risks which could affect future performance.
N/A
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Measure
125 -

UcL

SPC Chart Red Blood Cell Demand Target 100%

120
115
110
105

100 -
95 A
90 A

85 A

80 T T T

SPC Chart Analysis

4/1/22
5/1/22
6/1/22
7/1/22
8/1/22
9/1/22
10/1/22

11/1/22
12/1/22

1/1/23
2/1/23
3/1/23
4/1/23
5/1/23
6/1/23
7/1/23
8/1/23
9/1/23
10/1/23

11/1/123
12/1/123

111124
2/1/24
3/1/24

The SPC chart shows common cause or normal variation over the 15-month period.
Performance continues to fluctuate. However, the overall trend shows
performance exceeding target.
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KPI Indicator KP1.26

Return to Top

Time Expired Red Blood Cells - number of red blood cells, excluding paediatric bags, which have a time expired, as % of the total number of red blood cell bags

Target: Maximum Wastage 1%

SLT Lead: Georgia Stephens

Current Performance against Target or Standard

Performance

1%

Jan Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan Feb | Mar
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Actual
% 0.21 | 0.05 | 0.02 | 0.05 | 0.7 | 0.42 0 0.02 0 0 0 0 0.01 | 0.01 0
Target
Max 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 0

Assessment of current performance, set out key points:
There was excellent performance of this metric in March 2024, with no
Red Cell expiry recorded.

Red cell shelf life is 35 days, with all blood stocks stored in blood group
and expiry date order and issued accordingly.

Service Improvement Actions — Immediate (0 to 3 months)

0,
2% Time Expired Red Cell
2%
1%
0.7%

1% 0.4%

01% o, 000/ 0, 0, ) 00 0 [0) o) (o)

0.0% Y.U7% 0.0% 0.0% 0.0% 0.01% 0.0% 0.0%

S A S ST VS (R S SR S VN ANV

¢ Y v X NY N\
W Y @S E

Actions: what we are doing to improve Timescale Lead:
Balanced stocks for each blood group Daily (BAU) | Georgia
are managed through the daily Stephens

Resilience meetings where priorities are
set as needed. This supports the
recovery of specific blood groups when
they are at lower level but also
minimises excess collections to
minimise wastage.

Robust stocks management system in
place.

Expected Performance gain - immediate.

Continued effective management of blood stocks to minimise the number

of wasted units.

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale Lead:
N/A Georgia
Stephens

Expected Performance gain — longer-term.
N/A

Risks to future performance

High stock levels lead to a risk of increased time expiry.
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Measure

1.20%

1.00%

0.80%

0.60%

0.40%

0.20%

0.00%

SPC Chart Time Expired Red Blood Cells Target 1%

UcL

4/1/22 |@
5/1/22
6/1/22
7/1/22

%

8/1/22 |@
9/1/22

10/1/22 @

11/1/22
12/1/22

1/1/23

21123 | @

3/1/23 @

4/1/23 | @
5/1/23
6/1/23

711/23 @

!

8/1/23
9/1/23
10/1/23 @

11/1/123 @

12/1/23 @

111124
2/1/24

:

31’11‘24?

SPC Chart Analysis

The SPC chart shows common cause variation over the last 6-month
period, with one ‘special cause variation’ in the month of May. However,
the average performance of 0.15% remains well within the maximum 1%

33/68
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KPI Indicator KP1.05

Return to Top

Platelet Supply meeting Demand — number of bags manufactured as % the number issued to Hospitals

Target: 100%

SLT Lead: Jayne Davey / Georgia Stephens

Current Performance against Target or Standard

Performance

Assessment of current performance, set out key points:

All clinical demand for platelets was met in March, representing continued

strong performance against this metric.

Service Improvement Actions — Immediate (0 to 3 months)

Jan | Feb | Mar | Apr | May | Jun July | Aug | Sept | Oct Nov Dec Jan Feb Mar
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Ac;c/ual 141 | 168 | 133 | 127 | 117 | 114 | 120 | 125 | 121 | 122 | 115 | 125 | 115 | 118 | 121
Target
100% 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100
% Platelet Demand Met
140% 1279
b 125% 010 122% 125% o
120% 17% 114% 120% 121% ° 115% 115% 118% 121%
100% 100%
80%
60%
40%
20%
0%
PRPRPPD DD
EIRCCL Y TS Y &

NB: A value over 100% indicates sufficiency in supply over the month, whilst a value less than
100% would indicate shortage of platelets. High values will also increase time expiry of platelets.

Daily monitoring of platelet stock position and assessment of
likely demand in the upcoming days.

Controlled adjustments in production of pooled platelets to
better align overall stock holding to daily demand.

Lead:
Georgia
Stephens
Timescale:
Ongoing —
Business
As Usual

Expected Performance gain - immediate.

Daily agile responses to variations of stock levels and service needs.

Reduced platelet wastage

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve
A workstream for the review of the WBS Platelet Strategy

has been initiated under the WBS futures and the Laboratory
Modernisation programme. A focus on the balance of
apheresis versus pooled platelets, timing of apheresis clinics
as well as consideration of a digital tool to enable
prediction/requirement for platelet production are included.
The workstream meetings have been initiated, work is
underway on the scope and prioritisation of work with the
revised platelet strategy expected to be delivered in Q1
2024/25

Timescale:
Q1
2024/25

Lead:
Georgia
Stephens

Expected Performance gain — longer-term.

Optimised clinic collection plan for Apheresis and a forecasting tool to

inform decisions around pooled platelet manufacture.

Risks to future performance
Fluctuations in platelet demand.

Advances in clinical practice and patient care which affect the platelet

demand (if not communicated to WBS)

SPC Chart Analysis
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Measure

180% —

160%
140%
120%
100%
80%
60%
40%
20%
0%

SPC Chart Platelet Demand Target 100%

4/1/22
5/1/22
6/1/22
7/1/22
8/1/22
9/1/22
10/1/22

11/1/22
12/1/22

1/1/23
2/1/23
3/1/23
4/1/23
5/1/23
6/1/23
7/1/23
8/1/23
9/1/23
10/1/23

11/1/123
12/1/123

111124
2/1/24
3/1/24

The SPC chart shows common cause or normal variation over the 15-

month period. The average performance of 130% consistently exceeding

the 100% target.
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KPI Indicator KP1.25

Return to Top

Time Expired Platelets — number of platelets which have time expired as a % of the total number of platelets manufactured

Target: Maximum Wastage 10%

SLT Lead: Georgia Stephens

Current Performance against Target or Standard

Performance

Jan Feb Mar | Apr May June | July | Aug Sept Oct Nov Dec Jan Feb Mar
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24

Actual

% 23 | 25 | 20 | 10 8 9 12 | 12 11 11 | 10 | 10 9 7 10
(o)

Target
Max 10 | 10 10 10 10 10 10 10 10 10 10 10 10 10 10
10%

Assessment of current performance, set out key points:
At 10% performance deteriorated but met target for March for this

metric. This is expected variance in this metric.

An overall improved performance has been sustained since April

2023 (as demonstrated by SPC chart).

Service Improvement Actions — Immediate (0 to 3 months)

Time Expired Platelets

15%
12.00% 12.00%
11.00% 11.00%
109% 10.00% 10.00% 10.00% 10.00%
° 9.00% 9.00%
7.72%
7.00%
5%
0%
$e S e e > > > e > \x \x \x
v v o v o v % v oV oV oV
< ; ; ~ z : “~ < z : : <

NB: Platelet production takes account of the average expected issues and is a balance to ensure sufficiency
of supply where production occurs 2.5 days before platelets are available for issue. This means in shortage
there tends to be over production. Decreasing production would reduce waste but increase the probability
of shortage, which in turn may create a need to rely on mutual aid support.

Actions: what we are doing to improve

a. Daily monitoring of the ‘age of stock’ as part
of the ‘Resilience’ meetings.

b. A Platelet Strategy is being developed. This
will sit under WBS Futures under the Lab
Services Modernisation Programme.

c. Develop a forecasting tool to inform decisions
around pooled platelet manufacture. This
action has been delayed due to insufficient
capacity within the Business Intelligence
Team.

Lead:

Georgia Stephens
Timescale:

Daily (BAU)
Timelines to be
confirmed as
part of WBS
Futures

Expected Performance gain — immediate.

Controlled platelet production leading to reduced wastage

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve

A workstream for the review of the WBS Platelet
Strategy has been initiated under the WBS
futures and the Laboratory Modernisation
programme. A focus on the balance of apheresis
versus pooled platelets, timing of apheresis
clinics as well as consideration of a digital tool to
enable prediction/requirement for platelet
production are included.

The workstream meetings have been initiated,
work is underway on the scope and prioritisation

Timescale:
Q1 2024/25

Lead:

Jayne Davey/
Georgia
Stephens
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of work with the revised platelet strategy
expected to be delivered in Q1 2024/25

Expected Performance gain — longer-term.
Platelet expiry reduction using a risk-based approach, balancing

platelet expiry against ability to supply platelets for clinical needs.

Risks to future performance

Set out risks which could affect future performance.

Unexpected increases in clinical need - noting unexpected spike in
demand may require imports.

Future Bank holidays.

SPC Chart Analysis
Percent SPC Chart Time Expired Platelets Target Max Wasteage 10% | | The SPC chart which shows a significantly improved performance,
sustained since Apr. 2023.
35% T
30% °
E °
25% © ° A
[ ° ®
20% £ _ ot vi ®
15% | ®—w P
b - Lol {3~ 2
10% T o %.
i e ®
[ °
5% £
0% - T T T T T T T T T T T T T T T T T T T T T T T 1
[t IR Y A o I Y AN oV I oY AN o Y o N T I 0 TR 6 TN o DO 0 T <0 TR 0 T <. TR w6 N oo TR o T o0 Y 0 T N (N o
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Current Performance against Target or Standard

Return to Top

Performance

@ Stem Cell Collection in Wales

= Stem Cell Projected Forecast

Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan Feb | Mar
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Cumulative
Actual
Cumulative | o | 57 | g | 7 | 14 | 21 | 28 | 35 | 42 | 49 | 56 | 63 | 70 | 77 | s0
Target p/a
80 Stem Cell Collections 80

4 Peripheral Blood Stem Cell (PBSC) collections and 1 import for a Welsh
patient totalling 5 cell provisions for March is below Service target.

The financial year end total collections is 54 (against a target of 80) made
up of 49 PBSC and 5 Donor Lymphocyte Infusion (DLI) collections.

The Service continues to experience a cancellation rate of approx. 25%-35%
on average compared to 15% -20% for pre COVID levels. This is due to
patient fitness and the need for collection centres to work up two donors
simultaneously due to a reduction of selected donors able to donate at a

critical point in patient treatment.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve

The WBMDR five-year strategy, re-appraising the
existing collection model and its ambition, is being
developed to support the ongoing development of
the WBMDR.

This is part of WBS Futures programme.

A recovery plan has been implemented to improve
recruitment of new donors to the Register which over
time will increase the number of collections see
KPI.20

Timescale:
Q1

Lead:
Deborah Pritchard

Expected Performance gain - immediate. As above

Service Improvement Actions — tactical (12 months +)

Implementation of the five-year
strategy.

Timescale:
2024/25

Lead: Deborah
Pritchard

Expected Performance gain — longer-term.

Improved recruitment of new donors to the Register which over time will

increase the number of collections

Risks to future performance

Set out risks which could affect future performance.
Identified risks are being managed.
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KPI Indicator WOD.37 Return to Top

Staff Sickness levels against Target
Target: National 3.54% Local Stretch Target 4.70% SLT Lead: WOD Director
Current Performance against Target or Standard Performance
Trust Jan | Feb | Mar | Apr | May | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar || Assessment of current performance, set out key points:
Position 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 There is a continued decline in sickness stats as the People and Relationship
Actual Team continue to support managers in the application of the MAWW policy.
C;a 6.24 | 6.36 | 6.22 | 6.06 | 599 | 584 | 5.71 | 5.70 | 5.75 | 5.70 | 5.63 | 5.50 | 5.35 | 5.28 | 5.17
0
ool Short-term absence remains relatively low across the Trust.
oca
target 470 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70 | 4.70
4.70%
National Service Improvement Actions — Immediate (0 to 3 months)
;a;if/lz 3.54 | 354 | 3.54 | 354 | 3.54 | 354 | 354 | 354 | 354 | 354 | 354 | 354 | 3.54 | 3.54 | 3.54 Actions: what we are doing to improve Timescale: Lead:
= Quarterly random sickness audits to be Ongoing Head of
undertaken Workforce
. . e ICT (closed)
a Q
Measure SPC Staff Sicknesss National Target 3.54% Local 4.7% «  RD&I(closed
75 ¥ e  Private Patients (Closed)
7 £ Detailed analysis of Head of
E anxiety/stress/depression and other Workforce
6.5 -;. - @ @ * o - ® . psychiatric illness to be undertaken
s et e e e o - o Expected Performance gain - immediate
s LCL === ---- --- ’——-.——-.——0——-.———.— ——————————————— Regular monitoring against the application of the policy will ensure our staff are
5.5 T ® o o supported and encouraged to improve their health and areas where there are
5 f ® concerns are provided with immediate interventions to improve practice.
E Service Improvement Actions — tactical (12 months +)
4.5 T Actions: what we are doing to improve Timescale: Lead:
a k Following feedback from staff engagement 30/04/2024 Head of OD
o sessions in Autumn 2022 the following
3.5 ¢ actions are being taken over the coming 12
5 E months
JYIYYYYIYYIL[I[I|I eItz = staff wellbeing support survey
T T T T T T TS T TS ST ST T TS T TS = o o% *  Developing a Menopause friendly
= W O M~ o & ‘C)_ :: g — o N = W WO M~ O B ‘C)_ :: g — o ™M culture
SPC Chart Analysis e lLaunch benefit platforms (Health oneai Head of OO
. . i ngoin ead o
The SPC chart shows an improving trend over the last 7 months. However, the overall average 6.2% ;h'eld' V;/:gj Stre‘:ml e:,':') going and Trust
. . . °
sickness level remains higher than the 3.54% target eaccreditation of platinum Board
corporate health standards oar
e Implementation of the anti-racist
plan
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Quarterly meetings with Wellbeing
champions to review ongoing requirements
within the organisation

