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Transcatheter Aortic Valve Implantation 
Quality Impact Assessment 
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1. SITUATION/BACKGROUND 

 
1.1 This report sets out the UHB’s performance in a number of areas, 

considered highest risk and includes performance against targets for 
the year to date, as set out in the Welsh Government (WG) Delivery 
Framework and other priority areas for the UHB. 
 

1.2 This report aims to ensure the performance report highlights the key 
areas that the UHB is concentrating on, to improve service delivery 
and those posing the greatest risk. The summary assessment 
therefore highlights critical areas of performance which are below 
target for attention, and the actions being taken to drive 
improvement. 

 
1.3 Appendix 1, the Performance Dashboard, sets out the UHB’s 

performance against the unscheduled and planned care elements of 
the Welsh Government (WG) Delivery Framework as at the end of 
June 2021. 

 
1.4 Executive Management and Strategic Scorecards are provided in 

sections 2.1 and 2.2 of this paper.  The Executive Management 
scorecards indicates that the UHB is presently compliant with two of 
its twenty-nine performance measures and is making satisfactory 
progress towards delivering a further 4. There remains twenty-three 
measures where either performance is below the expected standard 
or progress has not been made sufficiently quickly to ensure delivery 
by the requisite timescale.  
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2. SPECIFIC MATTERS FOR CONSIDERATION BY THIS MEETING 
(ASSESSMENT)  

 

2.1 The UHB’s emerging Executive Management Scorecard is below. The 
measures selected are operational and outputs based; they allow 
for earlier detection of change in metrics that affect our impact and 
outcomes. 

 
 

 

 
2.2 Quadruple Aims “At a Glance” are summarised below providing detail 

on key performance indicators. 
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2.2 Quality 
2.2.1 Never Events 

 
There were zero never events reported in July 2021, with one never event 
reported in June 2021. The never event investigation process is currently 
ongoing, led by the Central SI Team and is due for completion by 31st 
August 2021. All immediate actions were taken at the time and a full RCA 
investigation has been completed and is in the final stages. The patient is 
fully aware of the investigation.  
 
2.2.2 Serious Incidents 

 
On the 14th of June 2021, the All Wales Nationally Reportable Incident 
Framework was launched. 2 Serious Incidents and 8 Nationally Reportable 
Incidents were reported in June and July 2021.  
 
2.2.3 Complaints  

 
During June and July 2021, there were two hundred and fifty four 
complaints managed through Putting Things Right regulations. The main 
themes from complaints relate to: 
 

 Communication: these are predominantly failures in communication 
between health board staff and patients 

 Treatment Errors: these relate to failure to treat, inappropriate 
treatment, and missed diagnoses. 

 Delays in access to care, such as treatment waiting time and onward 
referral 

 Potentially inappropriate or unsafe discharge and discharge planning 
 
The Covid response has had an impact on the UHB’s ability to investigate 
and respond to concerns within thirty days, with considerable differences 
in compliance across the ILG’s being observed.  The factors influencing 
these differences include levels of resource allocation towards the 
management of concerns; differences in complexity of concerns and the 
logistical management of the complaints process. Work is ongoing to 
identify the resource/process used within each ILG in order to identify a 
preferred and therefore consistent model to managing and learning from 
concerns across the UHB.  
 
Complainants have received acknowledgement and explanation where 
there are have been any delays in providing a response to them.   
 
Improvements and learning from concerns will be strengthened by the 
appointment of a centrally based Head of Complaints and Legal Services, 
providing a supportive steer for complaints management and response and 
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a more streamlined framework for cross pollination of learning and 
improvement. 
 
2.2.4 Compliments 
 
During June and July 2021, there were one hundred and seventy nine 
compliments reported to the PALS team; an increase on the one hundred 
and forty four received in the previous two month period.   
 
2.2.5 Hospital Falls 
 
There was a slight decrease in falls reported for June and July 2021 (451) 
compared to the previous 2 months (480).  
 
Progress against the UHB’s ambition will be monitored and supported 
through the falls prevention group which will be re-established when the 
current demands on staff are less acute.  
 
