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Discharge to Recover then Assess model
Digital Health and Care Wales

Did Not Attend

Delayed Transfers of Care

Escherichia coli bacteraemia

Emergency Department

Early Supported Discharge

Follow-up Qutpatients Not Booked

Health Inspectorate Wales

Integrated Medium Term Plan

Infection Prevention and Control

Klebsiella sp. Bacteraemia

Learning Disabilities

Locally Reportable Incidents

Local Primary Mental Health Support Service
Multidisciplinary Team

Methicillin-resistant Staphylococcus aureus
Methicillin-susceptible Staphylococcus aureus
Non Obstetric Ultra-Sound

Office for National Statistics

Out of Hours

Pseudomonas aeruginosa bacteraemia
Personal Appraisal and Development Review
Primary Child and Adolescent Mental Health Services
Prince Charles Hospital

Patient Initiated Follow Up

Princess of Wales

Public Sector Payment Performance

Putting Things Right

Pressure Ulcers

Quality Impact Assessment

Quality Improvement Measures

Royal College of Surgeons

Rhondda Cynon Taff

Royal Glamorgan Hospital

Referral to Treatment Times

Staphylococcus aureus bacteraemia

Speech and Language Therapy

Specialist Child and Adolescent Mental Health Services
Single Cancer Pathway

Serious Incidents

See on Symptom

Sentinel Stroke National Audit Programme
Welsh Ambulance Service NHS Trust

Welsh Clinical Portal

Welsh Government

Welsh Health Specialised Services Committee
Welsh Patient Administration System

Ysbyty Cwm Cynon

Ysbyty Cwm Rhondda
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1. SITUATION/BACKGROUND

WAL

1.1 This report sets out the UHB’s performance against the Welsh
Government’s (WG) Performance Framework and other priority
areas for the UHB.

1.2 The report is intended to provide an ongoing assessment of the
UHB’s progress in delivering the Ministerial and Health Board’s
priorities as described in our Integrated Medium Term Plan,
concentrating on areas of greatest priority and those areas where
a significant change in performance has been observed, rather than
a full discrete evaluation of all measures.

Quadruple Aim Strategic Scorecards continue to be included in
section 2.1 of this paper, in order to provide visible and robust
assurance to CTMUHB Board and its Committee’s on delivery,
facilitating scrutiny and challenge progress against performance on
a regular basis.

The Quadruple Aim metrics endorsed by Welsh Government will
continue into 2023/24, reflecting the Ministerial priority areas of
focus. In the interim, whilst the performance framework for this
year is being finalised, we will continue to report against 2022/23
measures: https://gov.wales/nhs-wales-performance-framework-
2022-2023

2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING
(ASSESSMENT)
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2.1 The UHB’s strategic assessment of progress towards delivery of the NHS Wales Quadruple Aim are shown

below:
Quadruple Aim 1: People in Wales have improved health and well-being with better prevention and self-management
. Key: Target Achieved Target Failed
Performance Measure Target Key: ~—© Trend ---Target/Trajectory Latest Position
- Percentage of babies who are exclusively breastfed at 0%
5 10 days old Annual - T T = Provisional
£ |(please note that the data for 2022/23 is provisional & 0% ° 17.4%
7] . . . Improvement 10% 2022/23
wo |locally sourced and will be subject to change with formal
(1] . . 0% -
g publicati O”) 2019/20 2020/21 2021/22 2022/23
p=
4-' - . Ty .
'En Qualitative report detailing progress against the Health Evidence of
g Boards’ plans to deliver the NHS Wales Weight Improvement Majority on track, but scope to improve N/A Apr-Aug 2022
Management Pathway
An annual 30% 15.4% is the
W% O—o—o baseline with
Percentage of adults (aged 16+) reporting that they reduction towards | 1g% Rl T .
. X X See-—— annual reduction 2021/22
currently smoke either daily or occasionally a 5% prevalence 0% . ; ; —— ¢ tf
I T S . TR TR - SR N, S argetrrom
rate by 2030 &\\N ,@\)" '&\." ,‘9\1' q)\'\, qr}.\"' ,‘-,’,\q' ,“u.\'" ,\(y\"' ,E,\q' ,{,\\“’ ’ﬁ,\’\, ,19\“" 2022/23
oo 10%
c
X |Percentage of adult smokers who make a quit attempt 5% GEsss===== e
o |P 8 t ! q Pt | 5% Annual Target | ° 3.18% Q1-Q3 2022/23
€ |via smoking cessation services
o Qi-aa Qi-o4 Qi-as
2020/21 2021/22 2022/23
Implementing Help Me Quit in Hospital smoking Evidence of
cessation services and to reduce smoking during Improvement Majority on track, but scope to improve N/A Apr-Aug 2022
pregnancy
Percentage of patients (aged 12 years and over) with 4% .
diabetes achieving all 3 treatment targets in the . 32%
. 1% annual increase | 5 -
preceding 15 months: . o
" P from baseline data | 28% ° 28.4% 2021/22
<+ Blood pressure reading is 140/80 mmHg or less £2020-21 26%
H < Cholesterol values is less than 5 mmol/I (<5) ° ) 2% '
5 <+ HbA1c equal or less than 58 mmol/mol or less 2018020 2020724 2oz
o
.E 40% 5
(=] A quarterl so%  © ==~ o =wa
Percentage of patients (aged 12 years and over) with im r:vemen‘: of |2 R—" o o RN
O
diabetes who received all eight NICE recommended P R 10% 36.3% Q3 2022/23
2.5% against a 0%
care processes baseline of 2020-21 A @ B MA@ e g e e
20/21 21/22 22/23
s0
. . 400 S~ OO e ————
(] European age standardised rate of alcohol attributed . o & —————=TT0
@ P ge s e ) . 4 Qtr Reduction | 3@ St o
= hospital admissions for individuals resident in Wales Trend 200 313.4 Q2 2022/23
E (episode based) R N T e ‘
20/21 21/22 22/23
S
c 100%
-E Percentage of people who have been referred to health 4 Qtr Improvement 80% o ,9"Q" S
2  |board services who have completed treatment for Tp d z: oo O Eenem 86.2% Q3 2022/23
Vv lalcohol misuse ren Q1 02 03 o4|Ql Q2 03 04|aQl Q o3
20/21 21/22 22/23
100%
. . 98% o o) o o ° O (e} ° o ° °
Percentage of children who received 3 doses of the T mm e e e
hexavalent '6 in 1' vaccine by age 1 92% e
ol @2 0 |0l @ 0 o |Ql @
20/21 21/22 22/23
2 95% o Q3 2022/23
.0 o T S S o
™ |Percentage of children who received 2 doses of the 2% ° °© o900 91.5%
g MMR vaccine by age 5 88% =
o Q @ 0 M| @ @ M la @ a3
g 20/21 21/22 2/23
80%
Percentage uptake of autumn 2022 booster dose of the e TTTTTTTTTTTTTTT T
COVID-19 vaccination in all eligible Wales residents 75% gx ° © °© ° 67.0% Mar-23
(data reported is cumulative) 55%
Dec-22 Jan-23 Feb-23 Mar-23
Percentage of eligible people aged 25-49 who have ii ...............
participated in the cervical screening programme within 80% T o . o
the last 3.5 years and eligible people aged 50-64 within g:
the last 5.5 years 2019/20 2020/21
oo 70%
g Percentage of eligible people who have participated in 65% ©
8 the bowel screening programme within the last 2.5 60% 60% S==SCememceaaa- 66.7% 2020/21
o ears 55%
S v 2019/20 2020/21
90%
Percentage of women resident and eligible for breast 70% Cmmm———————————
screening at a particular point in time who have been 70% 50% o 43.6%
screened within the previous 3 years 30%
2019/20 2020/21
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Quadruple Aim 2: People in Wales have better quality and more accessible health and social care services, enabled by digital and supported by

engagement
. Key: Target Achieved Target Failed
Performance Measure Target Key: —o-Trend ---Target/Trajectory __
Latest Position
. . 100% 00 ————— e — -
Percentage of GP practices that have achieved all 90% o
standards set out in the National Access Standards for 100% 80% 98% 2021/22
70%
In-hours 50 . @
2019/20 2020/21 2021/22
, As outlined inthe | 2
Number of Urgent Primary Care Centres (UPCC) Health Board’s i 2
. . . . ea oara's >IxX 1 ] o] o] o @
g established in each Health Board footprint (i.e. both Goals P 0 1
oals Programme
O |UPPC models) g @3 ‘ o a1 ‘ a2 ‘ a3
2 Plan 21/22 22/23
g 4,000 o
3,000 o]
£ . . 2,000 o
Number of new patients (children aged under 18 years 1,000
E P g v 3,090
. . 0
8 accessing NHS dental services a1 az 3 !
od 2/23
= Q3 2022/23
(1] 8,000
£ . 4 Quarter e @ ®
‘= |Number of new patients (adults aged 18 years and 2,000 o
a ing NHS d | . Improvement o 6,085
over) accessing ental services Trend @ @ o
22/23
36,000
34,000 =
. L. . . 32,000 ® @
Number of existing patients accessing NHS dental 30,000
. 28,000 31,441
services a @ -
22/23
100% O-0-0 ]
. v e 00% TS e - PPN AR, S

% of Out of Hours (OoH)/111 patients prioritised as 0% - pomeesr hd

P1CHC that started their definitive clinical assessment 90% ;g; e 98.7% Jan-23

within 1 hour of their initial call being completed SRR YYNYYNYYYNYRa
EF53SsiE 4535553555535
€TSS " qw0zo0=~u3adsS"gmw0za0=

1.5%
o A — e S
Percentage of total taken t i 4Quarter | 0 © T ’
ercentage of total conveyances taken to a service 0.5%
& Y Improvement 1.0% Q3 2022/23
other than a Type One Emergency Department 0.0% - -
Trend s|alsleslas|alsls
20/21 21/22 22/23
7 days a week, 12
Qualitative report detailing progress against the Health | hours a day Same
Boards’ plans to deliver a Same Day Emergency Care Day Emergency | Majority not on track & improvement needs to
. N/A Q2 2022/23
Service (12 hours a day, 7 days a week) across all acute | Care across 100% be made
sites of acute sites by
April 2025
80%
. . . 60% e

% of patients who are diagnosed with a stroke who 40.9% 0% mmmmmmmmmemmmmm———m——————————

have a direct admission to a stroke unit within 4 hours | (SSNAP Quarterly 2;: P0Ta, 0009%0,4,0% 00, 000" Pog PO 17.5% Mar-23

of the patient’s clock start time Average) 289883 Fgdgaggdygdgg
2578883528382 5288%3

1000 o o e e e e e e e
. . . 90% Sogq
% of patients who spend less than 4 hours in all major gg: Gooq oo .
. . - ©oe.

and minor emergency care (i.e. A&E) facilities from 95% g% 2050090000000 %00,00C 66.1%

arrival until admission, transfer or discharge 88888 sgrRgdgdyNyyyL
Es5 Y8345 rsegs59888s

2 <2 Zo0ad g3 Focoadai Foad
]
o 3,000
(o]
> |Number of patients who spend 12 hours or more in all 2,000 - 00000000000000000 oo
. . . - 1,000 000y o0
5 hospital major and minor emergency care facilities Zero 0 000000 0g®? 1,738
2 \from arrival until admission, transfer or discharge Q8 Gl e83gs ol SR3gd 3 B~ R
L 4 4 L S & L o 8 L

£ §328385538288253888¢% p—
(i} 30
?. . . . . 0 000000000000-9“3"0'9'0‘5-0-0—0000
c Median time from arrival at an emergency department |12 month reduction| 0 © 14
7] . e
oo |to triage by a clinician trend A A A
— R L R R R R N R R
> R HE I T L

100

ol o]

s oo 0o e, Of—oo"o A T

Median time from arrival at an emergency department |12 month reduction o - 60

to assessment by a senior clinical decision maker trend L A L B S A A
R R R R
255375585858 5255375554883z5¢2

30%
25% o0,
. <

% of patients (age 60 years and over) who presented 12 th ig% o

. . . e mon

with a hip fracture that received an orthogeriatrician . % 600000 Ty OO0 m === 20.7% Jan-23

0% T RO
ithin 72 h improvementtrend) g g 2 i s g gnR ARy SR D

assessment within 72 hours 233833333 EYLELRGYE

=4z 2 s s " awz S8 s "8z 8
15%
10% ==——————cc—c—ccc—cccc——————————————

% of stroke patients who receive mechanical 5%

P 10% P SO N S 0.0% Feb-23
thrombectomy R EEEEEEEERERE:
80%
70% g mmmmmmm—mmmmmmmmmm——————a
- . 60% o_oe

% of emergency responses to red calls arriving within 65% o] R 00000000000000000 0008 45.5%

(up to and including) 8 minutes 0%~ ——
5985855395339 883883
$578882538882528483:% Aor.23

1,500 Pr-
1,000 oo sooeely o % fg
a0

Number of ambulance patient handovers over 1 hour Zero s00 cond © 000000000 952

S A N A A ]
5578833578835 5288¢:%
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Quadruple Aim 2: People in Wales have better quality and more accessible health and social care services, enabled by digital and supported by