Expected Performance gain — longer-term
The proactive actions taken to enhance wellbeing and engagement in the
workplace offers support to individuals before they even report absent with
sickness.
Risks to future performance
Set out risks which could affect future performance
e Not having enough staff available due to sickness absence could
impact on delivery of services across the Trust
e  Staff who feel unsupported during absence may chose to leave the
organisation increasing turnover
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KPI Indicator WOD.36

Return to Top

Performance and Development Reviews (PADR) % Compliance

SLT Lead: WOD Director

Performance

Target: 85%
Current Performance against Target or Standard
Trust Jan Feb | Mar | Apr My | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan Feb | Mar
Position 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Q"t“a' 77 | 74 | 713 | 3 | 72 | 713 | 78 | 74 | 74 | 72 | 72 | 78 | 74 | 734 | 72
(]
;::/get 85 | 85 | 85 | 85 | 85 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 85
(J
Measure SPC Chart PADR Target 85%
90 +
85 +
80 +
F [ BN ]
75 L UCL -mmmmmmmmmmemeee '---.-- - -
F [ o o o ® @ @
r 29 8
F @ [ [
70 + LCOL -m=mm--- = 2 e - ® - -
A J ® @
65 T T T T T T T T T T T T T T
NN NN NN MMM MMM MMM M ) < <t <
Lo B B o A A
F O O K D3O O~ N~ OFT DO ORKTOO O —~N~—~WD

SPC Chart Analysis
The SPC chart shows a stabilising trend over the last 7 months. However, averaging 72%, consistently falling short of the 85%
target.

Assessment of current performance, set out key points:
Since the implementation of the Pay Progression Policy over a year ago there has been no

noticeable improvement in the progress towards achieving the target for PADR’s. A full review
of the policy, process and procedure is scheduled to take place by the People and OD Team in
their work plan for 2024.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve: Timescale: Lead:
People and

Regular monthly monitoring and action plans are in Monthly Relationship

place for hotspot areas. Team People

Quarterly and

PADR training for managers who undertake the

process. Development

SLT at all divisions are regularly reported to on Monthly Tral.ners PC.JD

compliance against targets, with action plans drawn Senior Business

up for hotspot areas Partners

Expected Performance gain - immediate
With targeted interventions in hotspot areas that are continually preforming significantly
below the expectations this should see a growth in the overall compliance within the Trust.

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:

The People and OD Team plan to launch a PADR

review programme this year, considering the policy, April 2025 Head of OD
procedure and current best practice in relation to

annual reviews and performance management.

NHS Wales are currently reviewing the All Wales April 2025 Head of
Capability Policy for management of performance Workforce
considers.

Expected Performance gain — longer-term

A review of the current procedure will hopefully unlock the issues in relation to completing
regular performance reviews and developing robust policies for performance management
will ensure Staff and Managers are fully aware of Trust expectations to personal performance.

Risks to future performance

Set out risks which could affect future performance
. People have lack of clarity and objectives casing them to be less engaged and
motivated in the workplace
. Higher turnover rates due to lack of engagement and motivation
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PATIENT & DONOR EXPERIENCE

KPI Indicator KPV.11 Return to Top

% of Patients that Rate Experience at Velindre at Good or above

Target: 85% SLT Lead: Head of Nursing
Current Performance against Target or Standard Performance
Jan | Feb | Mar [ Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec | Jan | Feb | mar || Assessment of current performance, set out key points:
vCe 23 | 23 23 23 23 23 | 23 | 23 23 | 23 23 23 24 24 24 There are two surveys used in VCC — ‘Would you recommend us?’ and ‘Your Velindre Experience’.
Would you The ‘Would you recommend us?’ survey uses categories such as Very good, good etc
recommendiimos, 96 95 95 98 9 | 97 | 97 95 | 95 94 95 | 89 97 96 The Your Velindre experience survey uses 0-10 in the question about rating VCC
us? %
Your Question 1: Overall, how was your experience of our service?
Veli vev: VCC - Friends and Family
elindre 81 | 86 | 82 | 82 | 68 | 71 |91 | 94 | 63 |83 | 87 | 95 | 98 | 94 | 9a Survey: VCC - Friends and Family
Experience? .
% Create new action
o
Target Available Answers Responses Score (%)
CIVICA
85% 85 85 85 85 85 85 | 85 85 85 85 85 85 85 85 85 Wery good 43 92.45%
0
Good 2 3.77%
Meither good nor poor 0 0.00%
TARGET RATIONALE to ensure consistency Faor 1 1.89%
Friends and Family (would you recommend us?) target = good or above (Good + very good) Very poor 1 1.39%
Don't know 0 0.00%
Very Good 92.45% = Good 3.77% = 96.22% Total 53 100%

Question 10: Using a scale of 0 to 10 where 0 is very bad and 10 is excellent, how would you rate your overall

experience?

Your Velindre Experience target = good or above (good + very good +excellent)

Survey: Your Velindre Experience

Excellent (10/10) 74.47 + Very good (9/10) 14.89% + Good (8/10) 4.26 = 93.62% Create _nsw action
Available Answers Responses Score (%)
Reset Target to CIVICA 85% 10 (Bxcelient) » TaATH
9 T 14.89%
8 2 4.26%
7 1] 0.00%
8 1] 0.00%
5 (Meutral) 2 4.26%
4 1] 0.00%
3 1] 0.00%
2 1] 0.00%
1 1] 0.00%
0 (Very Bad) 1 213%
Total 47 100%
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Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to
improve

Outcomes from CIVICA are
reviewed monthly and form
part of SLT Q&S highlight
report and the QSP report
Directorate Reports are
provided monthly to enable
detailed review and ‘You Said
We Did’ feedback
Directorates to develop plans
to increase response rate.
Q+S team to work with each
directorate to provide further
analysis on responses

CIVICA working group
established with attendees
from each directorate

Q+S team to review the
difference in positive
percentages for both surveys

Timescale:
Ongoing

Ongoing

Ongoing

Lead:
Head of Nursing/SLT
SLT/Directorate Managers

SLT/Directorate Managers
Q+S manager

Expected Performance gain —immediate

Introduction of the Civica Implem

entation group across VCC to increase participation across the teams

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to
improve

Patient Engagement Hub to
work with Q&S team to
continue to find new/different
ways of engaging patients and
seeking feedback. This is

Timescale:
December 2023

currently ongoing.

Lead:
Head of Patient Engagement

Expected Performance gain — lon

ger-term

Risks to future performance

Set out risks which could affect future performance

. insert text
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Return to Top

Current Performance against Target or Standard Performance
Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct Nov | Dec Jan Feb | Mar Assessment of current performance, set out key points:
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 At 96.5%, donor satisfaction is above target for March. In total there
AC;;“' 97 97 95 97 97 97 97 %6 949 | 967 | 951 | 9556 | 963 | 96.7 | 965 were 1,071 respondents to the donor survey, 183 from North Wales
(scoring satisfaction at 97.6%), and 877 from South or West Wales
T;_:g:t 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 || (scoringsatisfaction at95.5%).
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale:
Findings are reported at Collections Services Business as usual,
Monthly Performance Meetings (OSG) to address | reviewed monthly
Donor Satisfaction any actions for individual teams. Lead:
100% ‘You Said, We Did’ actions are also reported. Jayne Davey

99% 99% . . .
Expected Performance gain - immediate

98%
Service Improvement Actions — tactical (12 months +)

97% 07%97% 97% Actions: what we are doing to improve

96% Following analysis of the donor satisfaction

95% o5% survey from the Service Improvement team there | Timescale:

. . istically linked he d Q4 2023/24

ouon are nine metrics statistically linked to the donor
satisfaction score. These metrics are now being

93% " Lead:
explored to evaluate if improvements can be Andrew Harris

92% made in these areas

91%

el > > > > V> > el > W \x \x .
@9’ o \Q(\:» & v“'& ‘&Qn/ 0‘5':‘/ éo\\:» « e v & v &0 E);Tcted Performance gain — longer-term.
mmm Scored 5_6 out of 6 SW mmm Scored 5_6 out of 6 NW Donor Satisfaction Target
Risks to future performance
Set out risks which could affect future performance.
N/A
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KPI Indicator KPV.12 Return to Top

Number VCC formal complaints received under Putting Things Right within 30 days

Target: 85% SLT Lead: Head of Nursing
Current Performance against Target or Standard Performance
Jan | Feb | Mar | Apr | May | Jun | Jul | Aug | Sep | oct | Nov | Dec | Jan | Feb | mar | ASSESSMeENt of current performance, set out key points:
VCe 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 e 100% of concerns for March responded to within the 30 day PTR
time frame
Actual 100 | 100 | 100 | 100 | 100 | 100 | 100 ( 100 | 100 | 100 | 100 | 100 | 100 0 100
%
T';rget Service Improvement Actions — Immediate (0 to 3 months)
85% 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 8 | 85| Actions: what we are doing to improve Timescale: | Lead:

Expected Performance gain - immediate

New Patient Experience and Concerns manager in post since June 2023
promoting instant access to deal with early resolutions or PTR concerns.
Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:

Expected Performance gain — longer-term

Risks to future performance
Set out risks which could affect future performance
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KPI Indicator KP1.03

Return to Top

% Formal Concerns responded to under “Putting Things Right” (PTR) within required 30-day Timescale
Target: 100% SLT Lead: Edwin Massey
Current Performance against Target or Standard Performance
s Jan Feb Mar | Apr | May | June | July | Aug | Sept | Oct Nov | Dec Jan Feb Mar | Assessment of current performance, set out key points:
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 | The 1 formal concern received in February was closed in March ahead of
Ac:/ual 100 100 N/A N/A N/A N/A N/A N/A N/A 100% | 100% N/A N/a N/A N/A the 30-day deadline (02/04/24).
Target Service Improvement Actions — Immediate (0 to 3
o 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100%
100% months)
Actions: what we are doing to improve Timescale:
T . — Continue to monitor this measure against the Ongoin
% Responses to Concerns closed within 30 Working Days , . . . & going
30 working day' target compliance.
100% 100% — Continued emphasis of concerns reporting Lead: Edwin
100% timescale to all staff involved in concerns Massey
management reporting.
— Work closer with relevant departments to
80% ensure proactive and thorough investigations
and learning outcomes.
o — Adherence to Duty of Candour requirements.
60% Expected Performance gain — immediate
Service Improvement Actions — tactical (12 months +)
o)
40% Actions: what we are doing to improve Timescale:
Continue to monitor and have oversight of concerns | Ongoing
management in line with PTR. Lead: Julie
o)
20% Reynish
Expected Performance gain — longer-term
., NA NA Na Na NA NA NA NA NA Na Xpec ce gal g
0% o B Risks to future performance
SPDDP DD D
S g e 9 o e e & - -
w > ¥ R V’o S o < 9 ¥« - Set out risks which could affect future performance.
NB:
Performance against target only shown the month when a formal concern has been raised.
Under Putting Things Right (PTR) guidelines, organisations have 30 working days to address/close formal
concerns. This can result in concerns being received and subsequently closed within separate reporting
periods.
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TIMELINESS

Return to Top

Scheduled Radiotherapy Patients Treated 80% within 14 Days and 100% within 21 Days

Target: 80% within 14 Days and 100% within 21 Days

SLT Lead: Head of Radiation Services / Clinical Director

Current Performance against Target or Standard

Performance

Scheduled Elective RT COSC within 14 & 21 days

nt
_4
=

=
=2

o«
=

17

=

7

L 80

Number of RT Pati
= -
a

2%

76
1 4 LY
38

U[E D

a3 b3 Mar23 Apr3 MayZ3 3 k3 Aug3 SepB3 OctB3 Now3  Dec3 Jan-Md
Axis Title

Patients <14 days W Patients <21 days

SPC Chart Analysis

163

100%
8%
m "
v
130 108
158
13
15

Feb-24

W Patients  >21 days

I 6% of RT patients (Mar)

162

Mar-24

(13) hreached the 100%
referral to treatment
within 21 days target

945% of RT patients (Mar)
(36 +162=198) met the
100% referral to
treatment within

21 days target

Only 17% of RT patients
(Mar) (36) met the 80%
referral to treatment
within 14 days target

The SPC chart analysis is not possible until well over 6 month’s performance data available using the
new Quality Performance Indicators to ensure the results are statistically valid.

Assessment of current performance, set out key points:
Ongoing challenges post DHCR in establishing a fully validated position. Validation
resources currently insufficient to address range of issues identified.