engagement
. Key: Target Achieved Target Failed
Performance Measure Target Key: —o-Trend ---Target/Trajectory —
Latest Position
1,100
. el o} O o
Number of people admitted as an emergency who | T embmear ol T
. . . 12 month reduction| 70
% remain in an acute or community hospital over 21 days trend 500 761
. . . ren r T T T T T T T T T T T T T T T T 1
E since admission AR RAASYNAAARSSRYRA
< §888535253523358838+:¢
F " Feb-23
a 0% o pmpmi e P Qe SEDIRL O gug e Ty
. . 40%
0; % of total emergency bed days accrued by people with |12 month reduction| ;. 52.9%
3 a length of stay over 21 days trend A RAANSYNBANNSNARRD
c 80%
v 60% o
= wy TEE === " -o-c-c-“m%m-e---ﬂ-““
&  |% of stroke patients that receive at least 45 minutes of 50% 20% 00000 53.8% Fab-23
speech and language therapy input in 5 out of 7 days e o . S S s
r}l r}l r}l r\ll r\ll N oA o r}l N NN Lo I |
2888338485328 8%
90%
. o o Imorovement mmcemcmccccccccceccccccaccaaa.
% of patients starting first definitive cancer treatment trai :c ¢ q o 0000000 A o®®®%060 o o 0 o
i . . rajectory towards | so% o8 Pl Bo 0.0 P
within 62 days from point of suspicion (regardless of lt' Tt tof | % ° 0 707000 49.0% Mar-23
a na Iona ar e ° T T T T T T T T T T T T T T T T T T
the referral route) . 8 EEREEEEEEEEEEERE R
B0%by2026 | 35S iEriisifrfiisdc
4,000
! [e]
Improvement | 300 00070800700000a20 2020000000
. . . 2000 >0000¢ Rt D
Number of patients waiting over 8 weeks for a trajectory towards | ' 2902
diagnostic endoscopy a national targetof| + ———~—7 ¢+ v+ 7+ !
bvMarch2026] S50 587TASIANINANNLR
7ero by Marc
20,000
Q
12 month reduction| 100 oooooo000000000000000009‘0“0‘?-0-?.000 oo
Number of patients waiting more than 8 weeks for a 5 000 @ S=-
ifiod di " trend towards zero | > t 15,724
S ec' |e |a nos |c . r T T T T T T T T T T T T T 1
P 5 byspring2024 | §955857977755038788
i 538 ega538ega553%8088a
€S g0 0udadas g0 nouadsgO0oudg
2,000
. 500 9708,
. . 12 month reduction| ;o0 o4 vol 000
Number of patients waiting more than 14 weeks for a 500 %900000g 00@® T Tm=an L
. trend towards zero L 000000 - 1,185 Apr-23
Spec|f|edtherapv . 0or—7—TT T T 77T T T T
by spring 2024
5578835588383 :78335%
25,000 oo
v Improvement | 20000 o 00000 meew T " Ng
. 15,000 Noop
§ . - trajectory towards | 10,00 N
Number of patients waiting over 52 weeks for a new L 5 000 N
B toatient intment eliminating over | * o 14,467
ou a Ien a oln men . T T T T T T T T T T T T 1
S S2weekwaitsby | 5 & 8 8 84 % 8 4 4 § 8 4 &
. s 5 95 8455 535384 s
Y June 2023 <5 208w < 200w g
a
g 40,000 R
o
B |Number of patients waitine for a foll toatient | NatiONal Target of VIO oo000000000000000a000270000F
umber of patients waiting for a follow-up outpatien . 20,000 000 SSem.el
Y ) P € . poup Redction by March 35,795
W |appointment who are delayed over 100% 0,00 —————— 7 —
0O 00 00 ™ M M o ™ o NNy Ny Mom
2024 I I B I L S
5578855538853 %5388¢8%
100% & cccccccccccccccc e e e e—.
% of ophthalmology R1 appointments attended which % % A
I . e - 60% 00009 00000000000000000000000000
were within their clinical target date or within 25% 95% 0% 62.0% Feb-23
beyond their clinical target date SR8 AR ENNYYINAR
EEYE g 855285855883
45 g0 0uadSg00udgsg00u
15,000 oe
Improvement ;0000 ol i )
) o 0‘0
Number of patients waiting more than 104 weeks for | trajectory towards | 5,000 o o 90 6.020
. 000 y
referral to treatment anational targetof | O 7T
LR L LR D L L L K
zerobylune2023 | 5riziygiiizzEiziiEiiais
60,000 o
Improvement 40,000 OOOO0000000000000000.02_?.0-0-0220.9
Number of patients waiting more than 36 weeks for trajectory towards | 29,000 »°° 4.300 Apr-23
. @ =
treatment anational targetof|, o~ v v !
SERSRAAFIAANATASFIR
zero by 2026
5% o
Improvement 0, -
: 50% 00000000000000.600800 5560600000
. . trajectory towards 00700 o
% of patients waiting less than 26 weeks for treatment J , y 50.5%
anatlonaltargetof B — T T T T T T T T T T T T T T T
0 NSRS ARIAIINANFA]
95% by 2026
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Quadruple Aim 2: People in Wales have better quality and more accessible health and social care services, enabled by digital and supported by
engagement
. Key: Target Achieved ‘ Target Failed
Performance Measure Target Key: —o-Trend ---Target/Trajectory —
Latest Position
6
Rate of hospital admissions with any mention of . o
intentional self-harm for children and young people Annual Reduction | | ° Tt 4.02 2021/22
(age 10-24 years) per 1,000 population o
2019/20 2020/21 2021/22
100% o A P2
. - . 0% == PR e g e e m e IS Y- =A
% of patients waiting less than 28 days for a first jg; 0a® 2o f? 00000 o’ \
outpatient appointment for Specialist Child and 0% beod 36.4%
Adolescent Mental Health Services (sSCAMHS) S8sesggdgggyNYygyya
553388550388 555383
5 g 0O puads g0 o0udsqg90a0uw
100%
. 0% medeccccccccccccccccccccaeaa=.
% of mental health assessments undertaken within (up :gg: \ po, o P00
3 . . 2
to and including) 28 days from the date of receipt of 80% 20% agf W beee®” ¥ Ba od oy 20.7%
referral (for those age under 18 years) 2R828 g NAgyyygygq
55 YL 8455988559884
<3 300 dac3F0adc2 IOl
100% ° a o
. . s et o ey v g v
% of therapeutic interventions started within (up to and oo e * Tegty Ve Pee
. . . e o Q [e]
including) 28 days following an assessment by LPMHSS zg;’. y ° ooy © 34.6% Mar-23
(for those age under 18 years) ] R EEEEEEE
555388550388 5553 83
€ 2 g 0O pouads g0 p0ugs3g900uw
100% ©8000. [eeTe]
. . . 80% ““Qo'o"'w';'o'tv""b' """ S il
% of health board residents in receipt of secondary 0% o8 o~ boq
mental health services who have a valid care and 90% ;g: ©000p0 83.7%
treatment plan for those age under 18 years 2R8 98N NRANNYNYRYS
B8 9584555538558 %8¢84%
<5 g 0o0uwuadasgO00ud<s g 00w
100%
BOY o
o . - ot
% of children and young people waiting less than 26 e 000000000000000000000000000000000 o
weeks to start an ADHD or ASD a neurodevelopment 80% 20 @ 31.9%
assessment RN T R TR R TR N I B T B R R
s59 5385598885525 583
d S g 0 pduad s g0 0udgs 3000
ualitative report detailing progress to develop a Evidence of
Q P 6 progre: P On track N/A Apr - Aug 2022
c |whole school approach to CAMHS in reach services Improvement
=]
(
[
I 100% mecccccccccccccccccccmm—aa m=e
T |Percentage of service users (adults aged 18 years and 80% . =
gt . _— . 60% o
5 over) admitted to a psychiatric hospital between 09:00 95% aow Sa_O, o° Ao 't o 93.2%
. . v .
S |and 21:00 hours that have received a gate-keeping ? 2% T 2 B A A A :
assessment by the CRHT service prior to admission R R R T Y
s "quwl0zo~usass " qwO0zo~u 3
Percentage of service users (adults aged 18 years and 1$ SASSSSSSARERRAREE "2
. oL . o
over) admitted to a psychiatric hospital who have not 60% °
received a gate keeping assessment by the CRHTS that 100% 40% 75.0%
. 20 —m———————r—T T 7T T T T T TT T T T T T
have received a follow up assessment by the CRHTS HRESISESSYSY YNNI YIRnNg
within 24 hours of admission 2553 585353555535 3838538
100% 0000000000 ° Ooo 000009 .
% of mental health assessments undertaken within (up z: CEE °'O'c'03°’ e A
to and including) 28 days from the date of receipt of 0% o 84.0%
referral (for those age 18 years and over) 2 ; 23331 E PRI E PRI Mar-23
€ S g 90w g00ugs 300
1;:: L o0 OODODOOOOO oo _ga
% of therapeutic interventions started within (up to and o 000" Pay o d 8 °
. . . R
including) 28 days following an assessment by LPMHSS 80% 0% 88.6%
(for those age 18 years and over) SRS S8SgAgdIAyYYYINYR
5§ PL 89552888558 258483
€5 g0 0uadasSsgO00oud=sqg00u
100%
80% QQ.UB ..... PR TC T = —— soo--m--
% of patients waiting less than 26 weeks to starta 60% 00e®®° © o0y e
. . T o0 -2 /0
psychological therapy in Specialist Adult Mental Health A
IS SAR SNSRI R Y
32 370a0dac3ioadac2g0ad
100%
o . . . 95%
% of health board r.esmlents in receipt .of secondary 0% '"’580'0'0';"o'on""mw"'t?'oﬁ"o'o'ﬁ’%'o
mental health services who have a valid care and 90% ii ©o *Se? oo g 87.6%
treatment plan for those age 18 years and over 'g ] 'a 'a, ‘ﬁ. ‘:,' 'r,' ‘a,' 'r,' 'a,' ‘:,' : ':, ‘H, ‘x, '2, o 'z,
Esb588555584552883
€S g0 pou<s5 g9 0u<S g9
Qualitative report detailing progress to improve
dementia care (providing evidence of learning and Evid ¢
development in line with the Good Work — Dementia vidence o Majority on track, but scope to improve
. . . Improvement
Learning and Development Framework) and increasing
access to timely diagnosis
y clag N/A Apr - Aug 2022
7]
w U I - .
£ i |Qualitative report detailing progress against the Evid ¢
=N, . ) ) vidence o . .
= ‘o |priority areas to improve the lives of people with Majority on track, but scope to improve
T m . T Improvement
U wu |learning disabilities
=)
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Quadruple Aim 2: People in Wales have better quality and more accessible health and social care services, enabled by digital and supported by

engagement
' Key: Target Achieved Target Failed
Measure Target Key: —o-Trend ---Target/Trajectory —
Latest Position
100
g O
o—0—0 Ca--
Cumulative number of laboratory confirmed 58 » ‘#_0__&__9__9--‘2----" -
bacteraemia cases: Klebsiella sp 0 ;,' N N N N N 8 NN & B o®
i E 5§ 3 H $ 3 zg § 5 3 g Cumulative
@ Numbers
pes ———" o Apr to Mar 2023
Cumulative number of laboratory confirmed 92 x ° _O___O__f_..o_--------""‘" 40
bacteraemia cases: p. aeruginosa o=
< 5 & T & o 0 z o = u Z
100 O @@ Poa— o—0——0. o O o 0
o . ) ) o Tttt
5 |Cumulative rate of laboratory confirmed bacteraemia | 67.00 per 100,000 84.92
g cases per 100,000 population: E.coli population 9 8 8 &8 8 8 9 84 8 @90° 9 9m
(&) 5 & &£ 3 & &2 5 3 § £ & 5
c < s = = I [ o = (=} - w s
2 &
4=
8 40 o000 OO .
= Cumulative rate of laboratory confirmed bacteraemia | 20.00 per 100,000 | 20 ===---ececcccmcmcc e e e e e c e 22.68 Cumulative Rate
— |cases per 100,000 population: S.aureus bacteraemia population e ' Apr to Mar 2023
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Quadruple Aim 3: The health and social care workforce in Wales in motivated and sustainable

. Key: Target Achieved Target Failed
Performance Measure Target Key: —e—Trend ---Target/Trajectory —
Latest Position
10% N
O Q
12 Month 2% 0900000000 _s0q0™s’ ¥ 03"390’"%0
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Quadruple Aim 4: Wales has a higher value health and social care system that has demonstrated rapid improvement and innovation, enabled

by data and focused on outcomes

. Key: Target Achieved Target Failed
Performance Measure Target Key: —e—Trend ---Target/Trajectory =
Latest Position
16% reduction in | 120 /
100
carbon emissions | =0 e T L
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Never Events & Serious Incidents
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Number of Never Events — April 2023

Distance (Days)

Occurrence & Length of Time (days) between a Never Event

250
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6 days
0 o . | 18 e Ry — . . | . ;
Mar-20 Jun-20 Sep-20 Jan-21 Apr-21 Jul-21 Oct-21 Feb-22 May-22 Aug-22 Dec-22

@ Never Event

Nationally & Locally Reportable Incidents

0

Never Events are serious, largely preventable patient safety incidents that should not occur if the available preventative
measures have been implemented and learning from what goes wrong is crucial to preventing future harm.

There were no Never Events reported in April, with the last occurrence being 13" October 2022 (formal reporting
submitted December 2022) relating to a wrong side surgery. The investigation has been allocated to a senior
ophthalmology consultant and is ongoing.

In total, 3 reportable events have been observed during the past twelve months, as detailed in the chart to the left.

Number of Nationally Reportable Incidents — April 2023

Number of Locally Reportable Incidents — April 2023
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Number of Patient Safety Incidents — April 2023
2,160

Throughout April 2023 there were a total of 2,160 incidents reported on Datix Cymru across the Health Board, of which,
1,917 (88.8%) were reported as the patient/service user being the person affected. Of these, 18.6% (357) of the patient
safety incidents were reported as resulting in moderate, severe harm or death.

During April, 3 Nationally Reportable Incident notifications were submitted to the NHS Delivery Unit (NRIs are detailed in
the table below). A Nationally Reportable Incident is presented based on the date the notification was submitted to the
Delivery Unit. As a result of this, the increase in November and January is reflective of the submission of legacy
ambulance delays that occurred prior to the reporting period. November 2022 submissions relate to delays that occurred
between 28.06.21 and 28.10.22. January 2023 submissions relate to delays that occurred between 08.09.22 and
21.09.22. Four were reported from the legacy incidents and 2 were reported from the new joint review process. It is

anticipated that these incidents will be downgraded following the completion of the review by the Health Board’s
Multidisciplinary Panel.

Type of Nationally Reportable Incidents May-22 Jun-22  Jul-22  Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 Total
Admission / Transfer / Discharge 2 8 1 5 1 17

Pressure Damage 1 3 1 1 2 2 2 2 1 15
Treatment, Procedure 1 1 2 1 3 2 1 13
Delays 2
Slip, Trip or Fall 1 1 2
Clinical Assessment, clinical diagnosis 1 1 2 1 1
Maternity adverse occurrence 1 1 1 2 1
Patient/Service user death 2 2 1 1
Behaviour (including violence and aggression) 1 2
Medication 1 1 1
Safeguarding 1 1 1
Monitoring/Observations 1 1
Diagnostic Testing - Radiology 1
Records, Information 1
Staffing 1
Transport 1

PP PP PNWWW D BRN

Accident, Injury 1
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Complaints & Compliments

Complaints
Number of formal complaints managed through ‘Putting Things Right’ — April 2023 % formal complaints response within 30 working days — April 2023
52 40.7%
Number of Formal Complaints (standarised by days in month) CTM - % Formal Complaints Response within 30 Working Days
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During April 2023, 52 formal complaints were received within the organisation and managed in line with the ‘Putting Things The proportion of complaints responded to within 30 working days improved from the previous month to 40.7%. However
Right’ regulations. The chart above indicates a sustained change from December 2021 and volumes this month falling compliance has remained below the current mean for the past six months and remains well below the WG’s target

below the current mean of 81. threshold of 75%. This is due to the number of historic cases open over 30 working days and a focus on closing these
older cases down.

For those complaints received during April, the top five themes relate to clinical treatment/assessment (33), discharge
issues (4), attitude & behaviour (3), medication (3), referral & “other” issues (2) apiece.

A trajectory for the closure of historic cases open for more than 30 working days has been devised and is reported

R e e e e L e e e e L A e TR T ARGl through the weekly executive Patient Safety meeting, with the focus on balancing the priorities of closing historic cases
Clincial treatment/Assessment 51 36 54 44 55 40 32 29 60 44 47 33 | 525 | whilst ensuring we meet the 30 working day target for new complaints received.
Communication Issues (including Language) 9 5 4 1 5 3 11 1 9 9 14 1 72
Attitude and Behaviour 4 2 7 2 > 4 10 2 8 4 8 3 86 The early escalation process via the triumvirate teams is proving beneficial and it is felt that once this process is fully
Appointments 5 5 4 4 4 3 9 3 5 2 5 1 50 . . . . .
Discharge Issues 5 3 1 5 3 1 > 1 2 A s 2 a1 embedded, this will bear fruit on the complaints compliance.
Medication 6 3 1 3 3 8 6 0 4 0 0 3 37
Patient Care 0 0 0 4 4 7 4 4 7 3 0 0 33
Admissions 2 0 4 2 2 1 3 0 1 0 3 0 18
Referral 0 0 3 5 1 0 0 1 2 1 1 2 16
Other 0 0 1 2 2 2 0 1 1 3 1 2 15
Compliments
Number of compliments — April 2023
4
uberol Conplnis R | Provisionally, during April there were just 4 compliments recorded on the Datix system, with the twelve month average equating to 70 compliments per month.
o Work continues to raise awareness of the Civica system amongst staff across the Health Board and to encourage an uptake of feedback from patients, families
and carers alike.
200 . . . . " .. L .
g The team have looked to redesign the ‘have your say’ cards to ensure there is a continuation of the recognition of the Civica system linking to the posters containing
| the QR codes that were distributed across the HB last year. The team is also looking at how they can explore different avenues to embed patient feedback as
P om part of the patient’s journey/interaction with acute/community services. This includes considering how the use of the Text & Remind/SMS service, which is within
§ the Patient Contact programme, can be extended as a potential solution.
0
g = Volunteer Patient Feedback Teams are now in place in Princess Of Wales and Prince Charles Hospital to promote the use of the system and to facilitate patient
feedback. During April we saw a drop in the number of ‘Have Your Say’ returns completed - 19 against 63 from March.
50
The team is working with the Civica software team to look at how we can generate various reports to clearly present the data in a more user-friendly format. This
will be displayed across the wards and departments within the Health Board and should be in place within the next few months.
0 T
Apr22 May22  Jun-22 k22 Aug22  Sep-22  Oct22  Nov22  Dec-22  Jan23  Feb23  Mar23  Apr-23
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Medication Incidents

Medication Incidents

Total Medication Incidents — April 2023
103

103 medication incidents were recorded in April, with the charts to the right
tracking those related to patient safety: the prescribing and administration
errors, of which there were 17 and 40 respectively. Of the 103 medication
incidents reported for April, three of the incidents resulted in severe harm
being caused, 2 as a result of administration errors and 1 attributed to a
medication supply error. One of these incidents was downgraded to no harm
and another downgraded to low harm following investigation. The remaining
incident remains under investigation.

Of the remaining incidents, 71% of the incidents were assessed to have a
moderate/low risk of harm and 25% as causing no harm.

Total number of Prescribing Errors

17

Bwrdd lechyd Prifysgol
Cwm Taf Morgannwg
University Health Board

Total Administration Errors

40

No. of Errors

Number of Prescribing Errors (standarised by days in month)

Daily standardised number of Administration Errors (standarised by days in month)
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Mortality Rates
Crude Hospital Mortality Rates
In Month Crude Hospital Mortality Rate — March 2023 Rolling 12 Month Crude Hospital Mortality Rate to March 2023
2.89% 2.93%
- Crude Hospital Mortality Rate (In-month) Crude Hospital Mortality Rate (rolling 12 month)
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Mortality Rate - Peer Distribution The in-month mortality rate rose marginally to 2.89% during March 2023 and falls just below the current mean of
(rolling 12 month period to March 2023) 2.94%, as seen in the chart top left, with the rate being a little higher than the equivalent period of 2022 (2.61%).
8.5% Analysis shows the primary reasons for admission appear to be associated with respiratory conditions,
- o cardiovascular diseases and malignancies. Around 63% of all deaths for our resident population occurred in
Zg_ 2.5% hospital during this period.
s 2.0%
s
= Heo As can be seen in the peer distribution chart to the left, CTMUHB does have a higher crude mortality rate as a
L0020 provider of services than Welsh peers, which can be interpreted as the UHB having a higher number of deaths in
0:5% hospital than other health boards. A factor in this outlying position is the UHB’s provision of palliative care and
0.0% hospice services.
Cc&V

BCU
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Sepsis Six Bundle
Emergency A&E Patients
% of Patients with a Positive Screening for Sepsis who have received all 6 Elements of the “Sepsis Six” Bundle
within 1 Hour — Emergency A&E - CTMUHB March 2023 — 71.2%

Inpatients
% of Patients with a Positive Screening for Sepsis who have received all 6 Elements of the “Sepsis Six” Bundle

within 1 Hour — Inpatients — CTMUHB March 2023 — 76.5%

20%

% Compliance Sepsis Six Bundle

0%‘ T T T T T T T T
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Emergency patients identified as positive to sepsis requiring response in 24 hrs Inpatients identified as positive to sepsis requiring response in 24 hrs
PCH RGH POW PCH RGH POW

Patients Received Patients Received Patients Received Patients Received Patients Received Patients Received

identified as| Sepsis Six identified as| Sepsis Six identified as| Sepsis Six identified as| Sepsis Six identified as| Sepsis Six identified as| Sepsis Six

positive to within 1 positive to within 1 positive to within 1 positive to within 1 positive to within 1 positive to within 1

Period sepsis Hour Compliance sepsis Hour Compliance sepsis Hour Compliance Period sepsis Hour Compliance sepsis Hour Compliance sepsis Hour Compliance
Mar-22 21 9 42.9% 14 3 21.4% Data not collected during this period Mar-22 2 1 50.0% 1 1 100.0% 15 13 86.7%
Apr-22 52 37 71.2% 19 7 36.8% 19 13 68.4% Apr-22 9 5 55.6% 3 3 100.0% 8 6 75.0%
May-22 17 9 52.9% 21 14 66.7% 10 7 70.0% May-22 8 6 75.0% 5 5 100.0% 23 18 78.3%
Jun-22 35 21 60.0% 15 10 66.7% 6 4 66.7% Jun-22 9 5 55.6% 2 2 100.0% 4 2 50.0%
Jul-22 29 17 58.6% 22 11 50.0% 4 4 100.0% Jul-22 6 6 100.0% 6 6 100.0% 23 15 65.2%
Aug-22 20 9 45.0% 12 10 83.3% 0 0 Nil Aug-22 8 8 100.0% 1 1 100.0% 19 15 78.9%
Sep-22 26 11 42.3% 10 6 60.0% 1 2 50.0% Sep-22 9 5 55.6% 2 2 100.0% 20 18 90.0%
Oct-22 47 21 44.7% 24 17 70.8% 2 2 100.0% Oct-22 19 11 57.9% 17 7 41.2% 7 6 85.7%
MNow-22 29 16 55.2% 12 7 58.3% 0 0 Nil Now-22 15 10 66.7% 4 3 75.0% 12 9 75.0%
Dec-22 15 9 60.0% 30 20 66.7% 3 1 33.3% Dec-22 6 3 50.0% 5 4 80.0% 27 20 74.1%
Jan-23 29 18 62.1% 8 3 37.5% 0 0 Nil Jan-23 8 5 62.5% 7 7 100.0% 8 7 87.5%
Feb-23 29 14 48.3% 11 5 45.5% 11 10 90.9% Feb-23 5 4 80.0% 3 3 100.0% 10 9 90.0%
Mar-23 40 29 72.5% 8 4 50.0% 11 9 81.8% Mar-23 13 9 69.2% 12 9 75.0% 9 8 88.9%
CTMUHB - Emergency A&E Patients CTMUHB - Inpatients
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How are we doing & what actions are we taking?

When is improvement anticipated & what are the risks?

To standardise care within CTM the sepsis screening tool has been revised to risk stratify patients into 'probable’, 'possible’ &
'unlikely’ sepsis which is based on current evidence. The aim of this is to ensure that patients with probable sepsis receive timely
treatment of the sepsis 6 interventions within 1 hour. Patients with possible sepsis require time for further investigation with an
antibiotic decision being made within 3 hours and patients with 'unlikely sepsis' requiring a search for other diagnosis and re-
assessment if their condition changes.

In March 2022* a trial of the revised tool was conducted within our three ED’s. Following positive feedback, the tool was introduced
within all wards in the acute sites in September 2022. ED compliance results are varied across the sites, however the number of
patients identified with either probable or possible sepsis has increased (compliance data is only presented for the sepsis
probable patient group). As the tables illustrate, both the volume and timely delivery of the sepsis 6 interventions for sepsis
probable patients also continues to vary across the three EDs.

On a positive note, compliance in March increased to 71%, the highest achieved since the assessment process changed. The
next phase of improvement is being targeted at identifying patients with potential sepsis at the RGH and POW sites. In RGH, a
sepsis champion to address training and awareness has been established whilst at POW the approach is to revise the process
for recording the data.

The numbers of inpatients identified with probable sepsis has increased since roll-out in the autumn of last year with more forms
being completed by ward staff, however there remains challenges to data completeness within the forms, which is negatively
impacting upon the reported levels of performance.

*(Data pre March 22 represents a different assessment process for sepsis therefore results are not comparable).

The introduction of the new tool and the associated education showed instant improvement in gathering data on cases of

sepsis

. However, compliance has varied across sites due to different factors which are mostly related to the clinical acuity

pressures in the ED’s and also the presence or absence of Outreach staff.

The new sepsis tool is in use on all PCH, RGH and POW adult ward areas (currently excluding Mental Health). There
is ongoing sepsis education for medical and nursing staff via ALERT and acutely unwell patient training days on all sites.
There is monthly reporting of sepsis probable incidence and compliance. The Acute deterioration team are working with WG
and Peers in other HBs to standardise our approach across Wales.

The Risks to this improvement are:

Inability to know the true number of patients presenting to ED with Sepsis (to provide a number to which to aspire
to treat.)

Need to emphasise that clinical tools are just part of wider clinical judgement which should be made in a timely
fashion by suitably senior clinical decision makers.

Education and clinical response are often provided by the Outreach teams which, in times of clinical pressures, are
pulled back into critical care, thus reducing their inability to respond to cases of sepsis.

The Acute Deterioration clinical leads who developed and maintain the tool are funded non-recurrently and there is
no plan from the care groups to ensure continued funding of sepsis and other work streams from April.
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Inpatient Falls & Pressure Damage Incidents
Inpatient Falls

Total number of Inpatient Falls — April 2023

Number of Inpatient Falls (standarised by days in month) Daily standardised number of Falls Causing Harm - Moderate/Severe/Death (standarised by days in month)
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The number of patients falling whilst in the care of the UHB totalled 247 during April, in line with that observed over the past 24 months. As shown in the right hand control chart, 2 of the falls resulted in severe harm and a further 16 caused
moderate harm.

Whilst there appears to be an increase in the severity as a result of patient falls since April 2022, this is linked to the introduction of the Datix Cymru system. Within Datix Cymru, the severity selected by the reporter is unable to be amended
by the responsible managers. A data validation process and further guidance in relation to the grading of incidents is being introduced, which it is anticipated will provide greater accuracy on the level of harm resulting from incidents. However,
it is important that, for assurance and action, vigilance remains to ensure that we explore any increase in numbers. The terms of reference for falls scrutiny panels has been reviewed by the Quality & Patient safety teams to ensure that they
align to the care groups structures and implementation of duty of candour. This will ensure that incidents are being investigated timely and reinforce the accuracy of severity of harm when reporting these incidents.

Pressure Damage Incidents

Total number of reported Pressure Damage — April 2023
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A total of 510 pressure damage incidents were reported during April 2023, which is 11% higher than the 12 month average of 459 incidents. Of the total incidents reported, 25% were identified as being hospital acquired, with 20% recorded
as having developed outside of the hospital setting (within district nursing settings). Of the total number of pressure damage incidents reported, 11 (2%) were reported as being of grade three or four, with 6 of the 11 being hospital acquired

and 5 community acquired (middle and right control charts). Observations of hospital acquired pressure damage were highest in the Princess of Wales Hospital: Emergency Department (12), AMU 4 (10), Ward 8 (6) and 4 were reported for
Ward C3 at YCR.

The working hypothesis is that this may be related to the excessive delays in ambulance handovers, where pressure relief is more difficult to administer, and a generalised increase in acuity. This will require continued monitoring, triaging
has been introduced at submission of the incident and this will determine accuracy of severity of harm. The Terms of Reference for pressure scrutiny panel have been reviewed to be in line with the new care group structures and the
implementation of Duty of Candour this will provide a streamlined process when investigating these incidents. Recognising the reporting increase of grade 3/4 pressure ulcers for March 2023, the Community Quality and Patient Safety Team

is working with the Community Nursing Leadership team to further validate and understand the data set, recognising work already underway in appropriate assessment and categorising of skin damage within the community setting. There
has been a noted decline in April 2023, where we believe that this is a consequence of severity of harm being reviewed more accurately.
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Infection Prevention and Control - please note that data for 2023/24 will not be available until the next iteration of this report whilst Public Health Wales

finalise the year end position for 2022/23.
C.difficile

114 C.difficile have been reported by CTM between Apr-Mar 2023. This is approximately 26% fewer than the
equivalent period in 2021/22. The provisional rate per 100,000 population for 2022/23 is 25.34

MRSA
4 MRSA bacteraemia have been reported by CTM between Apr-Mar 2023. This is twice as many as that
reported for 2021/22. The provisional rate per 100,000 population for 2022/23 is 0.89

CTMUHB cumulative monthly numbers of C.difficile for 2022/23 compared to 2021/22
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MSSA
143 MSSA bacteraemia have been reported by CTM between Apr-Mar 2023. This is approximately 21% more
than the equivalent period in 2021/22. The provisional rate per 100,000 population for 2022/23 is 31.79

CTMUHB cumulative monthly numbers of MRSA bacteraemia for 2022/23 compared to 2021/22
a 5
]
Ea
<
°2  J eeeeeeeeea-
E 1 ““““““““““““““““““““““““““““““““““““““““““““““
3
2 0 T T T T 1
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
-=-=2021/22 FY cumulative monthly number —2022/23 FY cumulative monthly number
E.coli

382 E.coli bacteraemia have been reported by CTM between Apr-Mar 2023. This is approximately 2% fewer than
equivalent period in 2021/22. The provisional rate per 100,000 population for 2022/23 is 84.92

CTMUHB cumulative monthly numbers of MSSA bacteraemia for 2022/23 compared to 2021/22
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CTMUHB cumulative monthly numbers of E.coli bacteraemia for 2022/23 compared to 2021/22
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Klebsiella sp P.aeruginosa

85 Klebsiella sp bacteraemia have been reported by CTM between Apr-Mar 2023. This is approximately 5%
more than the equivalent period in 2021/22. The provisional rate per 100,000 population for 2022/23 is 18.90

40 P.aeruginosa bacteraemia have been reported by CTM between Apr-Mar 2023. This is approximately 38%
more than in the equivalent period in 2021/22. The provisional rate per 100,000 population for 2022/23 is 8.89

CTMUHB cumulative monthly numbers of Klebsiella sp bacteraemia for 2022/23 compared to 2021/22

2 100

Q

)

4

2 6o

> 40

3

£ 20

3

Z g,

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
-==-2021/22 FY cumulative monthly number —2022/23 FY cumulative monthly number

CTMUHB cumulative monthly numbers of P.aeruginosa bacteraemia for 2022/23 compared to 2021/22
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Mandatory surveillance continues nationally for five key organisms including C. difficile, Staphylococcus aureus bacteraemia and E.coli, Pseudomonas and Klebsiella bacteraemia. The Health Board has
reported fewer cases of C.Difficile infection & E.coli with the other gram-negative bacteraemia, Klebsiella sp and P.aeruginosa being higher than the equivalent period last year. Local reduction
expectations have been agreed with Senior Clinicians, which has improved understanding and ownership of data. More than half of the bacteraemia reported are community acquired infections and

work is underway to secure an infection prevention and control resource for primary care.
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2.3 People
In summary, the main themes of the People Scorecard are:

2.3.1 Personal Development Reviews (PDRs) & Core Mandatory
Training (Level 1):

Overall PDR compliance (non-medical staff) for April 2023 is 58.5%, with
compliance for the past year continuing to be above 56%. It is
acknowledged though, that this continues to remain well below the target
threshold of 85%.

CTM PDR / Core Skills Level 1 Compliance

90%

80%

70%

60%

% Compliance

50%

40%

T -
AprIMay‘Jun | Jul ‘Aug{Sep|0n‘Nov{ Dec’]an‘Feb‘Mar Apr‘May‘Jun| Jul ‘Aug‘Sep’Octhov‘Dec’Jan]Feb‘Mar AprlMay‘ Jun] Jul ]Aug‘SepjOcthov‘Decjlaaneb‘Mar’Apr
2020/21 2021/22 2022/23 2023/24

—t—lovel]l ===Target85% - PDR

Combined core mandatory training compliance for April stands just above
64%, with overall CTM compliance for ‘Level 1’ disciplines at 74.4% and
likewise, remains below the required standard of 85%.

CTM Level 1 Core Manditory Training Compliance
April 2023

Equality, Diversity & Human Rights 83.1%
Fire Training 78.8%
Health, Safety and Welfare 78.7%
Infection Prevention and Control T7. 7%
Information Governance 76.3%
Moving & Handling 75.9%
Resuscitation 73.0%
Safeguarding Adults 64.4%
Safeguarding Children 57.0%
Violence & Aggression 50.0%
HB Overall Compliance 74.4%

2.3.2 Sickness Absence:

The overall CTM rolling twelve-month sickness rate to March 2023 is 7.4%,
marginally lower than the equivalent rolling period of last year (7.8%).
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The in-month sickness rate fell slightly from 6.9% in the previous month to
6.5% this period and is now around 2% lower than the same period of
2022.

Short term sick absence occurrences in March increased by over 15%, to
1,679, whilst long term occurrences have reduced by around 14% to 727
occurrences period from the February 2023 position.

CTM Sickness Absence Rates
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Top 10 Absence Reasons by FTE Days Lost - March 202

% of all

Absence FTE Days absence

Absence Reason Headcount |Occurrences Lost reasons
Anxiety/stress/depression/other psychiatric illnesses 419 433 6,768 30.0%
Other musculoskeletal problems 145 147 2,054 9.1%
Other known causes - not elsewhere classified 148 151 1,696 7.5%
Gastrointestinal problems 369 381 1,633 7.2%
Infectious diseases 239 241 1,519 6.7%
Injury, fracture 86 86 1,242 5.5%
Cold, Cough, Flu - Influenza 246 247 1,180 5.2%
Chest & respiratory problems 147 151 1,126 5.0%
Back Problems 84 87 1,032 4.6%
Genitourinary & gynaecological disorders 74 81 760 3.4%

2.3.3 Premium rate agency nurse:

In comparison to the previous period, CTM UHB’s use of premium rate nurse
agency staff was around 22% less than in April, bringing the total to an
average of 4.17 Whole Time Equivalents (WTE) per day.

Integrated Performance Dashboard Page 17 of 41 CTM Board 25 May 2023



/Q\ G IG Bwrdd lech i
yd Prifysgol
d\L?b £ lM—|R U | cwm Taf Morgannwg

/ University Health Board
WALES

2.4 Access

Detailed analysis is provided in the following section of this report, with
headlines from the Access Scorecard provided below:

2.4.1 Urgent Care:

During April, just over 66% of patients were treated within 4 hours in our
Emergency and Minor Injury Departments, with around a quarter of
ambulances ready to respond to the next ‘999’ call within 15 minutes of
arrival at an ED.

There were 15,523 attendances over the course of the month, 8.6% more
attendances than in the equivalent period last year.

The proportion of patients whose care was “handed over” from the Welsh
Ambulance Service within 15 and 60 minutes improved during April, to
24.9% & 60.3% respectively. However this level of compliance remains
well below pre-Covid levels.

2.4.2 Stroke Care:

Overall, performance against the desired standards in stroke care continues
to remain at low levels. During March:

- There were 66 patients presenting with stroke at PCH, the highest
level seen July 2018

- 17 of the 97 stroke patients, 18%, were admitted to the stroke units
within 4 hours

- 53% of received a CT scan within an hour of presenting in ED,

- 529% of stroke patients who required admission were assessed by a
stroke specialist within 24 hours.

2.4.3 Planned Care & Cancer Care:

Having delivered marked improvements in access times and backlog
reduction in March, performance in April saw some of these gains being
given up as initiatives reduced and capacity was prioritised towards
improving access times for urgent patients. The position at the end of April
is shown in the scorecard, noting:

- 14,467 patients have been waiting over a year for a first outpatient
attendance (March: 14,017)

- 6020 patients have been waiting over 2 years for treatment (6150)

- 15724 patients have been waiting over 8 weeks for a diagnostic
procedure (March: 15299)

- 1185 patients have been waiting over 14 weeks for therapy (1145)

- 640 patients have been waiting in excess of 62 days on an urgent
suspected cancer pathway (March 555)
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Please note that the following scorecard is in development and trajectory
data will be revised in future iterations of this report:

2023/24 National Performance Trajectory
Measure Performance Against Target| Key: National Target Met  National Target Failed ==-Trajectory —+—Actual
Improvement trajectory towards a 2000
Number of patients referred from | national target of reduction by March L ——
primary care (optometry and 2024 1,000 ~ —_— e -
General Medical Practitioners) into 5 ] 500 - == == =
secondary care Ophthalmology urrent Berio
N Mar Apr May Jun Jul Aug sep Oct Nov Dec Jan Feb Mar
services 1.369 Trajectory 1,450 673 768 679 820 677 881 766 745 677 787 728 827
- Actual 1,450 1,369
25,000
Improvement trajectory towards a 20,000 e m e mccmmo oo
" - national target of zero by June 2023 L=/008 — e
Number of patients waiting over g Y 10,000 e
52 weeks for a new outpatient = 5,000
. Current Period R
appointment Mar Apr May Jun Jul Aug Sep Oct Nov. Dec Jan Feb Mar
14,467 Trajectory 20,637 19,663 18,509 17,728 16,856 15660 14,464 13,258 12,074 11,033 10,030 9,147 8,290
= Actual 14,017 14,467
35,000
. 30,000 e
Improvement trajectory towards a o5 08 o= e
i 20,000 e m————
Number of patients wa national target of zero by March 2024 20000 S
than 36 weeks for a new oL i - e i
intment Current Period HOOK
appointmen Mar Apr May Jun Jul Aug sep Oct Nov Dec Jan Feb Mar
29,187 Trajectory 28,339 28,693 27,055 25,418 23,632 21,523 19,413 17,293 15,521 13,988 12,520 11,411 10,372
. Actual 23,569 29,187
7,000
Improvement trajectory towards a S =
national target of zero by June 2023 2,000
3,000
Number of patients waiting more 2,000
than 104 weeks for treatment Current Period 1,000
Mar
6,020 Trajectory 6,150 5,694 5029 438 3,555 2,690 1,825 1,003 581 359 a2 13 29
- Actual 6,150 6,020
35,000
. 30,000 ——
Improvement trajectory towards a 35'000 e m———
national target of zero by 2025 000 e oo
Number of patients waiting more 10,000 ""--—---...___....__..__
than 52 weeks for treatment B it 5,000 ——
Mar Apr May Jun Jul Aug. Sep Oct Nov Dec Jan Feb Mar
20,187 Trajectory 28,339 25673 23820 21,721 19,85 17,163 15337 13,627 11,938 10,249 8,659 7,285 6,104
b Actual 28339 29,187
wl
o 15,800
<T : 15,700
o Improvement trajectory towards a 15,600
national target of zero by March 2024 }22%
: Number of patients waiting over 8 o
[F¥] weeks for a specified diagnostic Current Period }g%
E . Mar Apr May Jun Jul Aug Sep oct Nav Dec Jan Feb Mar
= Trajectory 15,299
= L Acwal 15209 15,724
o 1,190
[t \ . 1,180
w mprovement trajectory towards a Slirs
Wy national target of zero by March 2024 }}gg
ml) Number of patients waiting over 1,140
(] 14 weeks for a specified therapy Current Period Hg
P " Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Trajectary 1,145
1,185 Actual 1,145 1,185
. 36,000
Improvement trajectory towards a 35,500
national target of reduction by March 35,000
Number of patients waiting for a 2024 34,500
Current Period y
who are delayed by over 100% — Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
35,795 Trajectory 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,065 34,064
o Actual 34,065 35795
700
Improvement trajectory towards a 500 -
Number of patients waiting more | national target of reduction by March m === T e e e
than 62 days for their first 2024 300
definitive cancer tr from = 10
¢ di fth Current Period .
point of suspicion (regardless of the Mar Apr May Jun ul Aug Sep oct Nov Dec Jan Feb Mar
referral route) Trajectory 555 538 529 516 512 511 490 ass aso aza 04 396 392
640
Actual 640
Improvement trajectory towards a s S>oooo
Percentage of patient starting their| national target of reduction by March 60.0% = P S
first definitive cancer treatment 2024 40.0% =
within 62 days from point of 20.0%
suspicion (regardless of the referral e 0.0%
P & ) Mar Apr May Jun ul Aug sep Oct Nov Dec Jan Feb Mar
route) 49.0% Trajectory  41.1% 58.3% 59.0% 60.3% 60.9% 613%  62.8% 64.8% 65.4% 67.2% 69.1% 69.6% 69.8%
Actual 49.0%
1,150
Improvement trajectory towards a s - it
national target of zero by March 2024 1:m \
Number of ambulance patient 950
handovers over 1 hour Current Period :::
Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
952 Trajectory 1,094 1,094 1,099 1,094 1,094 1,094 1,094 1,094 1,094 1,094 1,094 1,094 1,094
Actual 1,000 952
2,500
. I traject 2,000 ——
Number of patients who spend 12 mprovement trajectory towards a 500 e = S
. N national target of zero by March 2024 = ettt -
hours or more in all major and 1,000 L Y
minor emergency care facilities = 500
£ ival until admissi Current Period R
rom arrival until admission, Mar Aar May hn Jul Aug Sep Oct Nov. Dec Jan Feb Mar
transfer or discharge 1,738 Trajectory 2,096 1,791 1,791 1,791 1,362 1,362 1,362 788 788 788 788 788 788
= Actual 2,096 1,738
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Activity Undertaken within Internal Hospital Capacity — Inpatient and Day Case