Number of referrals 210

treated within 14 days of referral (80% target) 37 17%

treated within 21 days of referral (100% target) 198 94%
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to Lead:
improve Helen
Retraining for clinical teams to Ongoing Payne/Tom
ensure categorising of the referrals is Rackley
correct. Ongoing

Complete Helen Payne

Additional validation resources to be Kathy lkin
provided.
Care Path implemented and
streamlining booking processes
Expected Performance gain — immediate
Fully validated position and improvement in performance.
Service Improvement Actions — tactical (12 months +)
Actions: what we are doing to Timescale: Lead:
improve October 2023 Tom Rackley
Pathway change group in place to
address changes in process to meet
revised patient journey timings with
SST leads.

Expected Performance gain — longer-term
Changes to patient pathway in line with time to radiotherapy timings

Risks to future performance

Set out risks which could affect future performance
Linac replacement programme which has commenced

Sickness absence levels in radiotherapy workforce
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Return to Top

SLT Lead: Head of Radiation Services / Clinical Director

Performance

15% of RT patients (Mar)
(8) breached the 100%
referral to treatment

85% of RT patients (Mar)
(6+41=47) met the 100%
referral to treatment
within 7 days target

11% of RT patients (Mar)
(6) met the 80% referral
to treatment within

2 days target

Urgent Symptom Control Radiotherapy Patients Treated 80% within 2 Days and 100% within 7 days
Target: 80% within 2 Days and 100% within 7 days
Current Performance against Target or Standard
Scheduled Urgent RT COSC within 2 & 7 days
100% I .
90% I I I I I I
80%
0
]
5 0%
z
T
oo60%
-
. . W > W
. 7 4
E 40% 35 °
0 3l
g " B o BB g
z
W%
10%
§
3 4 § 4 5 3 5 §
W : 1 1 ! 0
-3 FebB3 Mar23 A3 May3 Jun2d W3 Awgl3 Sepld Q23 Nov2d Dec3 lnd Feb-d Mard
Ais Title
Patients <2days  WPatients <7days MPatients >7days
SPC Chart Analysis
The SPC chart analysis is not possible until we have well over 6 month’s performance data available using
the new Quality Performance Indicators to ensure the results are statistically valid.

Assessment of current performance, set out key points:
Issues as Scheduled elective patients above

Number of referrals 55
treated within 2 days of referral (80% target) 6 11%
treated within 7 days of referral (100% target) 41 85%

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to

improve

As scheduled above.

Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to

improve Helen Payne/ | April 2024

Thomas
Rackley

Implementation of revised
Urgent Symptom Control
definition

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance
[ ]
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Return to Top

Current Performance against Target or Standard

Performance

Emergency RT COSC within 1 day

100%

9

8

b

5

4

3

1

1

0% —0

JanB3 RbB O M3 AprB My 23 LB Mg Sep3 O3 Now3  Dec3  Jan-ld

WPatients =iday MPatients >1day

Number of RT Patients
£ £ =] £ =] £ £ £

=

SPC Chart Analysis

new Quality Performance Indicators to ensure the results are statistically valid.

6% (1) RT patient
(Mar) treated within
48 hours

94% of RT patients
(Mar) (21) met the
100% referral to
treatment within
1 day target

Feb-24  Mar-24

The SPC chart analysis is not possible until we well over 6 month’s performance data available using the

Assessment of current performance, set out key points:
Target Achieved

Number of referrals 22

80% treated within 1 day of referral 21 94%

100% treated within 2 days of referral 22 100
%

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we
are doing to
improve
e As
scheduled
above.

Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we
are doing to
improve

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance
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KPI Indicator KPV.17

Return to Top

Elective delay Radiotherapy Patients Treated 80% within 7 Days and 100% within 14 Days

Target: 80%

SLT Lead: Head of Radiation Services / Clinical Director

Current Performance against Target or Standard

Performance

Elective delay is a new recording category and differentiates between scheduled patients

referred in to commence treatment as soon as possible, and those referred whilst on another

form of treatment.

Elective Delay RT Treated COSC within 7 Days and 14 days

100% I I I | ! I T 0
90% 2 5
8
i 4
80%
1
n 1
b1
c
g
6%
4]
o 1
b= 506 2
- 48 ! .
62

5 . i i 20
- 1 il
Y a0
'g 3
5 W%
z 20 3

10%

0% 0 0

Jan23  Feb23  Mar23  Apr3 May23 Jun23 k23 Aug23 Sep23 Oct23 Now23  Decd  Jan-2d Feb24 Mar2d
Ais Title
Patients <7days  WPatients <l4days WPatierts >14days
SPC Chart Analysis

The SPC chart analysis is not possible until we well over 6 month’s performance data available using the

new Quality Performance Indicators to ensure the results are statistically valid.

0% of RT patients (Mar)
(0) breached the 100%
Elective Delay within
14 days target

100% of RT patients (Mar)
(46+0 =46) met the

100% Elective Delay
within 14 days target

100% of RT patients
(Mar) (46) met the 80%
Elective Delay

within 7 days target

Assessment of current performance, set out key points:
Issues as Scheduled elective patients above
Number of referrals 46

treated within 7 days of referral (80% target) 46 100
%
100

%

treated within 14 days of referral (100% target) 46

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we
are doing to
improve
o As
scheduled
above.

Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we
are doing to
improve

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance
[ )
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KPI Indicator KPV.20

Return to Top

Non-Emergency SACT Patients Treated Within 21-Days

Target: 98%

SLT Lead: Head of Medicines Management and SACT

Current Performance against Target or Standard

Performance

Jan Feb Mar Apr May | June Jul Aug Sep Oct Nov Dec Jan Feb Mar
23 23 23 23 23 23 23 23 23 23 23 23 24 24 24
Actual 97 98 98 93 90 90 94 92 90 98 85 90 64 79 N/A
%
Target 98 98 98 98 98 98 98 98 98 98 98 98 98 98 98
98%
More than
21 days 9 9 8 26 40 40 25 32 35 10 57 29 160 95
Within
21 days 336 388 409 343 354 378 370 380 323 414 329 251 283 362

The number of patients scheduled to begin non-emergency SACT treatment in Dec 2023 was 280.

Parenteral Attendances (excludes patients on single agent oral SACT regimens; emergency and
non-emergency)

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2021/22 2,165 2,105 2,166 2,315 2,259 2,186 2,105 2,242 2,270 2,269 2,101 2,392
Attendances
2022/23 2,297 2,297 2,336 2,302 2,558 2486 2463 2572 2297 2455 2162 2557
Attendances
2023/24 2,233 2,554 2,657 2,529 2,712 2,510 2,688 2,819 2,432 2760 2625
Attendances

February position:

Intent /Days - 22-28 29-35 36-42 43 days +
Non-emergency (21-day
target) 70 15 3 7

The longest wait was 55 days.

Demand continues in excess of predicted levels.

Pharmacy capacity remains the main challenge to delivering

required activity levels to meet demand.

All patients within a Trial are booked within Trial timeframes.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve:

Increased pharmacy production capacity
through:

1) Reconfiguration of accommodation to
deliver increased aseptic capacity following
capital approval received December 2023.
Build completion expected March 2024.
Capacity increase expected July 2024.

2) Agreed increase on mobile unit from 14
to 20 patients daily x 2 days weekly.

3) provide cleaning provision from
operations to allow for potential release
pharmacy staff on weekends to produce
additional regimens

Timescale

31/07/20
24

31/05/20
24

31/07/20
24

Lead

BT

BT

MD/MRM

Expected Performance gain —immediate

Not until July 2024

Service Improvement Actions — tactical (12 months +)
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Percent

100% -

SPC Chart Non Emergency SACT within 21 days Target

98%

95% A
90% A
85% A

80%
75% A
70% A
65% -
60% A
55% A

50%

Actions: what we are doing to improve

e Nursing: international nurse
recruitment and preceptorship
recruitment

e  Develop outsource model in advance
of TrAMS implementation

e Realign working patterns at
outpatient clinics to maximise daily
throughput.

Timescale

01/05/24

TBC

31/05/24

Lead:

AB

BT

NH/CM

Expected Performance gain — longer-term

Risks to future performance

4/1/22
5/1/22
6/1/22
7/1/22
8/1/22
9/1/22
10/1/22

11/1/22
12/1/22
1/1/23
2/1/23
3/1/23
4/1/23
5/1/23
6/1/23
7/1/23
8/1/23
9/1/23
10/1/23
11/1/123
12/1/123

111124
2/1/24
3/1/24

SPC Chart Analysis
The SPC chart shows a reduced performance in January with an upturn in February 2024.

Set out risks which could affect future performance

e Resource to deliver future growth across
nurse/pharmacy/bookings not yet articulated/ secured; demand

planning required.

e Current vacancies within SACT booking team

e  Recent increase and complexity of in-patient SACT demand has
impacted on pharmacy capacity to support day case workload
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KPI Indicator KPV.21

Return to Top

Emergency SACT Patients Treated Within 5 Days
Target: 100% SLT Lead: Head of Medicines Management and SACT
Current Performance against Target or Standard Performance
Jan Feb | Mar | Apr | May | Jun Jul Aug | Sep Oct | Nov | Dec | Jan Feb | Mar February pOSition

vee B | B | B | B | B | B | B | B | B | B | B | B | M| M| W Tagetachieved

Actual 100 | 75 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 100 | 199 | 100

%

Target 100 100 - - .

g 100 | 100 | 100 | 100 100 | 100 | 100 | 100 100 | 100 | 199 | 100 Service Improvement Actions — Immediate (0 to 3 months)
100% - - - -
EreREeT Actions: what we are doing to improve Timescale: | Lead:
5 days 0 1 0 0 0 0 0 2 0 0 1 0 0 e Continue to balance demand and Continuous | AB
Within p ring fencing chairs with capacity.

5 days 8 3 5 (] 12 | 10 5 8 7 | 9 8
Expected Performance gain - immediate
SPC Chart Emergenct SACT within 5 days Target 100%
Percent Service Improvement Actions — tactical (12 months +)

100% - Ot DD PP PP PP — Lead:

95% +

00% Expected Performance gain — longer-term

0 L
® Ll el

85% | .-, - e :

b e\ S SN / . Risks to future performance

0% TN N\ 7 Set out risks which could affect future performance

o T \ h Y K
N\ A et i
75% + é
70% . . — ‘ — . —— . :
L) R o I ot I Y | [ IO o N o IR o ¥ NN ¥ I o0 TR o o IO 0 TR o8 IO o0 ™ O 0 M O D D <t = =t
o T B O s O I A
Eﬁaﬁaa‘égg:aaq:ﬁaﬁaa‘éf‘g:aa
SPC Chart Analysis
The SPC chart shows a fluctuating process starting to stabilize with average 100% against the 100%
target, however note small numbers involved.
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KPI Indicator KP1.18 Return to Top

Antenatal Turnaround Times - Patient Results provided to customer Hospitals within 3 working days of receipt of sample

Target: 90% SLT Lead: Georgia Stephens
Current Performance against Target or Standard Performance
Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar Assessment of current performance, set out key points:
23 | 23 23 23 23 23 23 23 23 23 23 23 24 | 24 24 At 97% the turnaround time performance for routine Antenatal tests
Actual continued to exceed target in March 2024.
% 97 96 96 96 95 98 97 96 96 96 92 95 97 | 96 97
(]
Target Service Improvement Actions — Immediate (0 to 3 months)
90% 9 | 90 | 90 | 90 | 90 90 9 | 90 90 | 90 | 90 | 90 | 90 | 90 | 90 Actions: what we are doing to improve Timescale:
Efficient and embedded testing systems are in Ongoing
place. Continuation of existing processes are
maintaining high performance against current Lead:
Antenatal Turnaround Times target. Georgia Stephens

Expected Performance gain - immediate.
Business as usual, reviewed daily.

100% | 96% 959 8% 97% 96% 96% 96% . 95% 97% 96% 97%
90% = 90% Service Improvement Actions — tactical (12 months +)
80% Actions: what we are doing to improve Timescale:
N/A
0
70% Lead:
60%
50% Expected Performance gain — longer-term.
o N/A
40%
30% :
Risks to future performance
20% Set out risks which could affect future performance
10%
0%
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SPC Chart Analysis
Measure ) 0 The SPC chart shows common cause or normal variation over the 15-
101% - SPC Chart Antenatal Turnround Time 3 days Target 90% month period. However, whilst the performance decreased in
- November it remained above target, the average performance
r - o ) )
09% | el continued to exceed the 90% target and improved further in January.
C (] ®
97% - [ B [ ] ® ® ®
— ® ® o o & & o 0 o < o
95% +@ ® ® ®
93%
r LCL
C ®
91%
89%
87% -+ ®
85% - T T T T T T T T T T T T T T T T T T T T T T T 1
NN NN NN NN NN MO OO ®M OO M0N0 0o
oo o oo o o 9o dodddod oo oo o ddodod
¥F 8 O KR & & 6 - d ~ W A F B OK I & 6 - d~d @
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KPI Indicator KP1.17 Return to Top

% Antenatal -D & -c quantitation results provided to customer hospitals within 5 working days

Target: 90% per quarter SLT Lead: Georgia Stephens
Current Performance against Target or Standard Performance
There was excellent performance during Quarter 3 for Antenatal -D
Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | | & -c quantitation Turnaround Times within 5 working days. At 100%
23 | 23 | 23 | 23 | 23 23 | 23 | 23 | 23 |23 | 23 |23 |24 | 24| 24 in January 2024, 92% in February and 100% in March 2024,
o ; .
Ac:ual sc IR o5 | o7 | o8 oo | on | ep | e | oo | aen | om | aen | o || s performance ?veraggd 97% in quarter 3, meeting target and
% showing consistent high performance.
T;g%/et 90 | 90 | 90 | 90| 90 | 90 | 90 | 90 | 90 | 90 | 90 | 90 | 90 | 90 | 90 Service Improvement Actions — Immediate (0 to 3 months)
2 N/A Timescale: | Lead:

Anti D & -c Quantitation

110% Expected Performance gain - immediate.
100% 98% 94% 98% 97%
0 (]

90% q N .