CTM Inpatient and Daycase Activity (Urgent/Non-Urgent) week ending 10th May 2020 to 30th April 2023
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(week ending 10th May 2020 to 30th April 2023)
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Greatest Volume Specialties compared to pre & intra Covid How are we doing?
Monthly Elective Treatment Activity compared to pre & intra Covid period As per the charts above, the number of weekly elective treatments has been gradually increasing, with the
SN Apr-19 Apr-20 Apr-21 Apr-22 Apr-23 SLLE ek ?:19 average number of treatments for April at 620 treatments per week. In total 2,481 cases were undertaken in
et asl] April, down on the previous month which can be attributed to the Easter Bank Holidays.
Gastroenterology 1013 683 81 693 780 77%
Urology 344 269 116 270 314 91% . . . . . .
Orthopaedics 236 Tca 2 > 595 = Since the start of April 2021 to date, CTM ha\_/e sent 2,809 patients to be treated at Spire a_nd Nufflelq Hospitals.
Ophthalmology 596 172 0 195 >a1 81% Of these patients, 1,988 (on average 80 patients per month) have been treated, as detailed below:
Gynaecology 242 115 19 152 208 86%
General Surgery 372 144 27 134 201 54% Outsourced Activity as at end of April 2023
Ear Nose and Throat Service 210 72 15 100 167 80% Sent to Treated to Outpatient
Cardiology 104 28 22 20 89 86% Specialty Date Returned Date Dated Booked |Outstanding
Oral Surgery 64 33 2 26 62 97% =
Breast Surgery os 20 3 os P = SPIRE - Orthopaedics 1130 151 846 94 39 0
General Medicine 10 3 3 3 26 260% SPIRE - Shoulders 25 10 15 0 0 0
Anaesthetics 17 3 o 9 15 88% SPIRE - Gynaecology 116 33 66 6 11 0
Paediatrics 37 15 o 40 0 0% SPIRE - General Surgery 173 31 125 9 8 0
el 3203 s 202 Lo02 C 77% NUFFIELD - Orthopaedics 501 120 344 14 4 19
L . . . . NUFFIELD - General Surgery 83 24 59 0 0 0
The table abov mpares the greatest volum ialti f elective activi mpared to the aver re & intr vid levels.
e table above compares the greatest volume specialties of elective activity compared to the average pre & intra Covid levels NUFFIELD - Gynaacology a5 =5 Tee s = 55
As can be seen, internal activity levels during March surpassed the pre-Covid levels for General Medicine, however none of the | |NUEFIELD - Ophthalmology 468 27 336 19 3 13
. - . . NUFFIELD - Prostate Biopsy 31 0 31 0 0 0
surgical specialties reached the levels seen prior to the pandemic. Source: Spire/ Nuffield Healthcare
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Elective Activity continued on the next page...

Elective Activity: What actions are we taking & when is improvement anticipated?

What are the main areas of risk?

Ophthalmology: CTM continue to work in partnership with C&VUHB Vanguard Programme to reduce waiting times for patients waiting for a
cataract operation. Initial agreement was to send Stage 4 patients only, though since 1t April 2023 the agreement is to send 15' New
outpatient appointments referred for cataract surgical opinion. Capacity has been divided between C&V, CTM and AB Health Boards. CTM
have been allocated 500 slots and are required to send a minimum of 85 referrals per week. Given there is limited capacity available to carry
out pre-op assessment, patients requiring a second eye procedure will have a telephone assessment when their first pre-op assessment
appointment is still in date and proceed to second eye surgery when appropriate; freeing up face to face capacity in the pre-op assessment
clinics. To ensure we are meeting the Deanery training requirement most cataract lists are teaching lists which reduces the number of patients
who can be treated on a list and subsequently an additional non-training list has had to be established to ensure we meet the necessary
activity volumes identified in the annual plan.

Orthopaedics: Principle efforts have focused on improving theatre productivity. These efforts have seen theatre activity at PCH increase by
52% over the last 4 months and improved levels of efficiency and a wider case mix of procedures being undertaken at Neath Port Talbot
Hospital including elective overnight arthroplasty surgery. Temporary changes to the trauma model which will greatly increase elective
capacity are now being planned. To sustain the improvements, many of which have resulted from staff working overtime, changes to the
workforce model are under consideration and a bed plan is being developed, to increase elective inpatient bed capacity.

Theatre Productivity and Improvement Schemes to Maximise Utilisation: A theatres steering group has been established and will now
be reviewed and remolded by the Care Group with the focus on productivity and efficiency and the production of several key metrics. At PCH
a theatre workforce model and case for change has been undertaken to provide a gap analysis, the aim is to ensure the establishment is fit
for purpose, sustainable and meets the needs of the service and our patients. The model has now been shared across CTM for a standardised
approach and will be collated by the Care Group for analysis. At RGH the number of General Surgery, ENT, Urology and colorectal operating
sessions being delivered is at or exceeds pre-Covid theatre capacity. In March a total of 605 cases went through theatres, which when
adjusting for case complexity, is on par with pre-covid levels.

Urology — Currently operating 6 sessions per week in main theatre and 3 sessions per week in DSU. Anticipating an increase of cases per
list from 4 to 5. A multi-disciplinary task and finish group has been set up to consider re-locating the LAPB service to RGH, with the intention
of replacing the TRUS biopsy service. A review has been undertaken and an improvement action plan for the service is being developed.

A new locum consultant urologist is starting on 8 June, based at the RGH.

General Surgery — Continuing to utilise all available inpatient and day surgery theatre capacity at POW and Neath Port Talbot hospital. Itis
anticipated further backfilling capacity will become available from May 2023 to undertake additional day surgery activity supported by the
insourcing team, ID Medical. Additional activity will be carried out by a recently appointed 6 month locum. Two current vacancies within the
Upper Gl Service, one Consultant post currently live on Trac.

There are sizeable backlogs of urgent patients which will impact on how quickly efforts to reduce the
routine backlog are observed in the data.

Funding for the planned care programme is largely already committed towards roll over schemes
from 2022/23; increased funding for new schemes is limited.

The organisational change process has the potential to disrupt delivery.

Ophthalmology and Orthopaedics remain areas of risk from a pure volume perspective.

Availability of elective bed capacity; currently POW only has 9 beds identified for elective care,
although plans to reinstate the DSU are being progressed and will conclude shortly.

The DSU at PCH is now fully operational with the additional support from insourcing theatre team.
There are no ring-fenced inpatient beds at this time due to the challenges with flow across the system
and the level of clinical risk this is causing within our EDs and Assessment Units.

The lack of ring-fenced capacity continues to impact on productivity and efficiencies through DSU. In
partial mitigation, all inpatient cases start off within DSU footprint and are then transferred to available
inpatient bed post-operatively; a pathway that this has reduced, but not eliminated, cancellations.
The ongoing requirement to work with 2 different PAS systems within CTM is inefficient and poses
the potential for patients to be removed from one system and not added to another.

Risks relating to Day case and Theatres

Limited recovery space at POW to support low risk, high volume day case activity.

Limited bed capacity at POW to support overnight urgent/routine elective activity.

Limited options to relocate diagnostic pathways from PCH DSU due to restricted treatment/recovery
space.

Previous funding has been frozen due to slow recruitment into vacant positions. A high number of
vacancies remain across Theatre Practitioner groups, limiting ability to increase current scheduled
activity.

The UHB continues to use high levels of overtime to cover existing planned activity

The service is unable to recruit ODP’s outside of annual streamlining recruitment every September,
which presents timing constraints on programme budgeting decisions.

Ophthalmology

The limited number of Pre-assessment Nurses is challenging the efficient running of the service and
our ability to optimize utilization of theatres

High volume of complex cases impacting the number of cases per list.

The UHB has only a few consultants with an interestin VR and Corneal cases, which adds challenges
and complexity when seeking to meet demand and treat in turn.

The requirement of the Deanery, is reducing the productivity of our theatre lists.

Site pressures in RGH has had impact on theatre sessions due to bed availability.

General Surgery

Limited theatre capacity for upper Gl surgery

Consultant Upper Gl staff shortages due to vacancies (currently out to advert)

Limited laparoscopic equipment for certain procedure in NPTH resulting in patients being treated out
of turn.

Limited consultant capacity for specialist upper limb surgery.

Disproportionate number of higher ASA grade patients on the waiting list to acute capacity.

Orthopaedics
Arthroplasty has been paused at POW pending National Joint Registry report.

Vascular
The environment in which the RFA (Radiofrequency Ablation) procedures are undertaken is sub-
optimal from numerous perspectives given the increase in activity elsewhere on the ward.
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Resetting Cwm Taf Morgannwg — Outpatient Attendances — April 2023

New Outpatient Attendances April 2023 — provisionally 14,488 attendances

Number of patients who have waited over 104 weeks for New Outpatient Appointment at end of
April 2023 - 1,240
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Follow-up Outpatient Attendances April 2023 — provisionally 29,004 attendances

General Medicine
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How are we doing?

What actions are we taking & when is improvement anticipated?

What are the main areas of risk?

As at the end of April 2023, there were
provisionally 69,835 patients awaiting a
new outpatient appointment, of which,
17,174 (25%) patients were categorised
as urgent and 10,554 (15%) were
ophthalmic patients who are prioritised to
alternative clinical triage criteria. The
total waiting list volume represents an
increase of around 2% (1,242) on the
68,593 patients waiting at the end of the
equivalent period last year.

WG had set a target of having no
patients waiting over 104 weeks for a first
outpatient appointment at the end of
March 2023. As it currently stands, at the
end of April there were 1,240 patients
who have waited in excess of two years
for a new outpatient appointment.

The following actions are being taken to eliminate waits of >104 weeks throughout Quarter 4 2022/23:

Outpatient utilisation and improvement programme: initiated, focusing on clinic utilisation booking processes, standardisation &
reduction of DNA’s. Partial booking of all new appointments continue at PCH.

Prioritisation exercise: underway to review the realised benefits of recovery schemes to inform the allocation of PCR funds for the next
financial year.

Use of WISE for Pain Management patients: CTM’s Wellness Improvement Service (WISE) is now established as the initial intervention
for Pain Management, Stage 1 referrals and for any patient coming back to us requiring treatment (Stage 4),we have set up additional
backfill pain lists. Of the first cohort of 366, all offered assessment and 39% (142) chose to be off-listed and the remainder (224)
underwent assessment and enrolment to Wise. Next cohort of patients waiting 52 weeks and over sent. Further bid being developed to
support Stage 4 and potential conversion from Stage 1.

Super Saturday Clinics: reviewed across all Specialties and already undertaken in Oral Maxillofacial Surgery and Cardiology continue
to run with maximum planned activity. Conversion rates continue to be monitored.

Health Board wide Waiting Lists: weekly performance meetings on a specialty, rather than locality level, allowing for whole HB focus
on waiting list performance. Addressing inequity across sites e.g. General Surgery patients being transferred from RGH to PCH who
have a higher rate of virtual appointments.

LGIl: CTM has been successful in obtaining funding for cancer pathways relating to Endoscopy. A root cause analysis has been
undertaken and the investment will be used in a combination of additional Endoscopy activity and new SOPs for the scheduling of activity.
Utilisation in the last 4 weeks has increased by 25% through productivity and efficiency improvements. Continue to clear Stage 1 for
over 104 weeks across both PCH and RGH, with a further plan to pool waiting list and centralise access.

Text Reminder: service set up for both Endoscopy and Radiology to support DNA reduction and increase productivity. Text templates
completed and waiting Welsh translation before going live. Weekly deep dive meeting continues with support from DU and NEP looking
at weekly utilisation and future trajectories. Mobile Endoscopy Unit extension agreed to maintain additional capacity — templates
increased and overbooking agreed to offset DNA rates. This continues to support the USC diagnostic and BSW screening waits.
Urology - Continuing to offer WLI's to reduce the patients waiting >104 for a urology appointment, though there appears to be very little
uptake from a nursing perspective to support the additional activity during the week or weekend.

e Those specialties with a high Urgent Suspected Cancer referral
rate have highlighted that the capacity for referrals prioritised as
routine will continue to experience long waits.

e Weekly Elective Assurance meetings take place with all specialty
leads which will now include Diagnostics and Pathology.

e A Cancer Performance Assurance forum attended by all

stakeholders takes place weekly to review all cancer pathways.

>156 week position for Dermatology waits is 119

>104 week position is 345

(aim for 80-100 to be removed by RME)

Ophthalmology - Non-continuation of high volume outsourcing in

the interim of the regional Programme.

Recurrent demand outweighs capacity.

e Urology - Cancer demand is greater than core clinical capacity.

e ENT - Progress continues to improve and there are 166 patients
breaching 104+ and this has been halved since the end of March.
Further plans have been submitted with approval pending to clear
the 104+ and reduce the 52+ waits by up to 500 cases.

e Breast - Progress continues to affected by capacity being
prioritised for cancer provision. However, a plan has been
submitted with approval pending to reduce the RTT cohort. With
up to 80 additional slots to support clearance of 104+ by end of
June 23

e Colorectal and General Surgery - Plan to clear small number
breaching 104 in place and to reduce 52+ by end of June are
awaiting approval.

Integrated Performance Dashboard

Page 22 of 41

CTM Board 25t May 2023




alg

4

NHS

Referral to Treatment Times (RTT) — April 2023 (Provisional Position) — Total Open Pathways 114,306

% of patients waiting less than 26 weeks RTT (50.5%) — Target is Improvement Trajectory towards a
national target of 95% by 2026

Number of patients waiting >104 weeks (6,020) - Target is Improvement Trajectory towards a national

target of Zero by June 2023
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The 26 week position performance for April across Cwm Taf Morgannwyg is a provisional 50.5%. Given the long waiting

times, this statistic should be considered more as an indicator of our ability to treat in turn and our urgency rates, as
opposed to a definitive indicator of progress in improving access.

The provisional position across Cwm Taf Morgannwg for patients waiting over 104 weeks for referral to treatment at the
end of April is 6,020, which as it currently stands is a reduction of 2.1% (130) from the reported March position.

Number of patients waiting >52 weeks RTT (29,187) — Target is Improvement Trajectory towards a
national target of Zero by March 2025

Thousand

Number of patients waiting over 52 weeks for a new outpatient appointment (14,467) - Target is
Improvement Trajectory towards eliminating over 52 week waits by June 2023
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The provisional position across the Health Board for patients waiting over 52 weeks for referral to treatment at the end of
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April is 29,187, which as it currently stands is an increase of 3% (848) from the March reported position.

The provisional position across the Health Board for patients waiting over 52 weeks at Stage 1 (1St Outpatient

Appointment) at the end of April is 14,467, which as it currently stands is an increase of 3.2% (450) from the March
reported position.

Number of patients waiting >36 weeks RTT (44,300) Target — Improvement Trajectory towards a
national target of Zero by March 2026

Thousand

Number of patients waiting over 36 weeks for a new outpatient appointment (23,912) - Target is
Improvement Trajectory towards eliminating over 36 week waits by March 2024
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of 44,300 patients, which is a reduction of 1.4% (626) from March (N.B. includes the 29,187 patients waiting over 52
weeks).
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The number of patients waiting over 36 weeks at the end of April, across Cwm Taf Morgannwg, is a provisional position

The provisional position across the Health Board for patients waiting over 36 weeks at Stage 1 (15 Outpatient
Appointment) at the end of April is 23,912, which as it currently stands is an increase of 1.5% (343) from the March

reported position. (N.B. includes the 14,467 Stage 1 patients waiting over 52 weeks).

RTT continued on the next page...
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Cont’d...Referral to Treatment Times (RTT) — April 2023 (Provisional Position) — Total Open Pathways 114,306

Total number of open pathways per specialty - April 2023 (provisional)

How are we doing?

What actions are we taking & when is
improvement anticipated?

What are the main areas of risk?

Specialty <26 Weeks: 26 Weeks Compliance : >26 to 36 Weeks; >36 to 52 Weeks | 552 Weeks to 104 Weeks : >104 Weeks to 156 Weeks : >156 Weeks: Total Open Pathways
Anaesthetics 469 41.4% 133 235 203 66 28 1134
Cardiology 3450 67.4% 730 640 24 47 19 5120
Care of the Flderly 45 97.8% 0 0 1 0 0 46
Dermatology 3861 51.7% 832 1146 1426 17 34 741
Endocrinology 256 1.9% 5% 45 0 0 0 356
Gastroenterology pat} 56.1% 449 478 638 79 30 3815
General Medicine 1732 61.6% 358 382 267 70 1 2810
Nephrology 156 89.1% 16 3 0 0 0 175
Respiratory Medicine 1512 1% 198 210 179 29 0 2128
Rheumatology 936 64.8% 17 144 17 45 24 1445
Sport and Exercise Medicine 6 100.0% 0 0 0 0 0 b
Thoracic Medicine 541 81.8% 65 50 5 0 0 661
Geriatric Medicine 7 100.0% 0 0 0 0 0 7
Diagnostics 5166 54.7% 858 970 2001 437 8 9440
Therapies 1890 78.5% 252 220 44 1 0 2407
Ophthalmology 5995 42.9% 1473 1999 4056 388 68 13979
Oral Surgery 1976 57.3% 21 460 397 81 14 3449
Orthodontics 251 78.7% 31 36 1 0 0 319
Restorative Dentistry 58 38.4% 10 pil 60 2 0 151
Ear, Nose & Throat Service 5401 43.5% 1072 1615 3433 513 I 12405
Gynaecology 4583 55.3% 044 1091 1028 298 339 8283
Paediatrics 2176 81.3% 284 192 25 1 0 2678
Haematology (Clinical) M 92.2% 16 2 0 0 0 230
General Surgery 3904 42.9% 877 1259 24671 392 210 9109
Trauma & Orthopaedic 5303 38.2% 1594 2432 3561 670 319 13879
Urology 3450 44.1% 0692 Tob 1919 n 290 1828
Colorectal 1637 45.6% 431 547 793 136 4 3586
Breast Surgery 666 47.9% 156 170 312 81 4 1389
Total 57780 50.5% 12226 15113 23167 4219 1801 114306

% of patients waiting less than 26 weeks to start an ADHD/ASD Neurodevelopment Assessment (31.9%) -Target 80%
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Ophthalmology: There has been significant
improvements made with the open pathways, albeit
still reporting 13,979 this was just over 15,000 in
October 2022, caveating that our recurrent demand
for cataract alone is circa 400 per month.

General Surgery: Stage 1 remains at a zero
position, though improvement is required for the
stage 4 cohort. Whilst core capacity in main theatre
remains focused on cancer work, the additional day
case capacity currently available by means of ID
medical and the appointment of a locum consultant
should improve this position. Ongoing work is
required across CTM to ensure all Stage 4’s are
booked in turn.

T&O: Currently have the majority of open pathways
above 104 weeks. Most are currently sitting on
Stage 4 of the pathway. There is currently no
suitable capacity at POW to carry out this cohort,
though discussions on going with RGH and PCH in
terms of merging waiting list and treating longest
waiters across CTM.

Despite a minor improvement in performance from
February 2023, the chart to the left highlights that
there has been a significant deterioration in the
compliance over the last three years against the 26
week target for Neurodevelopment services, with
compliance at 31.9% for April, continuing to remain
well below the target threshold of 80%.

The chart also depicts the total waiting list volume
(red), the number of patients waiting in excess of 26
weeks for ND Assessment (blue) and the proportion
waiting less than 26 weeks (WG target — yellow). As

It is anticipated that the length of time that patients
are waiting will reduce across all specialties, with
patients being seen for first outpatients within two
years in all specialties, with risks assessed in ENT,
Urology, Ophthalmology and Dermatology. In each
of these four specialties there are actions being
taken to increase capacity. (Weekend clinics and
theatre sessions in Ophthalmology and ENT
(weekend clinics), the recruitment of a Locum
Consultant and additional pharmacy and primary
care resource in Dermatology).

Focus on waits currently showing in Rheumatology,
Cardiology, Dermatology and Breast Surgery with
transfer of patients across locality/consultant
waiting lists, additional clinics and re-direction of
Pain referrals to Wellness Improvement Service
(WISE) are in place. Improvement programmes are
in place to realise efficiencies in outpatient
departments with a focus on clinic utilisation
booking processes, standardisation and reduction
of DNA’s. Partial booking is now in place across all
specialties which strengthens validation and
complements the clinical and administrative
validation across all specialties.

General Surgery: Increasing day surgery capacity
would allow General Surgery to focus on the Stage
4 backlog. The appointment of additional upper Gl
consultants will also help manage current demand.

T&O: The HB plan to centralise arthroplasty to one
site; should increase both protected inpatient
capacity and theatre capacity. The disaggregation
with SBU is also anticipated to reduce the Bridgend
waiting list by approximately 30%.

Theatres and Endoscopy: Ongoing productivity
and efficiency schemes to increase activity.
Workforce Business case completed for Theatre
and Endoscopy at PCH.

e Insufficient theatre workforce to enable our
theatres to run at full capacity. This is looking
to be mitigated through insourcing with
independent providers, but at increased costs if
provided in house.

e Recruitment — remains challenging. Delays in
approval to recruit to existing posts within the
structure that have become vacant and new
posts. The Scrutiny Panel is adding further
delays to an already protracted process.

e Staff fatigue / willingness to support additional
capacity - additional activity reliant on staff
support and less attractive to a number of staff
groups following the previously enhanced rates
ceasing.

e WHPAS issue - do not facilitate pooled waiting
lists across the UHB increasing the
administrative cost and the risk of duplicate
entries and ‘lost patients’, which results in
losses in productivity, over-reporting and
potentially adverse outcomes for our patients.
A mitigation plan is being developed for pooled
lists.

e The availability of sufficient bed capacity.

Ophthalmology

¢ Non-continuation of high volume outsourcing in
the interim of the regional Programme

¢ Recurrent demand outweighs capacity

e Lack of ring fenced inpatient elective capacity

e Lack of theatre capacity.

Urology
e Demand outweighs capacity

Breast
e Demand outweighs capacity and high-volume
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Diagnostics & Therapies — April 2023 (Provisional Position)

Endoscopy also observed an improvement of 4.8% in the
number patients waiting in excess of eight weeks (145
patients), with the number of patients currently breaching
the target now standing at 2,902.

The NOUS service continues to have the highest volume
of breaching patients with 8,701 currently waiting over 8
weeks for a scan, which is an increase of 1.6% (136)
patients on the reported position for March.

Therapies: There are provisionally 1,185 patients
breaching the 14 week target for therapies in April, a small
increase of 3.5% (40 patients) on the reported position for
March.

The Dietetic service accounts for over 87% of the total
patients waiting beyond the 14 week target for therapies.

e Work around staffing rosters to enable operation of the 2" MR scanner at RGH.

¢ Additional staff funded for the new Breast Unit.

¢ Work ongoing in streamlining the Single Cancer Pathway.

Pathway/process mapping being undertaken to further drive efficiencies.

Additional patient lists running to reduce waiting times, which has maintained a static position.
Demand and Capacity monitoring and forecasting of services commenced.

considered by Board when cases for MRI and CT are also complete.

¢ Updated D&C modeling for Endoscopy in collaboration with NEP. Improved utilisation through productivity and efficiencies.
¢ Ongoing work to improve endoscopy pathway including demand management, scheduling processes and access policies.

e POW now using electronic STT. Paper copies to be removed from department
e Electronic referral system to be implemented in RGH/PCH

Pathway work around accelerated imaging for Endoscopy CT/MR and review of current modality pathways.

Funding agreed through Planned Care Recovery Board for in house NOUS solutions, insourcing/outsourcing request to be

Number of patients waiting >8 weeks for Diagnostics Number of patients waiting >14 weeks for Therapies Number of patients waiting >8 weeks for Diagnostic Endoscopy
Target - 12 month reduction trend towards Zero by spring 2024 Target - 12 month reduction trend towards Zero by spring 2024 Target - Improvement Trajectory towards target of Zero by March 2026
Total >8 weeks 15,724 Total >14 weeks 1,185 Total >8 weeks 2,902
CTIVIUHB - Number of Patients waiting more than 8 Weeks for a 7 e 3 s ” %
Diagnostic Test CTMUHB - Number of Patients waiting more than 14 Number of Patients waiting >8 weeks for a Diagnostic Endoscopy
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Imaging Fluoroscopy 62 500
Physioclogical MeasuremeniUrodynamics 114 Total 1185
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pJiyETPY SN 15,724 2023/24 |[EHES =-Endoscopy >8 wks —Mean —UCL —LCL
How are we doing? What actions are we taking & when is improvement anticipated? What are the main areas of risk?
Diagnostics: Provisionally, at the end of April, 15,724 | e Structured performance and productivity and to agree remedial actions. e Current vacancies being held at scrutiny panel.
patients had been waiting in excess of 8 weeks for a | ¢ Weekly tracker implemented to monitor performance. e Demand and Capacity imbalance.
diagnostic procedure, which as it currently stands is an | ¢ Ongoing validation of US, MR, CT lists, inappropriate referrals redirected. e Securing funding for additional activity.
increase of almost 425 (3%) patients on the reported | e Realighing patient bookings around clinical priority, improved position has been seen through reduction in USC waits. e Current sickness and vacancies within the administration
position for March. ¢ Modality Action Plans and Business Cases being developed to support existing services and to create additional capacity. teams.
o Review of sequences/protocols in MR resulting in time savings which will subsequently increase scanner capacity. e Lack of Band 2 and Band 3, HCA support staff.

e Consultant vacancies and inability to recruit.

¢ Radiographer vacancies and inability to recruit.

¢ Timely appointments for USC/Urgent patients.

e Capital replacement programme work and refurb of 2 MR
scanner at RGH reducing current capacity.

e Bowel Screening — with regards to SCP performance, worth
flagging the shortfall in capacity, sessions and screening
colonoscopists’ availability to clear the backlog and be able
to manage the current and increase in demand anticipated
this year following optimization of the BSW programme.
Development of a sustainable BSW service over the
forthcoming months will be integral to the delivery of the SCP
targets for CTM.

e Endoscopy Competing Priorities — faces challenges with
competing priorities with the service trying to deliver and
maintain the SCP pathway, accommodate longest waiters for
delivery of the RTT targets 156 & 104 weeks, hit the 8 week
diagnostic target whilst reducing the backlog of overdue
surveillance patients.

¢ Neurophysiology Services — Impact on Orthopaedic Services

How do we compare with our peers?

ThoZl:"sands Dlvgriosies e Sk Status as at February 2023 8,000 Aherapieg 18 whs Status as at February 2023

a5 - — Health Board | Compliance | Rank :’gz Health Board | Compliance | Rank
Powys 132 1st 5:000 SB 157 1st

0 AB 3,146 2nd 2 Powys 193 2nd

5 — = = B Cc&v 4421 3rd 2,000 —— AB 572 Ird
i, 5B 5,645 4th "°°z — — cav 1,111 4th

§ § § E E E i f'i E § N 5 § HDda 6,226 Sth E E § E E EI E’ E g E E E E CT™M 1,175 5th

2 & 2 F 5 %3 3 § 8 8 &8 53 ¢ BCU 8,057 6th g 2 & & 2 2 2 & o & & s ¢ HDda 1,764 6th

~—AB BCU C&/ —CTM —HDda —Powys —SB CcT™M 15,294 7th ~—AB BCU C&Y/ —CTM —HDda —Powys —SB BCU 2,663 7th

>8 weeks Diagnostic Endoscopy
5,000 Status as at February 2023
4000 — Health Board | Compliance | Rank
3,000 s Powys 17 1st
3,000 C&v 1,497 2nd
BCU 2,136 3rd
1,000
HDda 2,369 4th
88 8 % 8 8 8 8 8 8 8 3 8 AB 2527 Sth
: £ 2 F 5 =T % 5 8 38 8 5 & ™ 3,020 | 6th
~——AB BCU C&Y —CTM -——HDda —Powys —SB SB 4,408 7th
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Number of patients waiting for a Follow-up with documented target date

Follow-up Outpatients Not Booked (FUNB) — Provisional Position April 2023

CTMUHB - Follow-up patients delayed beyond 100% where total patient volumes exceed 100 (April 2023)

Restorative Dentistry

No. of patients waiting for follow-up appointment

Old Age Psychiatry

Number of patients waiting for a Follow-up delayed over 100% - Target: Improvement trajectory towards a
national target of reduction by March 2024

Midwifery Service

No documented ici ice
Not Booked Booked Total Elderly Medicine Service
target date Anaesthetics
Orthodontics

0 86,159 54,102 140,261 it viadiers |
Psychotherapy
Breast Surgery

Colorectal Surgery

Clinical Physiology
Neurology

No. of patients delayed over 100% past their target date

Oral Surgery
Child & Adolescent Psychiatry

% of all follow-up appoints Gastroenterology
Not Booked Booked Total delayed by 100% Respiratory Medicine
Dermatology
28,219 7‘576 35,795 25-5% Genera| Surgery
Endocrinology ,
Paediatrics
How do we compare with our peers? Urology
Cardiology
Thousands FUNB del d >100% i
s elaye Status as at February 2023 Ear Nose and Throat Service
80 Adult Mental lllness
70 Health Board | Compliance | Rank Gynaecology
gg Powys 522 1st Rheumatology
40 HDda 16,270 Ind General Medicine
30 '
o R —— AB 21,604 | 3rd Ty ioh’::"lpael"'“
phthalmology
12 cT™ 31,209 4th
o o & & 9 & 5 84 zxp 3 w8 8 8 5B 40,146 5th . 1
o — - > b — [-7+] o => (=] = -]
2 & 2 8 5 =2 2 8 8 8 & §5 @2 ca&v 51,374 6th
—AB BCU c&V —CTM ——HDda —Powys ——SB BCU ?51905 7th

2000

3000 4000 5000 6000 7000

u Not Booked m Booked

How are we doing?

What actions are we taking & when is improvement anticipated?

What are the main areas of risk?

The number of patients waiting for a follow-up appointment in Cwm Taf
Morgannwg UHB, at the end of April 2023, has increased to 140,261 from 113k
12 months ago. Of the patients waiting, 35,795 (around 26%) have been waiting
more than 100% longer than their clinician advised, representing an increase of
23% on the equivalent period last year.

There are currently no patients without a documented target date.

Clinical validation of follow-ups not booked (FUNB) by CTM Consultants in
Ophthalmology has concluded and outcomes have been updated on WPAS.
Of this cohort, 47% have been discharged. Targeted work on reducing the
number of follow-ups not booked across specialties has significantly reduced
the number of years that FUNBs are reported as waiting by 5 years.

The April position shows a continued increase in the numbers of patients
awaiting a follow up appointment, this is being notionally attributed to the
service’s focus on delivering waiting time targets for new outpatient attendances
and increasing the proportion of capacity available for activity and validation
towards first appointments rather than review appointments.

Combined outpatient activity levels during April 2023 continue to be below pre-
Covid levels (around 26% fewer), but similar to the equivalent period of 2022
(Easter Bank Holidays will have an impact on activity levels), with the provisional
April figures below for new and follow-up patients compared to prior the
pandemic:

o Total New Patients seen: 14,488; which as it currently stands is a reduction
of around 20% on the Pre-Covid average (19/20) of 18,186.

e Total Follow-up Patients seen: 29,004; around a 28% reduction on the Pre-
Covid average (19/20) of 40,500.
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Single Cancer Pathway (SCP) — March 2023

% of patients starting first definitive cancer treatment within 62 days from point of suspicion ! :
: : } Patients Treated by Closed Date Patients Downgraded by Closed Date
Target - Improvement Trajectory towards a national target of 80% by 2026 — Compliance March 2023 — 49.0% ~feated by y
CTMUHB - Single Cancer Pathway Compliance GTNUH - SCP % Treated Without Suspensions - March 2023 Nurnber of Patients Treated by Date Closed Number of Patients Downgraded by Date Closed
! Treated in Target Y Treated in 00
Without Total Target Without Bl o o e
o TumoursiteSuspensions _ PatientBreactes  Treaed  Suspensions g C A A o AT N
. Fadadrek | | ; f Bk || y e
R PeCI " p | am || i
g BN g 0% 6% peer ] ® H
. e I 8 8 R £
£ e | r ! 0 0
g \51,1%%505%/ \510%52'9%/ \‘51,4%22‘,51‘3% SLO% s [ S18% ; Lung " ! . 4862? g glmﬁ
e B S v A N\ Nar ow o oo | SOEBC) R 1 i b1.3%
sn/ N/ v s Nus A Brain/CNS 1 [ 2 50.0%
4 e Y Ll i 0
- ! TN Bt % {1 I 5% 9
Gyﬂaeﬂﬂlﬂg\ca‘ 5 9 12 250% 0 T T T T T T T T T T T T T T T 0 T T T T T T T o T T T
‘ \ i . \ S looga 1 i CR
< 5 5 7 qaw 20 > & 3 45 57 g a0 2z 0~ w3 <5 57 g a0 2 0 ° o 3 1
~Compliance —Mean —UCL —LCL ~Target Total m 15 M o +-Closed Treated SCP  -+-Closed <= 62days  ~+-Closed > 62 days | “+~(losed Downgraded SCP -+~ Closed ¢=62days  ~+-Closed > 62 days
Performance for March improved to 49.0% with two of the tumour sites reaching the target threshold, as seen in the table | Overall cancer treatment volumes have increased | The number of patients on the SCP pathway who have been
above. Predicted compliance for April currently stands at 52.1%. Delays at first outpatient (35%) and diagnostic stage margi;]nally durlng Ehe2%§5t' 1%hm0”th.3 t|0 a}[roun_d (128? ?hef gowngraded g(‘tolltilt tge¥ dt(_) ntot have tcancter) a;‘tﬁr having
(45%) continue to be the biggest concern and significant factor for not achieving target, although both have shown | MO compared to In th€ equivalent period of Ine | been seen a utpatient appointment or foflowing a
) he | h. Di ic del o diol q q hol The backlog KPI previous year. This represents an average monthly | diagnostic test, has followed a monthly upward trend with
!mpr(?yement over the aS.t month. |agn05t!c e ayS remain in raaiology, enaoscopy an pat ology. € packlog increase of 7%. the average for the past 12 months being 4% higher than the
identifies that the marked improvements achieved in February and March have not been sustained equivalent time span of the previous year.
Patients currently waiting on a Cancer Pathway and of those patients the number waiting more than 62 days (as at 3" May 2023) SCP Compliance detailing Maximum & Median Waiting Times to Treatment
Patients "Active" waiting over 62 and 104 days in relation to Total Waits at the end of each month (data as at 3rd May 2023) : CTMUHB Single Cancer Pathway Compliance with Maximum & Median Waiting Times to Treatment
1000 922 919 SCP Waits >62 days 2101244 5e 700 20%
9%0 (data as at 3rd May 2023) to 124 days +days e = 80%
" 800 i 70%
E 700 Breast 18 %00 a.,__._\\ 3 60% %
% 600 Brain/CNS 1 £ 400 a | - —
8 500 Gynaecological 130 14 i . T . = 6% S
g 400 Haematological (exc acute leukaemia) 10 2 g 3% z| |g] ” 3 g g
300 o Head and neck 18 4 200 | 202
- ——— 28 258 2e 25 21 a1z 298 299 286 293 292 ;0 eo Lower Gl 165 70 w BN ‘: BB 0 " u 20%
15 il Lu‘ng 29 4 3 38 g = IR ﬁ 3 ‘ 2 10%
g2 118 121 113 Skin (exc BCC) 35 5 5 \ ol ] | T _| [] T 0%
T T Upper Gl 5 u 73§38 3§ 3§ 33§82 448
v‘e é‘”& S v"o":b & & ¢ F \°°:" & i é’é‘( VQ‘” @"'*:b s ¥ v“o? & & ¢ F \"é\’ & 4 é‘”"év V»Qé» Urological 8 44 =2 2 ° 32 3866 2 48 % & 2 & 3 2 °
Othi 4 2
~+>62Days -—+->104 Days Tot:lr 574 | 162 IMax waiting time patients treated breach L“IMedian waiting time (of all treated patients) ~+-SCP Compliance ---Target
What actions are we taking & when is improvement anticipated? | What are the main areas of risk? How are we doing & how do we compare with our peers?
e New Breast surgeon commencing 26" June e The May Bank Holidays (3 in total) will have an impact on activity 0% scP
e Improved processes and theatre utilisation of symptomatic endoscopy lists | ¢ Performance challenges evident in all tumour sites whilst backlog clearance
. , .. . 70%
e Merging of Urology MDT’s and streamlining of processes / pathways remains focus.
. . . . . . 60%
e Merging of Lower GI MDT’s agreed so process commenced e 80% of all patients on the active SCP are at 1%t outpatient or diagnostic stage
e Roll out of FIT e Resources required to effectively plan and implement the Wrapper / Canisc 50%
e Live Canisc replacement roll out scheduled to go live in breast from 2/5/23 replacement programme. a0%
e Streamlining and standardisation of MDT and clinical lead JD’s e Delays in pathology, endoscopy and radiology continue, albeit they are | 3¢ — = T T o T & 8y 8 m @
e Converting urgent and routine slots to USC to minimise impact of lost improving 2 £ 5 5§ 5§ 2 2 & 8 & & 5 @
activity from BH'’s ° Decljaéz |\r/1 tertiary investigations & treatments at SB, Velindre Cancer Centre i RS — B e B it S
e WLI's an .
e Implementing change to radiology DNA process. » Bowel Screening Wales diagnostic colonoscopy Healt:t::::s a::l;i:::i:::uzsnank
e Short, medium and long-term plan for improving Gynaecology via | ® Urology tumour site v 61 5% 1ot
disaggregation of SLA with SBUHB » Gynaecology tumour site BCU 58.0% 2nd
e Cross site working in lower Gl, skin, breast, upper Gl and lung e Variation in waiting times across sites AB 56.0% 3rd
HDda 50.8% 4th
SB 44.1% S5th
CTM 41.1% 6th
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Emergency Ambulance Services — Response to Red Calls & Red Release Requests — April 2023