80% Service Improvement Actions — tactical (12 months +)

70% Actions: what we are doing to Timescale: | Lead:
60% improve

50% N/A

40%

30%

20%
10%
0%

Expected Performance gain — longer-term.

Qtr 1 Qtr 2 Qtr3 Qtr 4 a

Risks to future performance
Jun-23 Sep-23 Dec-23 Mar-24 n n

Set out risks which could affect future performance.
[=JAnti D & -c Quantitation Turnaround ——Target
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Measure
100% 1@ g °

90%

80%

70%

60%

50%

40%

Anti D & C Results within 5 days Target 90%

° °
e oo %o 0o

LCL

SPC Chart Analysis

4/1/22
5/1/22
6/1/22
7/1/22
8/1/22
9/1/22
10/1/22

11/1/22
12/1/22
1/1/23
2/1/23
3/1/23
4/1/23
5/1/23
6/1/23
7/1/23
8/1/23
9/1/23
10/1/23
11/1/123
12/1/123

111124
2/1/24
3/1/24

The SPC chart shows common cause or normal variation during the first and
third quarter, with a special cause dip in performance in quarter four 2023.
However, the average performance of 95% exceeds the 90% target overall in Q3
2023.
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EFFICIENT

KPI Indicator FIN.71

Return to Top

Financial Balance — Revenue Position

Target: Net Zero Trajectory

SLT Lead: Director of Finance

Current Performance against Target or Standard

Performance

Trust 22/23 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Position 23 23 23 23 23 23 23 23 23 24 24 24
(core)

Actual 64 1 4 2 4 5 7 7 17 9 15 25 30
£k

Target 0 0 0 0 0 0 0 0 0 0 0 NIL
Net Zero

Trust-wide Revenue Position as at March 24

VCC (43.594) (43.590) 0.004
RD&I (0.114) (0.000) 0.114
WBS (21.734) (21.514) 0.220
Sub-Total Divisions (65.442) (65.104) 0.338
Comorate Senices Directorates (14.027) (14.517) (0.491)]
Delegated Budget Position (79.469) (79.622) (0.152)I
TCS (0.744) (0.613) 0.131
Health Technology Wales (0.117) (0.115) 0.001
Trust Income / Resenes 80.330 80.381 0.050
Trust Position 0.000 0.030 0.030

The core Trust has reported a £0.005m underspend on the in-
month position for March 24, which gives a cumulative final
unaudited underspend position of £0.030m for 2023-24.

On the 315t July the NHS Wales Chief Executive Judith Paget wrote
to all NHS organisations, which reaffirmed the requirement to
outline the actions requested by the Minister for Health and Social
Services to reduce the forecast NHS Wales financial deficit in 2023-
24. In response to the financial pressures faced by the system, the
Trust was asked to identify options to support the delivery of a
reduction in the overall NHS Wales deficit.

In response to the letter the options were considered to contribute
c£2.5m cost reduction to the overall NHS position and were
submitted to WG on the 11" August in line with Trust Board
agreement.

The core Trusts final contribution to support the NHS financial
position was £2.537m for 2023-24.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to Timescale: | Lead:
improve M Bunce
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Actions addressed through Divisional
NHS Wales Financial Pressures Contribution Action Plans
Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to Timescale: | Lead:
The Trust worked with Commissioners to assess the opportunity to relinquish the LTA] improve
income protection which was agreed as part of the LTA/ SLA with the Trust
VCS Contract Protection 1.250 Commissioners. This reduced the costs of VCS services for the Trust’'s Commissioners|
providing a contribution towards the wider deficit reduction of c£1.250m across all LHBs Expected Performance gain — longer-term
during 2023-24.

Energy costs reduced in year by £0.537m from the forecast presented at the IMTP Risks to future performance
Energy 0.537 planning stage, which was released to support the NHS deficit on a non-recurrent basis
’ ) : Set out risks which could affect future performance

Review Utiisation of Reserves and Commitments The emergency reserve was not required to support service during the period and so was
0.500 ] :

(Inc Emergency Reserve) offered up to support the NHS deficit on a non-recurrent basis

The Trust continues to work with NWSSP Medicine s Unit to evaluate the use of generics

biosimilars which could delver potential savings to our Commissioners. The savings|

passed through to Commissioners will be net of any internal resource costs required to

deliver the change.

Medicines Manage ment 0.250
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KPI Indicator FIN.73

Return to Top

Financial Balance — Capital Expenditure Position

Target: Expenditure in line with Capital Forecast

SLT Lead: Finance Director

Current Performance against Target or Standard

Performance

Trust 22/23 | Apr May | Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Position 23 23 23 23 23 23 23 23 23 24 24 24
Actual(

Cum) 278 1.38 1.63 5.64 10.3 8.68 113 14.2 19.3 20.6 22.9 24.6 31.0

’ 9m m 6m 33m 3m 26m 77m 31m 72m 87m m m

Target

£31.005m 1.38 1.63 5.64 10.3 8.68 113 14.2 19.3 20.6 22.9 24.6 31.0

CEL 9m 7m 6m 33m 3m 26m | 77m | 31m | 72m | 87m m m

Capital Position as at March 2024

All Wale s Capital Programme
nVCC - Enabling Works 10.896 10.881 0.015
nVYCC - Project costs 3.257 3.257 0.000
nVCC - Advanced Design Works 3.882 3.882 0.000
nVvCC - Advanced Works 0.898 0.898 0.000
nVvCC - Advanced Design Works 1.229 1.229 0.000
nVCC - Whitchurch Hospital Site 0.000 0.014 (0.014)
Integrated Radiotherapy Scolutions (IRS) 7.826 7.613 0.213
IRS Satellite Centre (RSC) 0.147 0.145 0.002
Digital Priorities Investment Fund 0.164 0.164 0.000
Digital DPIF -RISP 0.168 0.168 0.000
Digital Cyber Security 0.051 0.051 0.000
Digital Cyber Security (2) 0.085 0.095 (0.010)
Digital DPIF - EPMA 0.100 0.100 0.000
Digital VWWHAIS 0.250 0.2486 0.004
Capital Year End Spend 0.257 0.252 0.005
Establish Microfludic Technology (WBS) 0.112 0.104 0.008
Total All Wales Capital Programme 29.322 29.099 0.223
Discretionary Capital 1.683 1.903 (0.220)
Total 31.005 31.002 0.003

The final approved Capital Expenditure Limit (CEL) as at March 2024 was
£31.005m. This represents all Wales Capital funding of £29.322m, and
Discretionary funding of £1.683m.

During September the Trust was awarded £3.882m in respect of advanced
design works in nVCC.

During December the Trust was awarded £0.898m towards nVCC advanced
works, £0.168m from the DFIF fund for RISP, and £0.051m for cyber
security.

In January the Trust was awarded £0.085m for cyber security, £0.100m for
EPMA, £0.250m for WHAIS (previously ring-fenced from discretionary) and
£0.257m towards the year end prioritised Capital Scheme list which was
submitted to WG on 12t January.

The Trust was provided with £3.257m for the nVCC related project costs and
£0.112m towards Establishing Microfluidic Technology in WBS during
February.

Finally in March the Trust was provided a further £1.229m towards advanced
design works associated with the nVCC.

Following the delays in both the nVCC and Radiotherapy Satellite Centre
(RSC) the Trust returned £2.5m of funding for the IRS programme, and
£1.2m for the RSC project to WG during this September, with the caveat that
the funding will be re-provided in future years.

The discretionary allocation of £1.683m for 2023-24 and represented an
increase of 16% on the £1.454m provided during 2022/23.

The allocation of the discretionary programme for 2023/24 was agreed at the
Capital Planning Group on the 11t July and endorsed for approval by the
Strategic Capital Board on the 14t July and formally approved by EMB on
the 31st July.

Within the discretionary programme £0.340m had been ring fenced to
support the nVCC enabling works and project costs. Following slippage in
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expenditure against the enabling works budget this funding has now been
re-provided to the discretionary programme and was re-allocated based on
Divisional priorities. In addition, a further £0.250m was ring-fenced to support
WHAIS with the Trust only receiving confirmation of funding from WG on the
14t February. The £0.250m was also released and redistributed against
prioritised schemes within the Trust which could be delivered before the 31st
March.

NHS — All Wales Capital Prioritization
The Trust received notification from WG in November 2023 that the NHS

Infrastructure Investment Board (lIB) have agreed a framework for
investment decision making that will provide a common basis for prioritisation
of capital schemes. The review and prioritisation for 2023/24 is required due
to the challenging financial climate, an oversubscribed capital backlog and
need to ensure alignment with the Duty of Quality which came into force in
April 2023. Consequently, the Trust completed a prioritisation form for all
schemes included within the IMTP which were presented to EMB shape on
the 18t March, and submitted to WG alongside the IMTP on the 28t March.

Year-end Performance
The actual total expenditure for 2023-24 on the All-Wales Capital

Programme schemes was £29.099m against an agreed CEL of £29.322m.
With WG agreement £0.213m was released from the IRS scheme back to
discretionary, which is following the Trusts discretionary providing £0.248m
to support the IRS implementation phase in prior years.

Spend on Discretionary Capital to March was £1.903m.

The Trust reported actual total Capital spend of £31.002m ensuring that the
Trust CEL target of £31.005m was achieved for 2023-24.

Service Improvement Actions — Immediate (0 to 3 months)

Actions: what we are doing to improve Timescale: Lead:
. XX/XX/XX AN Other

Expected Performance gain - immediate

Service Improvement Actions — tactical (12 months +)

Actions: what we are doing to improve Timescale: Lead:
. XX/XX/XX AN Other

Expected Performance gain — longer-term

Risks to future performance
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KPI Indicator FIN.72 Return to Top

Usage of Overtime Bank and Agency Staff within Budget
Target: Spending within budget SLT Lead: Finance Director
Current Performance against Target or Standard Performance
Trust 22/23 | Apr | May | Jun Jul Aug | Sep Oct Nov | Dec Jan Feb | Mar
Position 23 23 23 23 23 23 23 23 23 24 24 24 The spend on agency for March’24 was £(0.120)m (Feb £0.075m), which
gives a cumulative full year spend of £0.775m (£1.323m 2022/23).
Actual 1323 | 88 |77 86 75 109 | 117 83 95 68 90 75 | (120)
During March a review of agency committed orders was undertaken which
Target (per resulted in several receipted orders being identified as no longer being
IMTP) required. This generally occurs when agency staff leave before their agreed
£0.543M 543 115 115 | 115 58 50 50 16 16 8 0 0 0 term and the orders need to be closed, consequently a credit is released back
Forecast into the revenue position.
Per the IMTP the Trust is aiming to decrease the use of agency during 2023-
24 by recruiting staff required on a permanent basis. The Trust has been
transitioning the Radiotherapy, Medical Physics and Estates staff into
Agen cy actual / f'cast Spend 23/24 and Ave rage actual substantive positions within the Trust which is following investment decisions
in these areas, with expectation that some costs will maintain in the short term
22/23 & 21/22 to support where there continues to be vacancies. Agency within Admin and
Clerical are largely supporting vacancies and whilst there is ambition to fill
%gg these posts, recruitment issues may continue to prove challenging
140 Service Improvement Actions — Immediate (0 to 3 months)
%%8 Actions: what we are doing to improve Timescale: Lead:
Eg e  Actions addressed via Divisional Matthew
8 a0 action plans Bunce
o 20
E -
= -20 . .
S 10 Expected Performance gain - immediate
2 -60
-80
-100 Service Improvement Actions — tactical (12 months +)
:}58 Actions: what we are doing to improve Timescale: Lead:
-160 .
-180
200 Expected Performance gain — longer-term
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
(Act) (Act) (Act) (Act) (Act) (Act) (Act) (Act) Act) (Act) (Act) (Act)
|8 Feas A N i N i Risks to future performance
Spend & Fcast 23-2 V- Spend 22-23 V- Spend 21-22 Set out risks which could affect future performance
[ )
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KPI Indicator FIN.74 Return to Top

Cost Improvement Programme delivery against plan

Target: Savings in line with Forecast CIP SLT Lead: Finance Director

Current Performance against Target or Standard Performance
Trust 22/23 | Apr | May | Jun Ju | Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar The Trust established as part of the IMTP a savings requirement of £1.800m
Position 23 23 23 23 23 23 23 23 23 24 | 24 24 for 2023-24, £1.000m recurrent and £0.800m non-recurrent, with £1.275m
Actual L300 | 008 | 010 | 008 | 043 | 013 | 0.43 | 0.254 | 0.16 | 016 | 017 ‘;21 s being categorised as actual saving schemes and the balance of £0.525m

ctua ’ 4m 8m 7m 2m 7m 7m m 7m 7m 2m m Sm being income generation.

ErgeMt 008 | 008 | 008 | 017 | 017 | 017 | 0172 | 017 | 0.17 | 017 (;21 L8m The Divisional share of the overall Trust savings target has been allocated to
Forecast M | 4m | 4m 2m 2m 2m m 27m | 2m 2m m ' VCS £0.950m (53%), WBS £0.700m (39%), and Corporate £0.150m (8%).

Overall VUNHST Cost Improvement Programme £1.8M
Following an in depth assessment of savings schemes in July, several

schemes were assessed as non-deliverable and RAG rated red. The impacted
schemes largely relate to workforce and the supply chain with non-recurrent

Cummulative monthly savings achieved compared to target replacement schemes having been identified to ensure that the overall target
————————————————————— Mar is achieved for 2023/24.
T ——=, feb
- 0 0 0 00 000000 . Failure to enact several recurrent savings schemes and replacing with those
- 1 that are non-recurrent in nature has removed the £0.391m of underlying
P —— Pec surplus which had been carried forward from 2022/23.
] Nov
]
= Oct Service redesign and supportive structures continues to be a key area for the
R Sep Trust which is about focusing on finding efficiencies in the ways that we are
= Aug working. Whilst this remains a high priority the ability to enact change has
= July been challenging due to both the high level of vacancies and sickness
= e The procurement supply chain saving schemes have again been affected by
[ ] Viay both procurement team capacity constraints and current market conditions
-_ during 2023-24, where we have seen a significant increase in costs for both
- April materials and services. Work will continue with procurement colleagues next
£0 £500,000 £1,000,000 £1,500,000 £2,000,000 year to identify further opportunities to deliver savings through the supply

B Cumulative Achieved Savings B Cumulative Target Savings chain.
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KPI Indicator FIN.60

Return to Top

Public Sector Payment Performance Target Non NHS Invoices paid within 30 days
Target: 95% SLT Lead: Finance Director
Current Performance against Target or Standard Performance
Apr My | Jun Jul Aug | Sep | Oct | Nov | Dec Jan Feb Mar During March '24 the Trust (core) achieved a compliance level of 98% of
e 22/2 | 23 | 23. | 23 23 23 23 23 23 23 24 24 24 Non-NHS supplier invoices paid within the 30-day target, which resulted in
z:s'itt:’ln& 2 a cumulative core Trust compliance figure of 97.7% for 2023-24, and a
Resenue 95 o8 o8 99 o8 9% o8 97 08 o8 o8 o8 o3 Trust position (including hosted) also of 97.7% compared to the target of
Invoices 95%.
;::/get 95 | 95 | 95 | 95 | 95 | 95 | 95 | 95 95 | 95 95 95 95
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to Timescale: Lead:
improve
Expected Performance gain - immediate
Service Improvement Actions — tactical (12 months +)
Actions: what we are doing to Timescale: Lead:
improve 31/03/2024 M Bunce
Work between Finance, NWSSP and
the service will continue into 2024-25
in order to maintain performance.
Expected Performance gain — longer-term.
Ensured compliance
Risks to future performance
Set out risks which could affect future performance
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EQUITABLE

KPI Indicator WOD.81 Return to Top
% of Workforce not declared Welsh Language Listening/Speaking capability
Target: TBA% SLT Lead: Director of Workforce and OD
Current Performance against Target or Standard Performance
Trust Jan | Feb | Mar | Apr | My | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb [ Mar | Assessment of current performance, set out key points:
Poilt:ow 2 B B B 8 ¥, 8 B 8. 8.8 9231 24 | 24 72:; e  Welsh Language declaration ‘not stated’ recorded quarterly
c,:a 11.63 - - 1030 - - 981 - e Target agreed as 0% non-declaration
Target 0% - - 0% - - 0%
%
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale: Lead:
e insert text XX/XX/XX AN Other
Trust ° XX/XX/XX AN Other
Welsh Language (Listening/Speaking)
31-Mar-24 Expected Performance gain - immediate
Welsh Language (Listening Speaking) Count Headcount %
0 - No Skills / Dim Sgiliau 1149 1746 65.81%
1 - Entry/ Mynediad 243 1746 13.92% Service Improvement Actions — tactical (12 months +)
. Actions: what we are doing to improve Timescale: Lead:
2 - Foundation / Sylfaen 69 1746 3.95%
e insert text XX/XX/XX AN Other
3 - Intermediate / Canolradd 41 1746 2.35% . XX/XX/XX AN Other
4 - Higher / Uwch 52 1746 2.98%
_ . o
5 - Proficiency / H;/fedredd 61 1746 3'49f Expected Performance gain — longer-term
Not State 131 1746 7.50%
Grand Total 1746 1746 100%
Risks to future performance
Set out risks which could affect future performance
e insert text
e insert text
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KPI Indicator WOD.78

Return to Top

Mean Gender Pay Gap — Annual

Target: TBA% SLT Lead: Director of Workforce and OD
Current Performance against Target or Standard Performance
Trust Jan | Feb | Mar | Apr | My | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb [ Mar | Assessment of current performance, set out key points:
Position 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 24 | 24 | 24 e Gender pay gap position recorded as at March 2023
Actual 13.45 .
%
Target
TBA% ) ) TBA ) ) ) ) ) ) )
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale: Lead:
e insert text XX/XX/XX AN Other
Trust . XX/XX/XX AN Other
Gender Pay Gap
31st Mar 2023 E 4 Pert — ai
Gender Mean Hourly Median Hourly Xpected Performance gain - immediate
Rate Rate
Male
Femal
cmae Service Improvement Actions — tactical (12 months +)
DI Actions: what we are doing to improve Timescale: Lead:
Pay Gap % e insert text XX/XX/XX AN Other
° XX/XX/XX AN Other

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance

e insert text

66/68
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KPI Indicator WOD.79

Return to Top

Diversity of Workforce — % Black, Asian and Minority Ethnic people
Target: TBA% SLT Lead: Director of Workforce and OD
Current Performance against Target or Standard Performance
Trust Jan | Feb | Mar | Apr | My | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb [ Mar | Assessment of current performance, set out key points:
Position 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 24 | 24 | 24 e  Staff ethnic origin recorded quarterly
Actual 5.62 5.96
% 5.18 4.56 5.45 °
Target
TBA% - | TBA| - - | TBA| - - | TBA| -
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale: Lead:
T e insert text XX/XX/XX AN Other
rust ° XX/XX/XX AN Other
Ethnic Origin
31-Mar-24
Expected Performance gain - immediate
Ethnic Origin Headcount % BAME %
Asian 55 3.15% 5.96%
Black 21 1.20%
Chinese 12 0.69% Serylce Improvement Ac'tlons - tactical (12 m?nths +)
- 5 Actions: what we are doing to improve Timescale: Lead:
Mixed 16 0.92% e insert text XX/XX/XX AN Other
Other 10 0.57% . XX/XX/XX AN Other
White 1531 87.69%
Unspecified /1 4.07% Expected Performance gain — longer-term
Not Stated 30 1.72%
Grand Total 1746 100%
Risks to future performance
Set out risks which could affect future performance
e insert text
[ )
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KPI Indicator WOD.80

Return to Top

Diversity of Workforce — % People with a Disability within workforce

Target: TBA% SLT Lead: Director of Workforce and OD
Current Performance against Target or Standard Performance
Trust Jan | Feb | Mar | Apr | Ma | Jun | July | Aug | Sep | Oct | Nov | Dec | Jan | Feb [ Mar | Assessment of current performance, set out key points:
Position 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 23 | 24 | 24 | 24 e Staff disability recorded quarter
Actual 5.33 5.74 y a Y
% 4.63 - - 4.9 4.9 °
Target
TBA% - - | TBA| - - | TBA| - - | TBA| -
Service Improvement Actions — Immediate (0 to 3 months)
Actions: what we are doing to improve Timescale: Lead:
T e insert text XX/XX/XX AN Other
rust ° XX/XX/XX AN Other
Disability
31-Mar-24
Expected Performance gain - immediate
Disability Headcount %
No 1442 85.38%
Not Declared 46 2.72%
Prefer Not To Answer 13 0.77% Serylce Improvement Ac'tlons - tactical (12 mon'ths +)
— 5 Actions: what we are doing to improve Timescale: Lead:
Unspecified 148 8.76% e inserttext XX/XX/XX | AN Other
Yes 97 5.74% ° XX/XX/XX AN Other
Grand Total 1746 103%

Expected Performance gain — longer-term

Risks to future performance

Set out risks which could affect future performance

e insert text
[ ]
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QUALITY, SAFETY AND PERFORMANCE COMMITTEE

WORKFORCE SUPPLY AND SHAPE & ASSOCIATED
FINANCE RISKS

DATE OF MEETING

9th May 2024

PUBLIC OR PRIVATE REPORT

Public

IF PRIVATE PLEASE INDICATE
REASON

THE MEETING IS HELD IN PRIVATE

REPORT PURPOSE

INFORMATION / NOTING

IS THIS REPORT GOING TO THE
MEETING BY EXCEPTION?

NO

PREPARED BY

Susan Thomas, Deputy Director of W&OD
Chris Moreton, Deputy Director of Finance

PRESENTED BY

Sarah Morley, Executive Director of Organisational
Development and Workforce
Matthew Bunce, Executive Director of Finance

APPROVED BY

Sarah Morley, Executive Director of
Organisational Development & Workforce

EXECUTIVE SUMMARY

The workforce issues in delivering the correct
Supply and Shape of the Workforce is the ability
to (1) recruit and retain the workforce (2) ensure a
work environment that supports staff’'s wellbeing
(3) develop effective service and workforce plans.
The emerging risk is the availability of staff to
deliver services due to vacancy gaps in specialist
hotspot areas and staff absence due to sickness.
The paper key priorities, noting the action taken,
those delivered and issues and risk mitigation in
the action plan. In summarising each priority, the

Version 1 — Issue June 2023

1/11

1

172/671



Q G IG Ymddiriedolaeth GIG

Prifysgol Felindre

N H S Velindre University

NHS Trust

current level of assurance is provided with an
overall assurance level provided

The Quality, Safety & Performance Committee is
asked to NOTE the workforce supply and shape
updates and associated financial impacts as
outlined within the contents of the report.

RECOMMENDATION / ACTIONS

GOVERNANCE ROUTE

List the Name(s) of Committee / Group who have previously Date
received and considered this report:
Executive Management Board 29T APRIL

SUMMARY AND OUTCOME OF PREVIOUS GOVERNANCE DISCUSSIONS

7 LEVELS OF ASSURANCE

4 — Increased extent of impact from actions
ASSURANCE RATING ASSESSED
BY BOARD DIRECTOR/SPONSOR

APPENDICES

No Appendices

1. SITUATION/BACKGROUND

The People Strategy articulates the key priorities and focus for its delivery:
e Attraction and Retention
e Wellbeing and Equalities
¢ Education and Learning
e Workforce supply and shape

Page 2 of 11
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Leadership and succession

taken, those delivered and issues and risk mitigation in the action plan. In

summarising each priority, the current level of assurance is provided. The paper

also references the financial implications of the workforce risk.

This paper will also perform the function of illustrating the activity in relation to
TAF 03.

2. ASSESSMENT/ SUMMARY OF MATTERS FOR CONSIDERATION

21

Attraction and Retention

Attraction and Retention

Actions Delivered Qtr. 4 23/24

Participated in International Recruitment — 13 new nursing recruits from
overseas
Promoted Velindre as an employer of choice, a recruitment and retention
task and finish group has implemented the following:

o VCC/WBS careers page

o Targeted job videos

o Implemented a recruitment policy

o Links with Centre for Learning and School of Oncology to promote
Velindre as Employer of Choice

o Understand the retention issues though exit process analysis

o Implemented our ‘pre-exit’ interview process

o Retention toolkit being utilised

o Working Together sessions taken place to gain engagement from
staff on culture and retention themes in Velindre

o Croeso Induction Programme in place with bi-lingual focus,

supporting the implementation of our Welsh Culture plan

Actions planned Qt1 24/25

Working with NWSSP to implement a recruitment modernisation process to
improve time to hire rates thus reducing agency spend and improving
vacancy rates. Ongoing programme to September 2024

Widening access programme agreed April — September 2024

Page 3 of 11
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o Engagement with local schools/collages on career options,
promoting us an a bi-lingual employer to support Welsh speakers

into the workplace

o Disability Confident Level 2 renewed to set benchmark for how to
support people with disabilities to join our workforce
o Agreement to support Army veterans and Nursing Cadets into the

workplace signed

¢ Ongoing Deep dive in rec hotspots to triangulate data and focus on local

supportive interventions

e Retention plan to be developed — to be agreed via committee in June 2024

Issues

Mitigation

e Agency spend ongoing

e Strike impacting on business
continuity, focus has been diverted

¢ Roles and responsibilities in these
areas are multi professional —
service and workforce planning
requires engagement and
collaboration with all parties.
Potential ongoing strike action will
deviate attention to other areas of
the business

e Task and Finish group established
to look at more defined monitoring,
targeted action plan to be
developed

Levels of assurance

4 — Increased extent of impact from actions

Page 4 of 11
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Wellbeing and Equalities

Actions delivered Q4 2023-24

national framework.

e EAP retendered and taken on by Vivup.
e NHS Staff Survey results received and reported to EMB.
e Speaking Up Safely Task and Finish Group concluded the roll out of the

e Strategic Equality Plan 2024-28 developed and approved.
¢ Welsh training provided to Reception staff and marked Mandatory on
Job Descriptions where relevant.

Actions planned Q1 2024-25

Together).

e Wellbeing Project Coordinator starts (funded by NHS Charities

Noddfa to be furnished (funded by NHS Charities Together).

Develop annual action plan to implement the Strategic Equality Plan.
Submit first WRES data set and receive report back.

Receive Divisional NHS Staff Survey results and initiate local actions.
Launch NHS Wales health and Wellbeing Framework.