Response to Red Calls - % of emergency responses to Red Calls arriving within 8 minutes (Target 65%)

April 2023 — 45.5%

Immediate Vehicle Release Requests

Response to Red Calls (8 minute response time)
80%
70%
------- e e v am. = Cuis>. . i Wttt
g 60% \\/ -
.§ » /\
2 50% /* =
o A e “——/\ ~
o AV ——0
40% \v‘\/‘/-/
30%
= c|s s 2ecels s >els sl 2l ss cls sl 2eeles s cls B2 elaiss
533‘“‘555‘2‘3‘2’3‘§ %E‘E‘“‘%g’ﬂslﬁ‘g‘g’ﬂ‘% %‘33‘“‘555‘2‘3‘2’3‘3 %Q#“‘%g’ﬁs‘%‘g‘glﬂ‘%L
2019/20 2020/21 2021/22 2022/23
—e— Compliance Mean UCL LCL ---Target

PCH RGH POW

Period | Requests | Accepted (Compliance| Requests | Accepted |Compliance| Requests | Accepted |Compliance
Mar-22 12 5 41.7% 12 10 83.3% 7 2 28.6%
Apr-22 10 7 70.0% 9 4 44.4% 8 3 37.5%
May-22 15 13 86.7% 6 5 83.3% 11 5 45.5%
Jun-22 12 11 91.7% 13 10 76.9% 23 8 34.8%
Jul-22 13 13 100.0% 10 9 90.0% 15 7 46.7%
Aug-22 9 7 77.8% 17 15 88.2% 15 4 26.7%
Sep-22 15 13 86.7% 17 14 82.4% 16 2 12.5%
Oct-22 26 26 100.0% 16 12 75.0% 15 4 26.7%
Nov-22 25 24 96.0% 19 15 78.9% 17 9 52.9%
Dec-22 30 25 83.3% 32 26 81.3% 25 1 4.0%
Jan-23 20 19 95.0% 19 13 68.4% 7 2 28.6%
Feb-23 8 8 100.0% 10 9 90.0% 3 3 100.0%
Mar-23 14 14 100.0% 11 10 90.9% 12 11 91.7%
Apr-23 7 7 100.0% 3 1 33.3% 2 2 100.0%

*Please note that data for April 2023 is provisional and may be subject to change
in future iterations of this report.

How are we doing?

What actions are we taking & when is improvement anticipated?

What are the main areas of risk?

Response to Red Calls: Response times to life-threatening calls improved to
45% in April. National compliance also improved to 53.0%. The minimum
expected standard is for 65% of Red Calls to be responded to within 8 minutes.

The volume of Red Calls during April totalled 593 for the CTM area, a similar
volume to those seen during the past four months, and 20% higher than the
equivalent period of 2022.

Immediate Release Requests (shown above right): received when a WAST
crew, which is currently with a patient at hospital, needs to be released to
respond to an urgent call, amounted to 12 during April*. The ED services were
able to support affirmatively 10 of those requests. The Ministerial requirement
is for all red release requests to be supported.

A review of the CTM Emergency Pressures Escalation Procedure has been
completed. The document is out for comment and will be presented at
Operational Management Board Meeting on the 17" May 2023.

In line with the new procedure the following document shave also been refreshed
and will be included in the overarching plan:

e Immediate release SOP
e Pre-emptive transfer SOP

A cycle of Improvement work has commenced to deliver a reduction in
ambulance handover times for our patients.

On the 2" May 2023, CTM launched a “Zero tolerance” to ambulance handovers
>4 hours at RGH, with a plan to rollout across POW and PCH.

There has been a positive response by our teams to deliver this improvement
for our patients and there has been a significant improvement not just in
handover >4 hours, but also overall total hours lost.

This is supported by an improvement trajectory and weekly assurance meetings
with the COO/Deputy COO

USC CG has established fortnightly partnership meeting with WAST and Site
based leadership teams to further improve integrated pathway development,
communication, seasonal planning.

System flow and lack of in-patient capacity across sites remains the major risk
in responding to red release requests.

A number of Winter schemes (funded and unfunded) that were due to cease on
the 31 March 2023, have been extended,. This includes an additional D2RA
Ward at the Princess of Wales Hospital Site and the GP assessment area at
Prince Charles Hospital. These schemes are currenty supporting our ability to
manage risk. This risk sits across a number of Care Groups.

There remains ongoing discussion regarding continuance of a number of
schemes.

How do we compare with our peers?

Red Calls

s0°25 Status as at April 2023
Z7Oo%% Health Board | Compliance | Rank
6025 C&V 64.0% 1st
O AB 56.3% 2nd
— BCU 54.9% 3rd
S SB 49.7% 4th
= = = = = = = = = = = = = HDda 46.8% 5th
= = = - = = = = = == = = = cT™M 45.5% 6th
——wWales AB BCU c&vV —CcThNM1 ——— HDda —Powys ——SB Powys 42 6% 7th
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‘%"NHS Emergency Ambulance Services - Handover Compliance — April 2023
Number of ambulance handovers within 15 minutes — Target Improvement Number of ambulance handovers over 1 hour — Target Zero
Total handovers 2,398 of which 598 handovers were within 15 minutes (24.9%) 952 handovers were over 1 hour (60.3% of handovers were within 1 hour)
15 Minutes Handover Compliance 1 Hour Handover Compliance
100% 100%
80% 80%
] ]
& 60% § 60%
g g
§ 40% S 40%
= e
20% 20%
0% T T T T T T T T T T T T T 1 0% I T T T T T T T T T T T T 1
5 5§ 5§ = £ & 8 & 32 5 8 1 % 5 § 5 = 2 & 8 & & 5 & & %2
PCH —RGH —POW ---CTM ===PCH ——RGH ==FOW ==CIM
15 Minute Handover Trajectory — please note that data for 2023/24 trajectory was not available at the | How do we compare with our peers?
time of writing this report
CTMUHB - Ambulance 15 Minute Handover Compliance & Trajectory Handovers > 1 hr
60% 2,500
Status as at March 2023
50% 2,000 .
Health Board | Compliance | Rank
38 a0% 1500
| - : C&V 581 1st
g 1,000 —— o SB 730 2nd
o 20% >
= D R s e R
—_— 500 HDda 985 3rd
0% r T T T T T T T T T T T T T T T T T T T T 1 0 f T T T T T T T T T T T T 1 AB 1|‘048 4th
5 3 8 3 % 3 § 8 3 8§ 8 38388 88588332333 N § § 8§ 8§ §8 8 § § §8 %8 8 8% CT™ 1,094 5th
oo o S = 4 = = — L = = = =Y+ ] o S = 4 = = —] L3 ] = > c = 1] Q. = > o c e 1
T &S 28 =223 F =2 238 248=232 2 $ & § 3 5 2 8 3 2 48 8% ¢ 3 BCU 2,192 6th
—— Compliance Trajectory AB BCU C&Y —CTM —HDda —SB
How are we doing? What actions are we taking & when is improvement anticipated?

During April 2023 compliance for both the 15 minute and

What are the main areas of risk?

one hour handover times saw an improvement, but remains
low at 24.9% and 60.3% respectively.

Compared to March, the volume of handovers were around
4% higher (on average 3 patients more per day), bringing
the total number of ambulance conveyances to our major
emergency departments to 2,398, which is 9% higher than
the 12 month average of 2,210 per month.

The current volume is also approximately 10% more than
the volume seen in the comparable period of 2022.

The Navigation Hub was launched in December 2022, demonstrating positive results in terms of reduced conveyances
following a WAST contact. WAST contacts had remained low, ongoing work to engage with colleagues from WAST at a

local and national level around utilisation of this service prior to conveyance. This work remains ongoing with bi-weekly
meetings in partnership with WAST.

E-whiteboard List View was launched in January to support optimal patient flow through the hospital sites, with the aim of
improving how we do tomorrow’s work today. Further work is required to embed the E-whiteboards across the UHB.

A new pan CTM, Safe 2 Start template has been drafted and will be launched across the three acute sites.

Work has been completed to refine the boarding and pre-emptive transfer policy to provide assurance and to ensure
health and safety standards are being met. This is also supported through the emergency pressures escalation plan. The
bed management and flow subgroup under the 6 goals programme has now been re-launched to support this.

Unscheduled Care (USC) Care Group has established fortnightly partnership meeting with WAST site based leadership
teams to further improve integrated pathway development, communication & seasonal planning.

The levels of acuity of patients walking into ED departments
remains high. This has been further exacerbated by the
ongoing WAST industrial action

System flow remains highly impacted by capacity within
social care.
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Emergency Unit Waits — April 2023 (Provisional Position) - Total Attendances 15,523

% of patients who spend <4 hours in all major and minor emergency care facilities from arrival to admission, transfer or
discharge - Target 95%

Number of patients who spend 12 hours or more in emergency care facilities from arrival to admission, transfer or
discharge - Target Zero

66.1% were seen within 4 hours (Waiting >4 hrs 5,267)

11.2% of patients were waiting over 12 hours (1,738)

18000 ETMARE.- Emetaniicy Tl e 100% CTMUHB - Emergency Department 4 Hour Compliance & Trajectory
€000 ————————————————+—-—"———— " . = 75%
- 12000 80% = g
% 10000 g 8 65%
E 861956 7o% ._‘é- g‘ W
"Eg =o0e 60.2% 60.0% 59.9% 60.3% i SR 59.8% S2-296 psdas et e g 8 60%
¥  e&ooo M/ 60% = X
a000 55% i T T T T T T T T T T T T T T T 1
i PP I D DI I DI ISP DD DD
e o WS EE AR A
o 40
Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nowv-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 . .
<4 hrs Between 4 & 12 hrs e >12 hrs —e— 4 hr Compliance ———4 hr Target -—Comphance Tra]eaorv
; i . T i ?
CTMUHB - Number of patients attending Major EDs CTMUHB - Number of patients attending Major EDs who were seen within 4 hours o BE e Eolijgelie M O BEErS]
17000 12000 100% ED-<4hrs Status as at February 2023
ey ——— e i 00% Health Board | Compliance | Rank
U .. SR 11000 - 20% Powys 0% | dst
) s J0% i 76.1% | 2nd
- W= o T e e e 2 10000 5B 60% | 3
= 13000 c \ 60%
] S S A A o BU | 4% | 4
5 /N g 9000 e, T8 '8 '3 '8 '3 '8 38 8'38'§ 383 Gy | s | s
g 11000 e % %o 2 & 5 § 5 = % 5 8§ & 3 5 3 HDda 0% | e
2 10000 ... Ka \\ .. g 8000 —Wales —AB BCU C&V —CTM —HDda —Powys —SB ™ 63.6% Tth
9000
oy \\." 7000 _— ED->12 hrs Status as at February 2023
7000 6000 3,500 Health Board | Compliance | Rank
o | Feb | Mar | Aor | My | n | dul | Aug | Sep | Oct | Now | Dec Jan | Feb | Mar | Apr | May | Jun | Jul | Aug | Sep | Oct | Nov | Dec ::£ Powys 0 It
~---2020) 14581 | 13237 | 10858 | 7782 | 11186 | 12212 | 13480 | 14181 | 12995 | 10574 | 10824 | 10557 ----2020] 10525 | 10198 | 8610 | 6992 | 9824 | 10503 | 11404 | 11386 | 10209 | 8194 | 8273 | 7549 2,000 ——— » e (R n |
----2021| 9768 | 9931 | 13056 | 14627 | 15385 | 16059 | 15667 | 14764 | 15219 | 15104 | 13927 | 13260 —-2021) 7595 | 7818 | 10508 | 10293 | 10234 | 10687 | 10061 | 9242 | 9260 | ss7s | 8781 | 8232 p— ' 3 L0 | 3d
[---2022) 13353 | 1270 | 15161 | 13883 | 15023 | 14694 | 15164 | 14524 | 14346 | 15401 | 14289 | 15019 2022 8380 | 7559 | 8943 | 8197 | 8854 | 8622 | 8994 | 9152 | 9039 | 9037 | 8394 | 8294 500 HDda 14|
[=—2023| 12982 | 12777 | 14747 | 14099 —2023| 7804 | 7792 | 8981 | 8848 ol N 8 8 8 8 8 8 8 8 @~ 8§ @ @ AB 1269 | Sth
' — - - §§§§§§§'§8§§§E (M 1700 | oth
—AB BCU C&V —CTM —HDda —Powys —SB BCU 2,066 Tth
How are we doing? What actions are we taking & when is improvement | What are the main areas of risk?
Provisionally, during April 2023 the proportion of patients being admitted, | Work is ongoing to define and implement medical Same Day Emergency | Capital requirements for the SDEC implementation at PCH and POW and the
discharged or transferred within 4 hours of their arrival improved to 66.1%, but | Care (SDEC’s) within PCH and POW; incorporating acute frailty. Both | therapies portion to support front door turnaround is yet to be approved. This
remains below the compliance target of 95% set by WG. models had been working to an implementation date of the end of May and | remains a high risk and has been highlighted at government level.
associated benefits should include the “pull” of medical referred patients out
4 hour compliance improved at all sites: PCH - 59.6%, RGH to 63.6% and POW | of ED. Funding confirmation for medical workforce to provide SDEC at PCH
to 65.3%.
Timelines have shifted due to: Ward 16 @ POW delivers model of care that supports patients that are ready to
The number of patients who are waiting in excess of 12 hours reduced by 17% e Capital requirements leave. This is a winter scheme that is delivered by Primary Care and Community
to 1738, a quantum 1,738 more than we as a Health Board are ultimately aiming » Confirmation of funding through CTM submission for WG SDEC | and was due to close on the 31 March 2023, this has been extended through May
for. The number of patients waiting over 12 hours by unit was: Funding pending longer term.
PCH — 763 The following improvement work is being progressed across the 3 EDS:
RGH — 476 ¢ Review of application of 4 hour counting rules — supported by the Tl
POW - 499 Team . .
e Footprint review
¢ Increase and standardise “fit to sit”
This is supported by an improvement trajectory and weekly assurance
meetings with the COO/Deputy COO
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Monitoring Patient Pathways of Care Delays - please note that this page is in development as weekly reporting ceased 28" March 2023. Formal
embedding of the Pathways of Care Reporting Framework is taking place & in the interim data from April 2023 has been locally sourced & reflects the
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data captured for the discharge monitoring of our patients. For contextual purposes the charts to 28" March 2023 will remain until reporting of the new
framework is fully established.

Patient Delayed Discharge Reasons - July 2021 to 28th March 2023

Intercensal Delayed Discharge Patients Waiting for Packages of Care (from D2RA Pathway & bypassing D2RA at census date (rate per 100,000 population)
(Twice weekly census from 1st Jan 2021 to 15th Nov 2022, then once weekly (Tuesday) from 22nd Nov
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Total Delayed Patients

Rate per 100,000 popn.
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Discharge step-down bed Waiting for packages of care # Discharge on to own home Waiting for permanent care home placement u Waiting for "other" «~CTM Waiting Packages of Care ~—All Wales Waiting Packages of Care
. Non-Mental Health Patient Pathway of Care Delay Reasons Mental Health Patient Pathway of Care Delay Reasons
The Discharge to Recover then Assess Model (Wales) — D2RA y y B Assessment Issues April 203;3 Y

April 2023

u Transfer related issues

Pathway O Pathway 1 Pathway 2 Pathway 4
(+) . i
sm a ﬁ s d | Fundlng 1ssues
' i '
Discharge or I= this person fit Why not home? Home first when Home adaptatlonleql’"pment Issues
admission to admit? Why not today? your home is a
avoidance through care home H
e ——— u Home care related issues
sector support
Preventative Multidisciplinary Initiated as soon Similar to Should only be . step down tO rECO\fer and aSSESS
services delivered Team assessment as treatment, Pathway 2, but considered where &
in collaboration within hospital which can only be acknowledges the needs of the . . .
with third and “front !:Ioor' units delivered Withi!‘l spec:?ﬁc _ individual rule . Dlsagreements lleglslatlon
voluntary sector to avoid full an acute hospital considerations to out recovery &
organisations. admission. emvironment, is be addressed in assessment at
Aim to avoid el ool the existing care  home. u Care Home placement arrangements
further refenral and supported Supports people Review and transfer
and admission. recovery at home, to recover at Individuals should to Pathway 2 .
whenever it is home before being  be allowed a wherever, and as B NHS Bed related Issues
clinically =afe to assessed for any period of recovery, =0on as, possible.
do so. ongoing need. followed by .
nt in thei
msesement In el B Housing Related Issues

How are we doing?

What actions are we taking & when is improvement anticipated?

What are the main areas of risk

Please note that the new reporting arrangements came into effect
15t April 2023 and whilst we continue to embed the model of D2RA
throughout CTMUHB, data quality issues remain.

The total number of patients who have been clinically optimised for
discharge and are currently awaiting their next stage of care (April
census point), equates to 296 patients i.e. 239 non-Mental Health
patients and 57 Mental Health patients, as is shown in the pie
charts above.

The D2RA hub has been implemented as well as the eTOC form, although the
performance data shows there has been no significant improvement in the discharge
pattern.

This is down to a number of reasons, but the main one is lack of capacity and availability
of packages of care in the community.

The D2RA/ETOC has been reviewed and lessons learnt has been captured and an
improvement plan has been drafted to improve flow.

The Electronic Transfer of Care form remains in development, taking on board
associated feedback.

Whilst this standardised document has been launched, we continue to work with
local authorities as they adapt to this new way of working
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Stroke Quality Improvement Measures (QIMs) — March 2023

% compliance with direct admission to an acute stroke unit | % compliance of thrombolysed stroke patients with a door % compliance of patients diagnosed with stroke received | % compliance assessed by a stroke consultant within 24
within 4 hours to needle time within 45 minutes a CT scan within 1 hour hours
PCH POW CT™M PCH POW CT™M PCH POW CTM PCH POW CTM
24.2% 3.2% 17.5% 21.4% 0.0% 15.8% 47.1% 65.6% 53.0% 47.1% 62.5% 52.0%
Prince Charles Hospital Princess of Wales Hospital
PCH - % of patients who have a direct admission to an acute stroke unit within 4 hours POW - % of patients who have a direct admission to an acute stroke unit within 4 hours
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16 100% 14 100%
14 20% - 20%
© 80% 2 80%
s *? 70% 810 70%
£ 20 A /\ A 60% g 2 g 60% g
=2 8 A /\ 50% & = 50% &
) - £ > g £
w 6 . ¥ - B 1 40% o = 40%
. A T e, (T -y A
2 | j ‘ ‘ 20% 2 ‘ ‘ » 20%
2 10% 2 v 10%
o o 0%

Au

PEEEED

2020

EEEEEES

2020

EEREEEERE

2019

*HJFTFH—H%H%FW%F$EJWND°%

2021 2022

--—No Eligible Patients

Thrombolised >45 mins Mean

Thrombolised <= 45 mins

Thrombolised <= 45 mins Thrombolised >45 mins ——% Compliance Mean —e—% Compliance

PCH - % of patients who are diagnosed with a stroke who receive a CT scan within 1 hour POW - % of patients who are diagnosed with a stroke who receive a CT scan within 1 hour
100% \ 100%
80% \//\ A 80%
g o W \/\/ . ,?"\._‘ /\\ A P P ‘\”"/\ 8 60% A ‘—/\ /\\‘ /\ r—‘ N
Cl o
% W W ’/—\GA A< '_;". \ o A M N,V vM ‘/ .\
5 o 3 Eax ¥ VY T ANAVSTNV N v \/ v
() o
20% 20%
0% 0%
{212 21515( 2] x| sl 5] 2| 2| =|=| 1 ] ] ] sl 5] 1 2] 5= 18] | 2| t| ] ] ] 2] | 18] 5] 2] | ] ] 251 <[ =[ 5] 5 2] o] | {2/ =] o sf e[ 2] o] sl o[ o] 2] =[] 7] f o] 2] o e ] ] ] af [ o] o] o] [ sl 2] o] <[ [ 1 o] ] o] s 2] 2] o[ = f af s o[ o] o] 2
2018 2019 2020 2021 2022 2023 2018 2019 2020 2021 2022 2023
—+—% Compliance Mean ucL LCL —+—% Compliance Mean —UCL LCL
PCH - % of patients who are assessed by a stroke specialist consultant physician within 24 hours POW - % of patients who are assessed by a stroke specialist consultant physician within 24 hours
100% 100%
80% 80% ’\ /\
A /\\ A A P N W e 2A M. A A ~
@ - .. @ 2 »
£ 0% \/ h4 N2~ b N \‘\/\/ NN \/\ § 60% ° v V \/ = V= \/ V\/
s A &
E a0% E 40%
: : V v "
20% 20%
0% 0%
#(315[=| 15[z 2] 5|2 2|21 [=| 5[ 2] 5] 2] 2|21 [=| 55| 2] 5] 2| 2}z [=| a2 510l 2| 2|2 =[=| A nls] ] o2 1215|7]21915| 2 52 2|2 1=[] 212l 2] 52 2] 2|21 5[ 2] 2] 1 5[] {1 [=| 5l 2.6 2| ]2 o= a2 o
2018 2019 2020 2021 2022 2023 2018 2019 2020 2021 2022 2023
% Compliance Mean uUcCL LCL % Compliance Mean ucCL LCL

Stroke QIMS continued on the next page...
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How are we doing?

What actions are we taking & when is improvement anticipated?

Stroke QlMs - March 2023

CTM
Total admissions 66 97
No. of patients within 4 hours 16 1 17
2% Compliance 24.2% 17.5%
Total thrombolysed 14 5 19

% of patients who are diagnosed with a stroke who have
a direct admission to an acute stroke unit within 4 hours

% of thrombolysed stroke patients with a door to needle

. . No of patients within 45 mins 3 (o] 3
time of <= 45 mins =
% Compliance 21.4% 0.0% 15.8%
% of patients who are diagnosed with a stroke who Number d_lagnose_d — 68 32 100
- - No. of patients within 1 hour 32 21 53
receive a CT scan within 1 hour -
2% Compliance A7.1% 65.6% 53.0%
% of patients who are assessed by a stroke specialist oAl adm‘lssmns — 68 52 a0
No. of patients within 24 32 20 52

consultant physician within 24 hours

47.1% 62.5% 52.0%

% Compliance

During March, 17.5% (17 out of 97 admissions) of stroke patients were admitted directly to an acute stroke unit within 4
hours. Three of the nineteen eligible patients were thrombolysed within 45 minutes (15.8%) and 53.0% of patients (53
out of 100 diagnosed patients) had a CT scan within an hour. There were also 52 out of the 100 stroke patients (52.0%)
seen by a specialist stroke physician within 24 hours of arrival at the hospital.

The following key factors continue to impact on performance against stroke care standards:

o 5-day/week service model for medical and therapy provision.

e Lack of access to an Early Supported Discharge team and adequate bedded rehabilitation unit impact on length
of stay and flow of stroke patients through the Princess of Wales hospital

¢ Ongoing demand for acute beds and the challenges maintaining a ring-fenced stroke bed impact on the ability
to admit to the stroke wards within 4 hours across the whole hospital site.

e Pressures within adult social care which result in delayed discharges and increased pressure across all
inpatient areas.

e Continued self-presentations to the Royal Glamorgan Hospital (RGH), instead of specialist stroke sites.
Demand for acute beds results in delays in subsequent transfer to acute stroke sites and access to specialist
stroke services

The CTM Stroke Strategy Group has agreed an integrated action plan with a number of short, medium and long term
actions, some of which have resource implications. Progress is being made in a number of areas:

e Ongoing active partner in the regional developments with C&VUHB. CTM clinical and operational teams continue to
engage well with the regional programme.

e Task and finish group establish to urgently explore solutions/mitigations for effective management of stroke
patients self-presenting to the Royal Glamorgan Hospital. Improvement seen in recent weeks. Progressing
discussions with WAST regarding information provided to patients.

e Senior operational colleagues to formalise action plans to implement and operationalise quality and safety
improvements including:

-,

% Pathway efficiency and alignment across sites
% Clinical outcomes
¢ Sustainable and equitable acute Stroke Services for CTMUHB population
e Work continues to develop services in CTM in preparation for 24/7 (proposed start in autumn) access to
thrombectomy services in Bristol and changes to RCP guidance regarding stroke management. Extended
operational hours now in place from 8 am to midnight.
Awaiting final approval for radiographer approved CTA
Implementing CT perfusion (CTP) scanning to extend the window of thrombolysis and thrombectomy
Development of new stroke thrombolysis and thrombectomy pathway in anticipation of new RCP guidelines
Task and Finish group to look at implementation of Brainomix, Al software for interpretation of CTA and CTP to
help streamline thrombectomy.
Investment in stroke services to improve the patient pathway will enable CTM to improve outcomes for patients and
reduce their ongoing need for health (and social) care and support. While it is not possible to allocate the volume of
resource required to fully mobilise our plans, some investment will enable us to progress towards our vision of optimal
services.
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What are the main areas of risk?

How do we compare with our peers?

The intended impact of the short, medium and long term actions, along with the regional and national stroke
programmes, is to improve the quality, safety and experience of care for patients, their families and our workforce. CTM
will develop an improvement plan, with ambitions to achieve a SSNAP rating of ‘A’.

The main risks to achieving this rating are resource challenges and the wider patient flow challenges experienced in ED
and throughout the hospital, which make it difficult to ring fence stroke beds, particularly affecting the 4 hour target. Bed
pressures also impact the ability to transfer stroke patients from RGH in a timely manner in order to access specialist
stroke care. This is part of the wider unscheduled care improvement programme and the wider performance
management of the system.

In POW, the ongoing staffing challenges within the therapy services are affecting the ability to update the information on
SSNAP in a timely manner which will affect the accuracy of the therapy performance measures.

In order for the national stroke care ambitions to be achieved, local services are required to deliver effective and efficient
acute care and rehabilitation post-72 hours. Whilst some investment has been identified for 2023/24, it is not possible to
allocate the volume of resource required to fully mobilise our plans.

B Stroke - 4 Hours ASU Status as at February 2023

50%% /\ Health Board | Compliance | Rank
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Status as at February 2023
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Status as at February 2023
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Stroke - 24 Hours Specialist
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Status as at February 2023
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QlG
“§°NHS CTM Mental Health Services (excluding CAMHS) — March 2023

% of assessments undertaken by LPMHSS within 28 days of receipt of referral (84.2%) - Target 80%

( Adults - % of assessments undertaken by LPMHSS within 28 days of receipt of referral | Part One of the Mental Health Measure relates to prima}ry care assessment and treatment
TOOY% and has a target of 80% of referrals to be assessed within 28 days. The adult mental health
services compliance for March fell slightly to 84.2%, but remains above the WG target of
o 80%.
= 80%
§' Referrals during March were the highest seen during the last 12 months (890), but continue
= e@me to be lower than pre-Covid levels where referrals were in the region of 1,000 to 1,100).
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—e—Compliance -—--Target
e =
% of therapeutic intervention started within 28 days following an assessment by LPMHSS (88.6%) - Target 80%
Overall the percentage of therapeu_tic interventions started \_Nithin 28 days fOIIOWing an » Adults - % of therapeutic intervention started within 28 days following an assessment by LPIMIHSS
assessment by LPMHSS also fell slightly to 88.6% and remains above the WG target of 100%
o, S '\/
In total, throughout March 370 interventions were carried out with 42 of those remaining || g °°* / \\/—\V//\‘\\“_/ \v/ NV -
outside of the required timeframe = o
§ 80% B T T T T e T T
=
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—e—Compliance Mean uUcCL LCL -—--Target
% of HB residents who are in receipt of secondary MH services who have a valid CTP (87.6%) - Target 90%
i Adults - 2% of HB residents who are in receipt of secondary MH services who have a valid CTP Part Two of the Mental Health Measure, i.e. % of residents who have a valid Care
95% Treatment Plan completed by the end of each month was reasonably unchanged at 87.6%
during March and continues to remain just below the target threshold of 90%.
@ 90% . . . . .
2 bt N As seen in the chart to the left, compliance has remained under the target since April 2020,
s / . ™ 7 with the exception July and September 2021.
8 =% — \/ &
Part 3: There were 5 outcome of assessment reports sent during March, all within the
B0% T T T T T T o T A o a a a m m a A o a o e e e e e m a m e S e e || required timescale of ten working days.
5 5 5= 5855858558552 288:3858:553855=2288:385%8¢&:
—e— Compliance Mean uUcCL LCL —--Target
% of patients waiting less than 26 weeks to start a Psychological Therapy (44.5%) - Target 80%
During March, Psychological Therapies compliance fell to its lowest level of 44.5% and | [ con Patients waiting for Psychological Therapy 2000
continuing to remain below the 80% compliance threshold. i 500
80% 800
The chart to the right depicts the total waiting list volume (red) with the number of patients 7% 700
.y . . . 70%
waiting more than 26 weeks for a Psychological Therapy (blue) and the proportion waiting

600
65%

less than 26 weeks (the WG target - yellow). The waiting list volume has been growing at
a fairly constant rate throughout the period, with demand 14 patients higher than treatment

500
60%

% Compliance

No. of Patients

; 400

55% 300

each month. In the period to August 2021 the service improved their waiting list j:i B — i S e :Z
- - - . . . . Cl S——— ‘1_’—‘/\’/

management and treat in turn which resulted in their compliance improving. However, P L o
thereafter the waiting list volume has grown to such an extent that the increase in the Z8 253l esgrigzagEpRagR e BRg BRgsdsagEsn
backlog has been resulting in an almost exact increase in the number of patients waiting I el e - Tl L T e B e e B
over 26 weeks (which has grown at an average of 22 per month since August 2021). Compliance —---Target ——Total Waiting ——>26 weeks - Linear (Total Waiting)
Adult Mental Health Services continued on the next page...
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How are we doing and what actions are we taking?

Cont’d...Mental Health Services (excluding CAMHS)

When is improvement anticipated and what are the main areas of risk?

Part 1a Adult mental health services performance declined slightly to 84.2% in March, as
did Part 1b with performance at 88.6%.

Part 2: Compliance for both Adult, Older Adult and Learning Disability Services combined
has decreased marginally to 87.6% and is below the target threshold of 90%

e Adult Services increased from 85.8% to 86%

Older Adult Services decreased from 94.1% to 90.9%
Learning Disability Services has increased from 94.6% to 96.8%

Analysis is on-going on Non-Compliant CTPs to identify and prioritise work to reducing risk
and providing assurances.

Psychological Therapies: The waiting time standard is; at least 80% of the people who
are waiting for an intervention should be waiting for less than 26 weeks. In March, 44.5%
are waiting for less than 26 weeks which continues to be well below the compliance target
of 80%.

Part 1a: compliance continues to be above the target of 80%. Increased demand during the winter months and the possibility of reduced capacity due
to staff absence poses a risk to fluctuations in performance. Systems are in place to regularly monitor performance.

Part 1b: compliance continues to remain above target.

Part 2: Targeted work on non-compliant CTPs is continual. Anticipated increases to above target compliance (90%) by the end of March (Quarter 4,
2022/23) was not achieved. This was due to increased leave within the Community Mental Health Teams impeding progress.

Work continues with Local Authority partners to ensure non-compliant social worker led CTPs are prioritised based on reducing risk. The main risk to
anticipated improvements remains the reduction in staffing capacity caused by increased sickness and turnover. Managers are being asked to monitor
compliance closely in their teams and provide assurance that risks are being managed for patients with non-compliant CTPs.

Senior Nurses have been asked to develop action plans in order to increase compliance and monitored through Mental Health Planned Care Recovery
Board. The focus of improvement is around the development of compliance across the multi-disciplinary care co-ordination team. Local teams have been
asked to risk assess patients who do not have an up to date CTP in order to provide assurance that care is not adversely affected.

Psychological Therapies: Given the present vacancy levels within the department, 2 sources of external capacity has been secured to address the
capacity gap.

1. Outsource intervention for 80 people: Following a successful procurement exercise, a provider has been appointed and 36 patients were enrolled
on their system in April and will have started their intervention before the end of May.

2. Recruit two Assistant Psychologists to implement and evaluate a number of tests of change designed to improve waiting list data, ensure “waiting
well” and improve utilisation of existing capacity. The Assistant Psychologists started one month early and have started delivering Goal Setting Workshops
for service users on the PCMHSS waiting list.

Recent recruitment drives for the 4 x 8a practitioner psychologist vacancies (2.8wte) across adult CMHTs has resulted in the appointment of 0.8 WTE
who started on 1 May 2023. Applicants for the High Intensity Therapist posts have withdrawn due to the posts being fixed term and annex 21/
preceptorships are being explored with HR. The 0.4 WTE locum psychologist post has been terminated.

Responses to an expression of interest to test the market for capacity to support the primary care waiting list have been received and plans are in place
with procurement to develop the Invitation to Tender documents in June.

Concurrent work is underway to develop medium term plans to improve quality and performance and sustainable change. Delivery is planned over three
stages which seek to (1) develop the capacity and capability for evidence based decision making, (2) make use of data to develop and agree

strategies to maximise existing capacity and to develop the business case to address gaps; options appraisal to support prioritisation of agreed
initiatives and (3) implement agreed strategies.

As part of the first stage, a monthly process of validating waiting lists commenced in April and each service area is working with business support to
review data quality. Processes are being mapped to identify action for immediate improvement along with actions for further system and process change
that will better enable management information to inform decision making.

How do we compare with our peers?