Issues

Mitigation

e Stress is biggest reason for
sickness absence

with service and workforce is
key in addressing issues

e Collaboration and engagement

Wellbeing Project Coordinator will
play a part in addressing this.

Levels of assurance

4 — Increased extent of impact from actions
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Education and Learning

Education and Learning

Actions delivered Q4 2023-24

e Education Strategy Audit undertaken and report received.
e Health Care Support Worker group established.

Actions planned Q1 2024-25

e People Development Policy to be approved.
e Education Strategy Audit implementation plan to be approved.
o Start review of Performance and Development Review process.

Issues

e Engagement and collaboration with workforce is key to ensure actions
are proactively taken forward

Levels of assurance

4 — Increased extent of impact from actions

Leadership and Succession

Leadership and Succession

Actions delivered Q4 2023-24

e Trust Values approved.
e 7% Cohort on Inspire.

Actions planned Q1 2024-25

e Approve Behaviour Framework and embed into People Processes.
e Launch new Values and Behaviour Framework.

e Scope a programme of Fundamentals of Management.

e Run Learning at Work Week.

Issues/Mitigation

e The Values and Behaviour Framework represent aspects of the culture
of the trust and it will take time for people to understand where they can
develop their styles at work to better encapsulate Caring, respectful and
Accountable.

o Key requirement for this to be led by Executive Management Board

Levels of assurance

4 Increased extent of impact from actions
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2.5 Supply and Shape

Supply and Shape

Actions Delivered Qtr. 4 23/24

¢ Implementation plan for the People Strategy

e Regular reporting and monitoring of work plans by Senior Leadership
Teams, Executive Management Board and the Quality Safety and
Performance Committee via monthly workforce dashboards and this
paper quarterly respectively

e Ongoing infrastructure of workforce planning training embedded via the
Trust management and leadership Inspire Programme

¢ Review of workforce plans and education commissioning monitoring via
the Trust People and OD Steering group

Action Planned Qtr. 1 24/25

WBS

e Plasma for Medicines — WG approval and confirmation on funding
expected in May 2024.

Digital Modernisation Programme — BECS Business case approved on
12/4. Tender will now be issued to procure a new BECS system with
supplier awarded contract in Q4.

e Laboratory Services Modernisation — Three main areas established with
various supporting workstreams. RCI phase 1 — review completed
March 2024. Phase 2 to commence. Laboratory Testing and Automation
and Platelet strategy work continuing.

e Collection Service Modernisation — Paper provided to SLT on impacts of
the OCP Phase 1. Lessons learnt identified. Phase 2 commencing in
May 2025 holding stakeholder briefings with Collections Teams

VCC

e TrAMS There are delays in the National TrAMS Programme, National
Programme is working with WG on a solution. VCC TrAMS working group has
been set up and meets monthly OCP 1 completed, OCP 2 paused until service
model has been agreed. National programme submitting a Business case to
WG and post approval completion of project will be Dec 2025

¢ |IRS & SRU All posts within radiotherapy have been filled, there remain
challenges with key medical physics posts due to limitations in the
market. Velindre Communications colleagues are supporting this work.
Links are established with SRU operational recruitment and this is
complete

o Pathway Programme a review of the pathway Programme plan is being
undertaken, to ensure objectives are being met and clarity around future
measurable. It is envisaged that as part of the review for Velindre Futures , the
pathway programme will formally report into VF Board

Page 7 of 11
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Issues Mitigation
¢ No dedicated workforce e Request via IMTP pending

planning resource currently to
support service
e Engagement and collation with
the service is key — focus is
often on operational pressures
rather than planning
e Dependency on national
initiatives impacting on
deliverables
Levels of assurance
3 Actions for symptomatic, contributory and root causes. Impact from actions and
emerging outcomes

3. The Associated Financial Risks to Workforce Supply and Shape

The financial risk associated with workforce supply and shape will be monitored and
managed through the pay budget monitoring process. This includes staff who were
permanently recruited in response to Covid where guaranteed funding from Welsh
Government is no longer available. Funding is now linked to activity delivered compared
to 2019-20 levels as part of the Long-Term Agreements with Commissioners.

Pay Budget 2023/24

The full year pay budget as at end of March 2024 is £90.518m based on 1,653 WTE. The
Trust has reported cumulative spend for 2023-24 of £89.587m on pay t resulting in a year
end underspend of £0.931m. The pay costs include the costs of agency staff, on-call and
overtime.

Pay Award

The Trust received full funding from WG during 2023-24 for the recurrent impact of the
1.5% (c£1.2m), 5% (c£3.5m) AFC consolidated pay award which was processed in July,
and the Medical Pay award paid in October (c£0.7m). However, whilst the Trust received
full funding to support the pay award during 2023-24 WG are yet to confirm whether the
allocation was provided on a recurrent basis, which if not confirmed during 2024-25 could
lead to an underlying shortfall being carried into next financial year.
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The Trust has previously received full funding for the one off recovery pay award which
was paid in June.

Agency

The cumulative full year spend on agency for 2023-24 was £0.775m (£1.323m 2022/23)
a cost reduction of £0.548m. Per the IMTP the Trust has been reducing the reliance on
the use of agency during 2023-24 by recruiting staff required on a permanent basis. The
Trust has been transitioning the Radiotherapy, Medical Physics and Estates staff into
substantive positions within the Trust, which is following investment decisions in these
areas, with expectation that some costs will maintain in the short term to support where
there continues to be vacancies. Agency within Admin and Clerical are largely supporting
vacancies and plans are in place to recruit substantive and establish a more a
administration bank.

4. IMPACT ASSESSMENT

TRUST STRATEGIC GOAL(S)

Please indicate whether any of the matters outlined in this report impact the Trust's
strategic goals:
YES - Select Relevant Goals below

If yes - please select all relevant goals:

e Outstanding for quality, safety and experience

e An internationally renowned provider of exceptional clinical services
that always meet, and routinely exceed expectations

e A beacon for research, development and innovation in our stated
areas of priority

e An established ‘University’ Trust which provides highly valued
knowledge for learning for all.

e Asustainable organisation that plays its part in creating a better future
for people across the globe

X X XK

X

RELATED STRATEGIC RISK - 03 - Workforce Planning
TRUST ASSURANCE

FRAMEWORK (TAF)
For more information: STRATEGIC RISK

DESCRIPTIONS
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QUALITY AND SAFETY Select all relevant domains below

IMPLICATIONS / IMPACT

Safe
Timely
Effective
Equitable
Efficient
Patient Centred

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED:

For more information:
https://www.gov.wales/socio-economic-duty-
overview

Not required

TRUST WELL-BEING GOAL
IMPLICATIONS / IMPACT

A Prosperous Wales - An innovative society that
develops a skilled and well-educated population
in an economy which generates wealth and
provides employment opportunities

FINANCIAL IMPLICATIONS /
IMPACT

Yes - please Include further detail below,
including funding stream

Covid staff costs that may not be fully covered by
WG or Commissioner income

Ongoing premium cost of agency

EQUALITY IMPACT
ASSESSMENT

For more information:
https://nhswales365.sharepoint.com/sites/VEL |
ntranet/SitePages/E.aspx

Yes - please outline what, if any, actions were
taken as a result

Individual elements of work described in this
paper may be subject to EQIA.

ADDITIONAL LEGAL
IMPLICATIONS / IMPACT

There are no specific legal implications related
to the activity outlined in this report.
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5. RISKS

ARE THERE RELATED RISK(S)
FOR THIS MATTER

Yes - please complete sections below

WHAT IS THE RISK?

This is reflected in the Trust Assurance
Framework Risk 03

WHAT IS THE CURRENT RISK
SCORE

12

HOW DO THE RECOMMENDED
ACTIONS IN THIS PAPER IMPACT
THIS RISK?

This paper provides an overview of work being
undertaken to impact the Supply and Shape of
the workforce.

BY WHEN IS IT EXPECTED THE
TARGET RISK LEVEL WILL BE
REACHED?

Currently being reviewed

ARE THERE ANY BARRIERS TO
IMPLEMENTATION?

Yes - please detail below

External factors impacting on recruitment

All risks must be evidenced and consistent with those recorded in Datix

Page 11 of 11
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QUALITY, SAFETY AND PERFORMANCE COMMITTEE

FINANCE REPORT FOR THE PERIOD ENDED

31ST MARCH (M12)

DATE OF MEETING 09/05/2024

PUBLIC OR PRIVATE REPORT Public

IF PRIVATE PLEASE INDICATE

REASON Choose an item

REPORT PURPOSE INFORMATION / NOTING

IS THIS REPORT GOING TO THE

MEETING BY EXCEPTION? NO

Steve Coliandris — Head of Financial Planning &
PREPARED BY Reporting / Chris Moreton Deputy Director of Finance
PRESENTED BY Matthew Bunce, Executive Director of Finance
APPROVED BY Matthew Bunce, Executive Director of Finance

The attached report outlines the financial position and
performance for the period to the end of March 2024.

The three main issues are highlighted below:

EXECUTIVE SUMMARY 1. Key Financial targets / KPIs

e The core Trust reported a small underspend in its
final revenue position for 2023/24.

Version 1 — Issue June 2023 1
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The Trust achieved the PSPP target of paying 95%
of Non-NHS invoices within 30 days for 2023-24.

The Trust achieved the Capital CEL target for
2023-24 by spending £31.002m of the £31.005m
Capital budget allocated.

LTA Income & Covid Recovery / Planned Care
Capacity

The Trust's Medium-Term Financial Plan
assumed that the growth in activity levels may not
be sufficient to cover the costs of the investment
made in the additional capacity. As expected, the
final LTA income position based on activity
delivered for 2023/24 confirmed that the income
did cover the cost of the additional capacity made
to date.

NHS Wales Financial Pressures

In response to the letter received from the Health
Minister which detailed the financial pressures that
was being faced by NHS Wales, the Trust
identified costs savings proposals to the sum of
£2.537m which have been delivered to support the
delivery of a reduction in the overall NHS Wales
deficit.

Please note that due to the financial year the month 12
WG monitoring return letter which normally
accompanies the report was not available in time for
this meeting.

RECOMMENDATION / ACTIONS

The Quality, Safety and Performance Committee is
asked to NOTE the contents of the March 2024
financial report, (noting that the figures provided are
unaudited at this stage)

GOVERNANCE ROUTE

List the Name(s) of Committee / Group who have previously Date
received and considered this report:

Executive Management Board (EMB)

29/04/2024

SUMMARY AND OUTCOME OF PREVIOUS GOVERNANCE DISCUSSIONS

e The finance report was received and noted at the Executive Management Board.
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7 LEVELS OF ASSURANCE

If the purpose of the report is selected as ‘ASSURANCE’, this section must be
completed. N/A

APPENDICES
Appendix 1 Trust Finance Report — March 2024
Appendix 2 TCS Finance Report — March 2024

1. SITUATION/ BACKGROUND

1.1 The attached report outlines the financial position and performance for 2023-24.

1.2 The key financial targets information included within this report relates to the Core Trust
(Including Health Technology Wales (HTW)). The financial position reported does not
include NHS Wales Shared Services Partnership (NWSSP) as it is directly accountable to
Welsh Government (WG) for its financial performance. The Balance Sheet / Statement of
Financial Position (SoFP) and cash flow provide the full Trust position as this is reported
in line with the WG Monthly Monitoring Returns (MMR).

2. ASSESSMENT / SUMMARY OF MATTERS FOR CONSIDERATION

2.1 Performance against Key Financial Targets:

Revenue

_ 0.005 0.030

Variance

Capital
(To ensure that costs do not exceed the Capital Actual Spend 6392 31.002
Expenditure limit)
Public Sector Payment Performance
(Administrative Target — To pay 95% of non NHS o 981%l 97.7%
invoices within 30 days measured against number of ' '
invoices paid).
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Revenue Budget

The overall position against the profiled revenue budget for 2023-24 was an underspend
of £0.030m.

Long Term Agreement (LTA) Contract Performance

Velindre Cancer Service (VCS) Contractincome had recovered during the period to a level
that sufficiently funds the capacity investments made to date.

NHS Wales Financial Pressures

On the 31st July the NHS Wales Chief Executive Judith Paget wrote to all NHS
organisations, which reaffirmed the requirement to outline the actions requested by the
Minister for Health and Social Services to reduce the forecast NHS Wales financial deficit
in 2023-24. In response to the financial pressures faced by the system, the Trust was
asked to identify options to support the delivery of a reduction in the overall NHS Wales
deficit.

In response to the letter the following options were considered to contribute c£2.5m cost
reduction to the overall NHS position and were submitted to WG on the 11t August in line
with Trust Board agreement.

VCS Contract Protection

1.250

The Trust worked with Commissioners to assess the opportunity to relinquish the LTA]
income protection which was agreed as part of the LTA/ SLA with the Trust
Commissioners. This reduced the costs of VCS services for the Trust's Commissioners|
providing a contribution towards the wider deficit reduction of c£1.250m across all LHBs
during 2023-24.

Energy

0.537

Energy costs reduced in year by £0.537m from the forecast presented at the IMTP
planning stage, which was released to support the NHS deficit on a non-recurrent basis.

Review Utilisation of Reserves and Commitments
(Inc Emergency Reserve)

0.500

The emergency reserve was not required to support service during the period and so was
offered up to support the NHS deficit on a non-recurrent basis

Medicines Management

0.250

The Trust continues to work with NWSSP Medicines Unit to evaluate the use of generics /
biosimilars which could deliver potential savings to our Commissioners. The savings
passed through to Commissioners will be net of any internal resource costs required to
deliver the change.