MH Assessments - >18 yrs

100% 100%

MH Interventions - >18 yrs

Valid CTP - >18 yrs Psychological Therapy
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Status as at February 2023 Status as at February 2023 Status as at February 2023 Status as at January 2023

Health Board Compliance Rank Health Board Compliance Rank Health Board Compliance Rank Health Board Compliance Ranlk

C&W 100.0% Ast CEN 100.0%% dst 5B 88.2% 1st 5B 91.4% 1st

SB 95.3% 2nd sB 100.0% 2nd HDda 88.1% 2nd Powys 81.5% 2nd

HDda 204.8% 3rd HDda 97F. 7% 3rd CTM 88.1% Srd BCU 80.3% 3rd

AB 91.9% Ath CThM 91.6% Aath BCU 86.3% 4th AB F2.0% 4ath

CTM B87.9% S5th BCU 85.1% 5th Powys 82.9% Sth ca&wv 71.1% Sth

Powys 86.4% 6th Powys A8 . 7% 6th CEW 80.0% 6th cTM™ 47.9% 6th

BCU T4.4% 7th AB 30.2% 7th AB 75.0% 7th HDda 43.9% 7th
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“%"NHS CTM Child & Adolescent Mental Health Services (CAMHS) — March 2023

% of assessments undertaken by LPMHSS within 28 days of receipt of referral (18.9%) - Target 80%

CAIMHS - 26 of assessments undertaken by LPIVIHSS within 28 days of receipt of referral Performance during March _fe” by alm_OSt 12 pOintS _On the previous
100% month to 18.9% and compliance continues to remain at a low level
o for the assessments undertaken within 28 days of referral.
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a
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S 60% //\ Compliance has remained well below the WG’s minimum expected
£ S A o . )
S a0% standard of 80% and the last time the target was met was in July
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E 200 waiting at the of March.
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= 150 Sustainable achievement of the 28 day standard requires a
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S January 2023, demand continues to exceed capacity. The service
Y T e s am s m =t = = et e =t ot ot Tt oy e e w e w e e e & s = oww || IS working on plans to increase capacity and activity in the longer
£ 5§ 5= 2355285855858 5=2583885838383588E:5855832%3882338253g g |termtomeetthedemand
Total Referrals —Total Assessments

% of therapeutic intervention started within 28 days following an assessment by LPMHSS (32.0%) - Target 80%

Overall the percentage of therapeutic interventions started within 28 days following an

- Sael . h CAMHS - % of therapeutic intervention started within 28 days following an assessment by LPIMIHSS
assessment by LPMHSS also remains low at 32.0% with just 24 of the 75 interventions for T005Z =
March commencing within 28 days.

Compliance continues to remain well below the 80% threshold and the last time the target
was met was December 2020 (90%).
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There have been higher volumes of interventions starting during the last quarter of 2022/23
as a result of the service implementing additional capacity via waiting list initiatives,
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alongside the introduction of therapy groups, run in partnership with a third sector SE S8 s R3S A gaHBIHERHA dEddREHAG RGNS
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—e— Compliance Mean uUcCL LCL -—--Target
% of HB residents who are in receipt of secondary MH services who have a valid CTP (83.7%) - Target 90%
CAMHS Patients - CTP Part 2 of the Mental Health Measure, i.e. % of refsidents_ who have a valid Care _Treatment
100% 500 Plan completed by the end of each month remained fairly stable at 83.7% during March,
0% 450 continuing the much improved performance seen from January this year but lying below
299 the target of 90%.
80% 350 -
g 70% 299 g As seen in the chart to the left; from the start of the period to May 2021 the caseload volume
- F—— = 5 had been fairly constant and compliance remained above the target threshold. Thereafter,
S i:g = caseload volumes increased incrementally until a sharp rise was seen in April 2022, where
Gl - caseloads to December had grown, on average by 30 patients each month. From January
40% En 2023, we observe that caseloads have fallen, on average by 40% from the peak seen in
o & November 2022 (462) The number of patients without a valid CTP at the end of the month
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Part 3: There were no requests fora CAMHS assessment under Part 3 of the Mental Health
Compliance —-—=Target Caseload Patients without a valid CTP - Linear (Caseload) Measure during MarCh.
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How are we doing and what actions are we taking?

When is improvement anticipated and what are the main areas of risk?

The service has maintained an increase in activity during March for both new assessments and interventions, but as a result of the increased demand, the
number of patients waiting for assessments has increased from 260 to 333 at the end of March 2023. The focus for the service is to continue to ensure patients
are treated in order of longest waits to reduce the overall waiting times and backlog, unless there is clinical urgency. The service is working to sustain the
increased activity over the next couple of months via the use of waiting list initiatives and agency staff in the interim to recruitment.

As noted in previous updates the increase in patients with a valid Care and Treatment Plan (CTP) Part 2 of the service is as a result of quality improvement
work to improve the understanding and awareness of the criteria of Part 2 and ensure patients have a valid CTP.

Actions being taken: An improvement action plan and trajectories had been developed to improve compliance for all Mental Health Measures targets, but on
reflection of the increasing demand and mismatch in capacity, plans have been revised and reviewed with the senior clinical leads to focus on increasing
additional capacity to address the demand and backlog. This work has included revision of the performance trajectories to detail when additional capacity will
be implemented to support improvement with achievement of the MHM targets; not expected until the end of 2023/24 given the backlogs in the service.

Actions have already taken place to support improvement, including movement of resources to areas of longest waits, review of caseloads and supporting
clinicians with identifying discharge plans and caseload review and wellbeing support for the workforce. Additional WLIs have been in place since September
2022 and are providing additional capacity in the interim to recruitment to new posts in the service. The service team leads and administrative support have
also received demand and capacity training by the DU.

Recruitment has taken place for new posts funded via the Mental Health Service Improvement Fund and these new posts will enable the service to implement
different ways of working in order to manage demand into the service and maximise capacity more effectively. The service has a further 3 posts to recruit into
and these posts are currently being progressed for recruitment.

The service has implemented new pathways with third sector organisations to provide groups on specific areas of support for CYP, with the first area evaluating
positively. The service is implementing these groups in two other areas by the end of May 2023. These pathways enable the service to increase capacity for
interventions and offers peer group support to CYP. The service has also progressed the implementation of a referral pathway to Silvercloud which will provide
CYP with the option to receive therapy intervention via a 12 week online course.

The In-Reach Service/Whole Schools Approach was implemented at the beginning of September and has been rolled out to 150 schools with implementation
into the remaining schools now being targeted in the spring term of 2023. This service will underpin early intervention and prevention in partnership with other
organisations, supporting emotional wellbeing resilience in CYP and aim to prevent onward referrals into specialist CAMHS.

In addition to the above, the following actions are being progressed to improve performance:

- Agreement to revise some of the job plans to increase capacity for assessments — a further 3 posts are in the process of being advertised which will provide
some additional capacity if the service can recruit

- Implementation of a further 4 groups across 2 localities to support with the interventions

- Implementing text reminders to maximise the available capacity (awaiting ICT support, although no confirmation of timescales)

- Review of potential options of outsourcing to an online provider for assessments and interventions taking place in May.

Outputs of improvements
Part 1aand 1b :

The additional demand in March has meant the waiting list for Part 1a has
increased despite a higher level of activity being maintained. The service has
put in place additional capacity for the next 6 months via additional clinics and
agency, and as the service continues to treat patients in order, unless there is
clinical urgency, then it is anticipated that performance will continue to be lower
in next few months in order to reduce the backlog of patients waiting more than
28 days. With the actions being taken to increase and maximise capacity
available, including recruitment to new posts and working with third sector
organisations, it is anticipated there will be more sustainable improvement
subject to demand levels from May 2023

The actions taken to manage demand, namely primary care liaison and rollout
of the schools in-reach provision, are part of a wider systematic approach to
supporting wellbeing and mental health and are anticipated to take longer to
have an impact on referral numbers and trend, with expectation of having an
impact in the medium to longer term towards the summer of 2023.

Part 2: There has been a focus on providing additional capacity and time to support
care co-ordinators to complete CTPs with their patients and this has supported the
increase in performance reported over the last 3 months. The remaining patients
without a valid CTP will receive appointments in the next few months to ensure we
meet compliance with Part 2. The service has finalised a SOP and has implemented
an improved monitoring and reporting system.

Main areas of risk:

Demand and capacity imbalance increasing the backlog of patients waiting to
be seen — the service has seen an increase in demand in March which has
increased the backlog of patients waiting after seeing some sustained
improvement since December to reduce the waiting list. The service is aiming
to maximise capacity into the summer of 2023 to target the backlog when
demand is expected to be lower.

Reduced capacity - staff uptake in doing additional clinics has been limited in
the last few months and some increase in sickness alongside recruitment lead
in times.

Increased acuity of presentation in CYP has resulted in CYP being unwell and
needing more intensive longer-term work or possible admission.

How do we compare with our peers?

MH assessments - <18 yrs

MH Interventions - <18 yrs
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WHSSC - Welsh Health Specialised Services Committee

to do so until the patients are treated.

CTM Residents Waiting for Treatment at other Welsh Providers — *Please note that w.e.f. from June 2021, Swansea Bay UHB have applied a LHB residents code to their waiting list submission that has had the impact of revealing an increase
in the number of CTM residents waiting for treatment at SB that were previously regarded as being their own residents. This does not affect the management of the patients as they have been reported on SB waiting lists and will continue

CTM patients waiting at other Welsh Providers
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305 and there are is 1 patient waiting over 14 weeks for a therapy.

Using data collected and reported by Digital Health and Care Wales (DHCW), the chart above shows waiting times for
CTM residents at other Welsh providers, though the actual Commissioner is not WHSSC in all instances.

Over 99% of the waiting lists for CTM residents awaiting services commissioned by WHSSC in other parts of Wales are
in three Health Boards. The tables to the right provide the RTT, Diagnostic and Therapy waits for CTM patients waiting
for treatment at three specific Welsh providers together with a specialty breakdown of the number of patients waiting.

The number of CTM patients waiting over 36 weeks (RTT) at these three Health Boards in March is 4,320 of which 2,852
are waiting more than 52 weeks. The number of patients waiting over 8 weeks for a diagnostic at these Health Boards is

TMUHB at Cardiff & Vale UHB
Referral to Treatment Times (RTT) Referral to Treatment Times (RTT) Referral to Treatment Times (RTT)

Specialty >36 to 52 Weeks >52 Weeks Specialty >36 to 52 Weeks >52 Weeks \Speclalty >36 to 52 Weeks >52 Weeks
Trauma & Orthopaedics 184 822 Urology 8 56 |Oral Surgery 173 241
Neurology 280 400 Trauma & Orth dies 12 36 Plastic Surgery 90 229
Ophthalmology 114 215 [ENT 7 23 Trauma & Orthopaedics 64 163
Clinical & Allergy 57 148 Ophthalmology 24 12 Orthodontics 32 68
General Surgery a3 69 Oral Surgery 8 6 General Surgery 37 a6
Urology 16 as General Surgery a a Gynaecology 25 31
Gynaecology 17 35 Orthodontics 1 4 Gastroenterology 2 18
ENT 13 21 Dermatology 2 ENT 4 15
Paediatric Surgery 29 27 Gastroenterology 3 Urology 7 8
P iatrics a4 22 Gynaecology 1 |Ophthalmology 5 7
General Medicine 28 22 Rheumatology 1 |Paediatrics 1 7
Oral Surgery 1s 19 Endocrinology 2 Neurology 27 s
Gastroenterology 11 10 Grand Total 73 141 cardiology 2
Cardiology 15 7 Dermatology 1
Dental 13 3 Diagnostics Diagnostic 8
Clinical Pharmacology 6 2 Service Total Waits >8 wks Paediatric Neurology 1
Clinical Haematology o 1 Endoscopy 36 15 Grand Total 479 838
Orthodontics 3 1 diol 22
Paediatric Dentistry E) 1 Cardiology 6 1 Diagnostics
Dermatology 2 Physi i ement 2 1 Service Total Waits >8 wks
Anaesthetics 5 Total 66 17 |Neurophysiology 194 105
Cardiothoracic Surgery 3 | Diagnostic Endoscopy 48 41
Nephrology E] Therapies cardiology 77 8
Neurosurgery 4 Service Total Waits >14 wks Physiological Measurement 2 2

rative Dentistry 2 Pt apy 10 Total 321 156
Grand Total 916 1873 Podiatry 1

Audiology 3 1 _Im_
Diagnostics Dietetics 1 No patients waiting for a therapy
Service Total Waits >8 wks Total 1s 1
Endoscopy 72 a6
Cardiology 119 a3
Radiology 213 40
PF ical ement k=) 3
Neurophysiclogy 2 patie a g at spe e board
arnce e — = March 2023 Cardiff & Vale UHB_| Aneurin Bevan UHB | Swansea Bay UHB
<26 Weeks 3460 49.5% 391 59.2% 2887 62.0%
Therapies

S e = >26 to 36 Weeks 739 10.6% 56 8.5% 454 9.7%
Physiotherapy 26 >36 to 52 Weeks 916 13.1% 73 11.0% 479 10.3%
Dietetics 14 >52 Weeks 1873 26.8% 141 21.3% 838 18.0%
Occupational Therapy 7
Podiatry 2 Total Waiting 6988 661 4658
::::I :2 = % of total waiting at other providers 37.8%

CTM Outpatient Attendances at other Welsh Providers

New Outpatient Attendances at other Welsh Providers

Follow-up Outpatient Attendances at other Welsh Providers

The April position (May reporting period) continues to show marginal change

Mar 19
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Mar 21
Mar 22
Apr 22
May 22
Jun 22
Jul 22
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Sep 22
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Nov 22
Dec 22
Jan 23
Feb 23
Mar 23

ABUHB m C&VUHB m SBUHB

Mar 19

Mar 20

ABUHB m C&VUHB mSBUHB

2000 6000 from the previous reported position.
1800

s . 0 There are three CTMUHB residents waiting up to 52 weeks for Cardiac Surgery

9 1400 9 : . oy . .

Y s at Cardiff and Vale UHB but no patients waiting in excess of 52 weeks. This

2 1000 g 3000 presents a small but continued reduction in long waits.

<

5 800 5 . . .

S 600 5 2 The performance of Neurosurgery has remained relatively stable, with no
400 1000 patients waiting more than 52 weeks currently. Four patients have waited
200 i ‘ - . : between 36 and 52 weeks (an increase of 4 from the previous month). Neurology

" g8 5 8 8N 8 8 8 8% 8 8 8 8 8 @8 &8 O B B 7R waits remain a significant concern with a total of 400 patients waiting more than
§ § & 8 3 f 5 % % 5% 8 3 £ §8 8 & § 3 3 3 g & || 52weeks.
ABUHB m C&VUHB m SBUHB ABUHB u C&VUHB u SBUHB
CTM Elective Daycase / Inpatient Admissions at other Welsh Providers
Elective Daycase Admissions (excluding regular attendances) at other Welsh Providers Elective Inpatient Admissions at other Welsh Providers Cardiff and V.ale paedlatrlc Surger.y waits ar.e siill O.V er 52 weeks with 27 breaches
- 400 currently, an increase on the earlier reporting period.
350
- 2 300 Plastic Surgery remains an area of concern for Swansea Bay performance with
§ =0 3 250 very static status. The number of CTMUHB residents waiting over 52 weeks

i W 5 200 currently sits at 229 (a slight increase from 222).
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2.5 Finance update - Month 1

Updates on the financial position become available on the 9th working
day of the month. Consequently there is no further update available
to that provided in the last financial report.

o £
3

3. Y RISKS/MATTERS FOR ESCALATION TO
BOARD/COMMITTEE

3.1O The key risks for the Performance quadrant are covered in the

summary and main body of the report.

The following issues/risks have been identified in relation to the
RQuality quadrant:

*> N0 —T I 2 - e Cc 70O 0O« *D

on

0

Approval of CTMUHB Quality & Safety Framework

Centralisation of Complaints Team with a focus on a robust triage
and improving compliance with the 30 working target and
additional monitoring of compliance to ensure escalation when
required.

Significant achievement in the 2-working day acknowledgement
for formal complaints, achieving 100%.

The number of incidents reported has continued the decrease
from October 2022 onwards. This is consistent with previous
years. The percentage ratio of severe and death incidents has
decreased following a rise in November 2022.

Significant achievement in relation to compliance with Patient
Safety Solutions.

Maintenance of robust quality governance arrangements during
the transition to a centralised function is paramount. The
implementation of OCP in relation to Quality and Governance
arrangements are now in final stages. As of 37 April 2023, the
governance teams have now transitioned within the Care Groups.

The transition to the new operating model has been a challenge
in relation to the extraction and presentation of data. Work has
been underway to align the Datix Cymru System to the Care

Group Structure and ensure up to date information is accessible

Integra@gd Performance Dashboard Page 39 of 41 CTM Board 25 May 2023



\ 9 IG Bwrdd lechyd Prifysgol

Cwm Taf Morgannwg

U
\b/ N S University Health Board

across the Health Board on a range of metrics. Dashboards are
currently being produced and a draft version will be sent out for
comment imminently.

From 1st April 2023 the Duty of Candour has been implemented
where the Health Board has a duty to be open and honest with
service users that we are caring for when things go wrong. In
practice, if the duty of candour is triggered, if unexpected or
unintended harm that is viewed as being moderate and above is
suffered or may be suffered (referred to as adverse outcome) &
the provision of healthcare was, or may have been, a factor in
the service user suffering that adverse outcome. Therefore,
weekly scrutiny panels have been set up within the Care Groups
to review moderate incidents to determine if Duty of Candour is
triggered and written communication to families and patients will
be sent following confirmation at scrutiny panel.

Learning from Events continues to be a challenge for the Health
Board, with the Health Board recently receiving financial
penalties for longest standing deferred cases. A recovery plan
has been presented to Executive and agreed. A new process has
been implemented, which commenced on 15t April 2023. There
is a plan to manage the historic Learning from Event Reports
(LFER).

4. IMPACT ASSESSMENT

Quality/Safety/Patient
Experience implications

Yes (Please see detail below)

A number of indicators monitor progress in
relation to Quality, Safety and Patient
Experience, such as Healthcare Acquired
Infection Rates and Access rates.

Related Health and Care
standard(s)

Choose an item.

The 22 Health & Care Standards for NHS
Wales are mapped into the 7 Quality Themes.
The work reported in this summary and
related annexes take into account many of
the related quality themes.
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Equality Impact Assessment
(EIA) completed - Please note
EIAs are required for all new,
changed or withdrawn policies
and services.

No (Include further detail below)

If yes, please provide a hyperlink to the
location of the completed EIA or who it would
be available from in the box below.

If no, please provide reasons why an EIA was
not considered to be required in the box
below.

Not yet assessed

Legal implications / impact

Yes (Include further detail below)

A number of indicators monitor progress in
relation to legislation, such as the Mental
Health Measure.

Resource (Capital/Revenue
£ /Workforce) implications /
Impact

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

There are no directly related resource
implications as a result of this report,
although a number of improvement areas
have underpinning financial plans.

Link to Strategic Goals

Improving Care

5. RECOMMENDATION

5.1 The Board/Committee
Performance Dashboard.

is asked to NOTE the Integrated
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