As detailed in the table above the core Trusts final contribution to support the NHS
financial position was £2.537m for 2023-24.

2.3 Savings

The Trust fully achieved the revised savings target of £1.8m during 2023-24. Following a
review of the savings plan, £0.305m additional non-recurrent savings schemes were
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identified to replace several recurrent schemes that had been assessed as non-
deliverable i.e. Red Status.

Enacting service re-design and supportive structures continues to be a challenge due to
both the high level of activity growth and sickness levels limiting the capacity of service
leads to implement changes.

The procurement supply chain saving schemes have again been affected by procurement
team personnel changes and capacity constraints and current market conditions during
2023-24.

PSPP Performance

The Final PSPP performance for the whole Trust for was 97.7% against a target of 95%,
with the performance against the Core Trust excluding NWSSP also achieving a target of
97.7% for 2023-24.

Covid Expenditure
Covid Programme Costs

In line with the WG approval letter the Trust only drew £0.053m of funding from WG
towards PPE costs for 2023-24.

Covid Recovery and Planned Care Capacity

The final position for 2023/24 confirms that the contract performance had recovered to a
level that sufficiently funds the capacity investments made to date.

Reserves

The financial strategy for 2023-24 enabled the establishment of recurrent and non-
recurrent reserve to support the Trust transformation and delivery programmes. These
reserves were accommodated on the assumption that all expected income was received,
planned savings schemes were delivered and new emerging cost pressures managed.
These assumptions have largely held, apart from the non-delivery of £0.305mof planned
recurrent savings which have been replaced by non-recurrent schemes and removal of
the planned c/fwd of a recurrent surplus into 2024-25.

In addition to the above reserves, each year the Trust holds an emergency reserve of
£0.522m which was not utilised in the period and per previous agreement by the Board
this was provided to WG on a non-recurrent basis to support the NHS was financial
position during 2023-24.

Financial Risks

At the beginning of the year there were several financial risks that could have impacted on
the successful delivery of a balanced position for 2023-24, however following actions taken
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by the Trust all risks were either been managed or mitigated for 2023/24.

A recurrent risk had emerged in terms of the Trust receiving full funding for the 2023-24
pay award. WG provided the funding requirement during 2023-24 but are yet to confirm
whether it was provided as a recurrent allocation. Indicative figures suggested that the gap
could have been up to c£0.300m, however latest intelligence suggests that this could be
a lot less or even removed completely.

There are still several risks that may impact from 2024-25 with the material risks being
uncertainty around the Whitchurch site security costs and operational cost pressures as
highlighted within the main finance report.

2.8 Capital
All Wales Programme
Following the delays in both the nVCC and Radiotherapy Satellite Centre (RSC) Projects
the Trust returned £2.5m of funding for the IRS programme, and £1.2m for the RSC project
to WG in September, with the caveat that the funding will be re-provided in future years.
The Trust was provided funding award letters to support all Capital project requirements
for 2023-24.
Other Major Schemes in development that are detailed in the main finance report were
included within the IMTP submission to WG.
Discretionary Programme
The discretionary allocation of £1.683m represented an increase of 16% on the £1.454m
provided during 2022-23.
The allocation of the discretionary programme for 2023-24 was agreed at the Capital
Planning Group on the 11t July and endorsed for approval by the Strategic Capital Board
on the 14" July and formally approved by EMB in August.
Yearend Performance
The core Trust reported actual total Capital spend of £31.002m ensuring that the Trust
CEL target of £31.005m was achieved for 2023-24.

29 Cash
In order to support a cash flow pressure during October the Trust drew down £8.881m of
Public Dividend Capital (PDC) from WG.
The Trust eventually received all funding to support the pay awards that were processed
during 2023-24.
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TRUST STRATEGIC GOAL(S)

Please indicate whether any of the matters outlined in this report impact the Trust's

strategic goals:
Choose an item

If yes - please select all relevant goals:

e COutstanding for quality, safety and experience

e An internationally renowned provider of exceptional clinical services
that always meet, and routinely exceed expectations

e A beacon for research, development and innovation in our stated

areas of priority

e An established ‘University’ Trust which provides highly valued
knowledge for learning for all.
e Asustainable organisation that plays its part in creating a better future

for people across the globe

O O 0O OK

RELATED STRATEGIC RISK -
TRUST ASSURANCE

FRAMEWORK (TAF)
For more information: STRATEGIC RISK
DESCRIPTIONS

08 - Trust Financial Investment Risk

QUALITY AND SAFETY
IMPLICATIONS / IMPACT

Yes -select the relevant domain/domains from
the list below. Please select all that apply

Safe
Timely
Effective
Equitable
Efficient
Patient Centred

SOCIO ECONOMIC DUTY
ASSESSMENT COMPLETED:

For more information:
https://www.gov.wales/socio-economic-duty-
overview

Not required

TRUST WELL-BEING GOAL
IMPLICATIONS / IMPACT

Choose an item

If more than one Well-being Goal applies please
list below:

N/A
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Q G IG Ymddiriedolaeth GIG

Prifysgol Felindre

N H S Velindre University

NHS Trust

FINANCIAL IMPLICATIONS /
IMPACT

Yes - please Include further detail below,
including funding stream

The Trust reported a revenue financial position
of £0.030m ensuring that the target was met for
2023-24. The Trust also achieved the Capital
(CEL) target for the period.

EQUALITY IMPACT
ASSESSMENT

For more information:
https://nhswales365.sharepoint.com/sites/VEL |
ntranet/SitePages/E.aspx

Not required - please outline why this is not
required

There is no requirement for this report.

ADDITIONAL LEGAL
IMPLICATIONS / IMPACT

There are no specific legal implications related
to the activity outlined in this report.

N/A

4. RISKS

ARE THERE RELATED RISK(S)
FOR THIS MATTER

No

All risks must be evidenced and consistent with those recorded in Datix

Page 8 of 8

190/671


https://nhswales365.sharepoint.com/sites/VEL_Intranet/SitePages/E.aspx
https://nhswales365.sharepoint.com/sites/VEL_Intranet/SitePages/E.aspx

Q GG | Ymddiriedolaeth GIG

) Ny o Prifysgol Felindre
Canolfan Ganser Felindre
ﬂ\mlindre Cancer Centre d~'° N H S Velindre University v
b NHS Trust Welsh Blood Service

Gwasanaeth Gwaed Cymru

FINANCIAL PERFORMANCE REPORT

FOR THE PERIOD ENDED 31 MARCH 2024

QUALITY, SAFETY AND PERFORMANCE
COMMITTEE
09/05/2024

1/26

191/671



1. Introduction

The purpose of this report is to outline the financial position and performance for the year to date,
performance against financial savings targets, highlights the financial risks, and forecast for the
financial year, outlining the actions required to deliver the IMTP Financial Plan for 2023-24.

2. Background / Context

The draft Trust IMTP Financial Plan for the period 2023-2026 was set within the following context.

e The Trust submitted a balanced three year IMTP, covering the period 2023-24 to 2025-26 to
Welsh Government on the 31 March 2023.

e For 2023-24 the Plan included;

an underlying Surplus of £0.684m brought forward from 2022-23,
FYE of new cost pressures / Investment of -£17.514m,

offset by new recurring Income of £16.221m,

and Recurring FYE savings schemes of £1.000m,

Allowing a £0.391m surplus position to be carried into 2023-24.

e The Trust has a carry forward underlying surplus of £0.684m, which relates to the 2022-23
discretionary uplift funding that was held due to the uncertainty of WG funding support for the
increase in energy prices and to cover the possible LTA income shortfall risk against the Covid
capacity cost investment.

e The balance of the underlying surplus is forecast to reduce year-on-year as cost pressures
increase over the 3-year planning period. IMTP planning assumptions assumed that a £0.391m
underlying surplus will be c/fwd into 2024-25.

e In order to achieve the c/fwd underlying surplus of £0.391m the savings target set for
2023-24 must be achieved, all anticipated income is received, and any new emerging
costs pressures are either mitigated at Divisional level or manged through the Trust
reserves.
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IMTP Underlying Revenue Position +'ve Surplus / -'ve Deficit

Velindre Trust £Ms

1.000

£Ms

6
4
2
0 0.684
2
4
6

b/f into 2023/24

FYE Recurring Savings

New Recurring Income /

16.221

Allocations

-17.514

New Recurring Cost

Pressures/ Investment

0.391

c/f into 2024/25

. . New Recurring .
. o .. b/f into Recurring FYE New Cost c/f into
Underlying Position +Deficit/(-Surplus) £Ms 2023/24 v Alllncorzl.el R 2024/25
ocations Investment
Velindre NHS Trust 0.684 1000 16.221 -7.5% 0.391

3. Executive Summary

Summary of Performance against Key Financial Targets (Excluding Hosted

Organisations)

(Figures in parenthesis signify an adverse variance against plan)

Table 1 - Key Targets

invoices paid).

invoices within 30 days measured against number of

Revenue
. 0.005 0.030
Variance
Capital
(ETo enZ.L:re tt;at .f)OSts do not exceed the Capital Actual Spend 6.392] 31.002
xpenditure limi
Public Sector Payment Performance
(Administrative Target — To pay 95% of non NHS % 98.1% 97.7%

Performance against Planned Savings Target
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Efficiency / Savings Variance 0.000 0.000

Revenue
The core Trust has reported a £0.005m underspend on the in-month position for March '24, which
gives a cumulative final unaudited underspend position of £0.030m on revenue for 2023-24.

Capital

The final approved Capital Expenditure Limit (CEL) for 2023-24 was £31.005m. This represents
all Wales Capital funding of £29.322m, and Discretionary funding of £1.683m. The Trust reported
actual total Capital spend of £31.002m ensuring that the Trust CEL target was achieved for 2023-
24.

The Trust’s final CEL position and in year movement is provided below:

£m £m £m

Opening Movement Current
Discretionary Capital 1.683 - 1.683
All Wales Capital:
nVCC - Enabling Works 10.896 - 10.896
nVCC - Advanced Design Works 3.882 3.882
IRS 10.326 (2.500) 7.826
Digital Priority Investment 0.164 - 0.164
RSC Satellite Centre 1.347 (1.200) 0.147
Digital DPIF Cyber Security 0.051 0.051
nVCC - Advanced Works 0.898 0.898
Digital DPIF RISP 0.168 0.168
Digital DPIF Cyber Security (2) 0.085 0.085
Digital DPIF EPMA 0.100 0.100
Digital WHAIS 0.250 0.250
Priority Year end Spend 0.257 0.257
nVCC Project Costs 3.257 3.257
Microfluidic Technology (WBS) 0.112 0.112
nVCC Advanced Design Works 1.229 1.229
Total All Wales Capital 22.733 6.589 29.322
Total CEL 24.416 31.005

PSPP

During March ’24 the Trust (core) achieved a compliance level of 98% of Non-NHS supplier
invoices paid within the 30-day target, which resulted in a cumulative core Trust compliance figure
of 97.7% for 2023-24, and a Trust position (including hosted) also of 97.7% compared to the target
of 95%.

Efficiency / Savings

The Trust fully achieved the savings target of £1.8m during 2023-24, however, during July
additional £0.305m non-recurrent savings schemes were identified to replace several recurrent
schemes that had been assessed as non-deliverable i.e. Red Status.
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Revenue Position

2023/24 Financial Position
£0.030m Underspent
Income (207.558)| (208.716) 1.158
Pay 90.518 89.587 0.931
Non Pay 117.040 119.099 (2.059)
Total 0.000 (0.030) 0.030

The overall final revenue position against the profiled revenue budget for 2023-2024 was an
underspend of £0.030m.

4.1 Revenue Position Highlights / Key Issues

NHS Wales Financial Pressures

On the 31st July the NHS Wales Chief Executive Judith Paget wrote to all NHS organisations,
which reaffirmed the requirement to outline the actions requested by the Minister for Health and
Social Services to reduce the forecast NHS Wales financial deficit in 2023-24. In response to the
financial pressures faced by the system, the Trust was asked to identify options to support the
delivery of a reduction in the overall NHS Wales deficit.

In response to the letter the Trust has reviewed its cost control mechanisms and implemented
Enhanced Monitoring arrangements which ensured savings delivery to meet the Trust’s financial
plan, oversee cost control mechanisms and assess choices / options and impacts of further cost
saving opportunities. Following a review of the financial plan and savings position, an extraordinary
Board meeting on the 09" August considered the further options for Velindre to contribute towards
reducing the financial pressures in the system. The following financial improvement options were
submitted to WG on the 11t August in line with Trust Board agreement.

The Trust worked with Commissioners to assess the opportunity to relinquish the LTA|
income protection which was agreed as part of the LTA/ SLA with the Trust

VCS Contract Protection 1.250 Commissioners. This reduced the costs of VCS services for the Trust's Commissioners
providing a contribution towards the wider deficit reduction of c£1.250m across all LHBs
during 2023-24.

Energy 0.537 Energy costs reduced in year by £0.537m from the forecast presented at the IMTP

planning stage, which was released to support the NHS deficit on a non-recurrent basis.

Review Utilisation of Reserves and Commitments The emergency reserve was not required to support service during the period and so was

(Inc Emergency Reserve) 0500 offered up to support the NHS deficit on a non-recurrent basis
The Trust continues to work with NWSSP Medicines Unit to evaluate the use of generics /|
Medicines Management 0.250 biosimilars which could deliver potential savings to our Commissioners. The savings

passed through to Commissioners will be net of any internal resource costs required to|
deliver the change.

As detailed in the table above the core Trusts final contribution to support the NHS financial position
was £2.537m for 2023-24.
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Suspension of expenditure recharges to Charity 2023-24

Like in 2022-23 the Trust has accumulated £1.5m of non-recurrent income during 2023-24 from
several sources including significantly higher levels of bank interest, and over performance of
plasma and private patient income.

The Trust receives funding from the Charity which supports the supplementation of cancer
services, the administration of the funds and investment in research and development. Given the
c£1.5m of extraordinary non-recurrent income generated the level of Trust expenditure funded by
the Charity in 2023-24 was reduced by £1.5m.

Underlying Position

As highlighted above in the IMTP Financial plan the Trust brought forward a surplus of £0.684m
from 2022-23 and is forecast to reduce year-on-year as additional cost pressures arise over the 3-
year planning period.

The expected underlying surplus to be carried into 2024-25 had reduced from £0.391m to £0.086m
following the inability to enact several savings schemes, which resulted in the underlying recurrent
cost pressures forecast exceeding the recurrent savings schemes. Further recent assessment of
savings and cost pressures has meant that there is now no underlying surplus to carry forward into
2024-25

Income Highlights / Key Issues

Other Income

The Trust continues to benefit from receiving high levels of bank interest as a result of interest rate
rises.

VCS and WBS overachievement from Private Patient, Drug Rebate, SACT Homecare, and Plasma
sales.

VCS Long Term Agreement (LTA) Contract Performance

The Trust’s Medium-Term Financial Plan assumed that the funding for Covid recovery and planned
care capacity will flow through the LTA marginal contract income from our commissioners for 2023-
24, however there was a risk that activity levels may have been high enough to recover the costs
of the internal level of investment made to support the planned care backlog capacity. The final
position for 2023/24 confirms that the contract performance had recovered to a level that
sufficiently funds the capacity investments made to date.

The tables below set out the year-end LTA Income performance:
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Hywel Dda (7A2) 0.283 -0.011 0.272 4%
Swansea Bay (7A3) 0.294 0.011 0.305 4%
Cardiff & Vale (7A4) 15.036 1.240 16.276 8%
Cwm Taf Morgannwg (7A5) 13.221 0.809 14.030 6%
Aneurin Bevan (7A6) 17.344 1.222 18.566 7%
Powys (7A7) 0.758 0.162 0.920 21%
WHSSC 2.633 0.310 2.943 12%
Total 49.569 3.742 53.311 8%)
Radiotherapy 17.929 -0.321 17.608 2%
Nuclear Medicine 0.923 -0.036 0.887 -4%
Radiology Imaging 2.840 0.592 3.432 21%
Preparation for Systemic Anti-

Cancer Therapy 2.594 0.207 2.801 8%
Delivery of Systemic Anti-Cancer

Therapy 5.935 1.073 7.008 18%
Ambulatory Care Services 1.235 0.259 1.494 21%
Outpatient Services 2.161 11.390 23%
Inpatient Admitted Care 9.229 -0.193 8.691 2%
Total 49.569 3.742 53.311 8%

VCS Contract income recovered to a level that sufficiently funds the capacity investments made to

date (£3.5m).

Pay Highlights / Key Issue

The Trust received full funding from WG during 2023-24 for the recurrent impact of the 1.5%
(c£1.2m), 5% (c£3.5m) AFC consolidated pay award which was processed in July, and the Medical
Pay award paid in October (c£0.7m). However, whilst the Trust received full funding to support the
pay award during 2023-24 WG are yet to confirm whether the allocation was provided on a
recurrent basis, which if not confirmed during 2024-25 could lead to an underlying shortfall being
carried into next financial year.

During the period the Trust received full funding for the one off recovery non-consolidated pay
award which was paid in June.

A number of posts in VCS and WBS were recruited at risk to create additional capacity required to
respond to the Covid activity backlog and service developments without certainty around LTA
income pending activity undertaken or FBC funding approval by WG and Commissioners. Work
will continue into 2024/25 to update the likely cancer activity demand forecasts and associated
income to help mitigate the financial risk exposure.
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On top of the savings plans VCS (£0.450m), WBS (£0.450m) and Corporate (£0.150m) hold a
recurrent vacancy factor target, which was achieved during the period ensuring that the overall
Trust financial position was achieved for 2023-24.

Non-Pay Key Issues

Each Division holds both a general reserve to meet unforeseen costs and a savings target / Cost
improvement Plan (CIP). The Trust IMTP savings target for each division was set as VCS £0.950m,
WBS £0.700m and Corporate £0.150m for 2023-24.

4.2 Pay Spend Trends (Run Rate)

As of March 2024, the current staff in post is 1,603 WTE, (119 WTE increase from the 1484 WTE
as at April 2023). The current number of vacancies is 50 WTE, which represents a vacancy rate of
3.2% (4.1% February) against the budget of 1653 WTE. The vacancy gap is largely being met by
the use of agency staff or overtime and is also supporting each Divisional vacancy factor savings
target.

Vacancies throughout continues to reduce, particularly due to the recruitment of 17wte Nurses
during February via the international recruitment scheme. The reduction in vacancies can be seen
in the historic trend as demonstrated in the chart below which covers from April 2022 to March
2024:

Changes in Total Vacancies by 2022-23 to 2023-24
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The total Trust vacancies as of March 2024 is 50wte (February 67wte), VCC (25wte), WBS (8wte),
Corporate (7wte), R&D (6wte), TCS (2wte) and HTW (2wte).
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Changes in Vacancy rate (%) 2022-23 to 2023-24
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Per the IMTP the Trust has been reducing the reliance on agency throughout 2023-24 by recruiting
staff required on a permanent basis. The Trust has been transitioning the Radiotherapy, Medical
Physics and Estates staff into substantive positions within the Trust, which is following investment
decisions in these areas, with expectation that some costs will maintain in the short term to support
where there continues to be vacancies. Agency within Admin and Clerical are largely supporting
vacancies and whilst there is ambition to fill these posts, recruitment issues and sickness levels
may continue to prove challenging.

Per the IMTP The Trust is aiming to remove the reliance on agency by the second quarter of next
financial year.

Actual / F'cast Pay Spend 23/24 and Average actual 22/23 &
21/22
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*The spike in pay during June relates to the non-consolidated recovery pay award.

*The Spike in pay during July relates to the 5% AFC consolidated pay award backdated to April 2023.

*The Spike in pay during October relates to the 5% Medical consolidated pay award backdated to April 2023.
* The additional 6.3% pension contribution funded via WG of c£4m explains the surge in pay during March.
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Agency actual / f'cast Spend 23/24 and Average actual
22/23 & 21/22
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The spend on agency for March’24 was £(0.120)m (Feb £0.075m), which gives a cumulative full
year spend of £0.775m (£1.323m 2022/23).

During March a review of agency committed orders was undertaken which resulted in several
receipted orders being identified as no longer being required. This generally occurs when agency
staff leave before their agreed term and the orders need to be closed, consequently a credit is
released back into the revenue position.

Changes in Total WTE 2022-23 to0 2023-24
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Changes in Actual WTE 2022-23 to 2023-24
By Division
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4.3 Non-Pay

The Average non-pay spend for 2023/24 was £9.9m per month which is a £1.4m increase from
the previous whole year average. Largest movement is in drug spend which has increased by
£10m in total or £0.9m average per month when compared with the previous year’s spend for the
same period. Other notable increases year on year include WBS Wholesaling £3.3m or £0.3m
average per month and depreciation charges of £1.2m or £0.100m per month. Non-Pay
expenditure has significantly increased over the past 2 years (c20%) which has been largely drive
by drug spend, commercial blood products (wholesaling), along with an increase in energy prices

and genera inflation.
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4.4 Covid-19
Covid Programme Costs

Last year there was clear expectation from WG that following issue of their Covid de-escalation
letter that organisations would be extricating themselves from many of the Covid response costs.
Therefore, WG have only committed to cover the financial costs of certain ongoing Covid response
and national programme costs as set out in the Director General of Health & Social Services letter
dated 229 December 2022. These programme costs will include support towards mass
vaccination, and the provision of PPE which will be funded to the Trust based on actual spend
during 2023/24.

The Trust only drew funding from WG towards PPE costs of £0.053m for 2023-24. However, if at
any point in the future the Trust is required to support the LHBs with any further vaccination
programme then it is assumed that funding will be provided by WG to support any incurred costs.

Covid Recovery and Planned Care Capacity

Committed investment in Velindre Cancer Services capacity was a recurrent sum of £3.5m made
in 2021-22 and 2022-23 using WG Covid funding which ceased from 1st April 2023. The income
to fund this additional capacity flows from Commissioners via performance related LTA contracting
income which is dependent on activity levels being delivered above the 2019-20 baseline contract.
The LTAs approved by LHBs in June 2023 included a level of income protection for the Trust.
Recognising the financial pressures faced by the system in NHS Wales, the Trust Board decided
in August to relinquish the income protection arrangements to contribute to the reduction of the
NHS Wales planned deficit. This was formally communicated with Commissioners and transacted
following updated LTAs in September.

The Trust’s Integrated Medium-Term Financial Plan assumed that activity levels may not be
sufficient to recover all the £3.5m investment made to support the planned care backlog capacity.
The final position for 2023-24, however confirmed that the contract activity performance recovered
sufficiently to cover the £3.5m investment.

Whilst the gap in funding has recovered since the IMTP planning stage for this financial year, work
is continuing to review all Covid recovery investment within Velindre Cancer Services, with a view
to understanding the direct capacity related benefits and mitigations such as reducing, removing,
or repurposing these costs.

The Trust established as part of the IMTP a savings requirement of £1.800m for 2023-24, £1.000m
recurrent and £0.800m non-recurrent, with £1.275m being categorised as actual saving schemes
and the balance of £0.525m being income generation.

The Divisional share of the overall Trust savings target has been allocated to VCS £0.950m (53%),
WBS £0.700m (39%), and Corporate £0.150m (8%).

Following an in depth assessment of savings schemes in July, several schemes were assessed
as non-deliverable and RAG rated red. The impacted schemes largely relate to workforce and the
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supply chain with non-recurrent replacement schemes having been identified to ensure that the
overall target is achieved for 2023/24.

Failure to enact several recurrent savings schemes and replacing with those that are non-recurrent
in nature has removed the underlying surplus of £0.391m position that had been carried forward
from 2022-23.

Service redesign and support service structures continue to be a key area for the Trust where it is
focusing on to find efficiencies in the ways we are working, ensuring the appropriate staff are
undertaking each activity. Whilst this remains a high priority the ability to enact change has been
challenging due to both the high level of activity growth and sickness limiting the capacity of service
leads to implement changes.

The procurement supply chain saving schemes have again been affected by both procurement
team capacity constraints and current market conditions during 2023-24, where we have seen a
significant increase in costs for both materials and services. Whilst delivery was not achieved this
year work will continue with procurement colleagues to identify further opportunities to deliver
savings through the supply chain as we move into 2024-25.

It is extremely important that Divisions continuously review and monitor their current
savings schemes, and where risks to delivery or significant variances are identified that
alternative schemes are implemented, or mitigations put in place to ensure that the Savings
target is met each year.

13
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lvcs TOTAL SAVINGS | gs0| | 950| of
100%
|WBS TOTAL SAVINGS | 700| | 700| of
100%
| CORPORATE TOTAL SAVINGS | 150 | 150| of
100%
|TRUST TOTAL SAVINGS IDENTIFIED | 1,800| I 1,800| 0|
100%
Establishment Control (N/R) (Corporate) ‘ 75 75 0
Procurement Supply Chain (R) (WBS) (0] (100)
Collection Team Costs Reduction (R) (WBS) 10 10 0
Collection Team Costs Reduction (NR) (WBS) 8 8 0
Establishment Control (R) (WBS) 60 60 0
Reduced use of Nitrogen (R) (WBS) - (0] (55)
Reduced Research Investment (R) (WBS) 25 25 0
Stock Management (NR) (WBS) 125 125 0
Reduced Transport Maintenance (NR) (WBS) 30 30 0
Demand Planning - Volume Driven Benefits (NR) (WBS) 137 137 0
Service Workforce Re-design (R) (VCS) - 0 (50)
Establishment Control (NR) (VCS) 175 175 0
Non Pay Controls - Rationalisation of Service (NR) VCS 150 150 0
Reduction in use of Agency - Radiation Services (R) (VCS) 125 125 0
Reduction in use of Agency - Radiation Services (NR) (VCS) 50 50 0
Procurement Supply Chain (R) (VCS) 0 (100)
Total Saving Schemes 1,275 970 (305)
Bank Interest (R) (Corporate) 75 75 0
Sale of Plasma (R) (WBS) 150 150 0
Expand SACT Delivery (R) (VCS) 200 200 0
Private Patient Income (R) (VCS) 50 50 0
Private Patient Income (N/R) (VCS) 50 50 0
NEW Medicines at Home (N/R) (VCS) 150 150
NEW Sale of Plasma (NR) (WBS) 155 155
Total Income Generation 525 830 305
TRUST TOTAL SAVINGS 1,800 |  1,800] 0
100%
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Cummulative monthly savings achieved compared to target

Aug
July
June

May

April
£500,000 £1,000,000 £1,500,000 £2,000,000

(52
o

B Cumulative Achieved Savings B Cumulative Target Savings

5. Reserves

The financial strategy for 2023-24 enabled the establishment of a recurrent and non-recurrent
reserve to support the Trust transformation and delivery 