2.2.6 Hospital Acquired Pressure Damage 
 
The total number of patients reported as having suffered hospital acquired 
pressure damage for June and July 2021 is five hundred and forty four.  
The number of Grade 3 & 4 hospital acquired pressure damage incidents 
reported for June and July 2021 is forty nine. A 12.5% decrease compared 
to the previous 2 months (56). 
 
An improvement trajectory of a 50% reduction in Grade 3 and 4s has been 
set for 2021-22. Pressure ulcer scrutiny panels are held in each district 
general hospital and within community settings.  Scrutiny panels drive 
accountability and quality improvement relating to pressure ulcer 
prevention and management, providing feedback and learning locally and 
potentially across the organisation.   
 
Progress will be monitored and supported through the pressure ulcer 
improvement group, which will also be re-established shortly under the 
direction of the RTE Nurse Director.   
 
A new policy for the prevention and management of pressure damage has 
been drafted for comments.  Given the financial and humanitarian cost of 
pressure ulcers, this potentially avoidable injury is increasingly becoming a 
key policy and professional target within our organisation.  
 

 

2.3 People 
In summary the main themes of the People Scorecard are: 
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 Overall PDR (non-medical staff) compliance for July 2021 is 
55.0% and is a marginal improvement on May (54.6%).  

 Combined core mandatory training compliance for July 2021 
averages 59.1% with overall CTM compliance for Level 1 being 
65.8%. 

 The overall Cwm Taf rolling twelve month sickness rate to June 
2021 is 6.71%. In comparison to the previous month, 
occurrences of both short and long-term sickness absence 
increased during June by 13.1% and 8.6% respectively.  
 

2.4 Performance 

2.4.2 Elective Services 

 
Pages 2 and 3 of the Dashboard detail elective activity undertaken in both 
internal and independent hospital capacity. Whilst treatment continues to 
be undertaken in independent hospital capacity, the granularity of data has 
not been maintained. 
 
The provisional July position for Referral to Treatment Times (RTT) is:  

 30,872 patients waiting over 52 weeks 
 43,624 patients waiting over 36 weeks (includes the numbers 

waiting over 52 weeks) 
 49.6% of patients waiting <26 weeks  
 

The increasing trend in elective waiting times largely continues, albeit that 
the total Stage 4 waiting list has reduced, aided by the waiting list validation 
exercise. Provisionally, at the end of July the treatment waiting list was 
15,605 patients, of which 4,318 were urgent patients. 

 
The Planned Care Recovery Programme has commenced with demand and 
capacity work having been completed for both RTT and Cancer waiting 
times. 
 
The ambition remains to return to no patients waiting over 36 weeks for 
elective treatment by the end of March 2023 and to do so in a sustainable 
way. The milestone for March 2022 is to have no patients waiting over 52 
weeks. 
 
2.4.3 Unscheduled Care  
 
As at the end of July the overall compliance for waiting times at all CTM’s 
Emergency Units is: 

 The total number of attendances were 16,708  
 67.4% of patients were admitted, discharged or transferred from 

our minor injuries and emergency units within 4 hours of arrival 
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 1,149 patients were required to wait more than 12 hours in our 
Emergency Departments for reasons other than clinical necessity. 

 
Further detail in regards to unscheduled care indicators is provided in 
Appendix 1. 

 
2.4.3 Cancer Waiting Times 
 
The end of June position for Single Cancer Pathway (SCP) is 58.5% of 
patients started first definitive treatment within 62 days from point of 
suspicion. The total number of patients starting treatment was 253 with 
148 patient breaches. 

 
As at 1st August 2021, the total number of active patients waiting at first 
outpatient stage of their pathway currently stands at 1,897 patients, while 
patients waiting at the diagnostic stage accounts stands at around 944 
patients.  
 

 
2.4.4 Stroke services  
 
Recent clinical dataset and reporting changes introduced in SSNAP have 
affected the retrieval of Quality Improvement Measures (QIMs) this month. 
Consequently, provisional performance levels are only available for PCH at 
the time of writing this report. As detailed on page 8 of the dashboard, the 
provisional compliance for the stroke unit at PCH during June for the four 
QIMs is: 

 Admission to stroke unit within 4 hours – 59.2%  
 45 minute door to needle time – 60.0%  
 CT scan within 1 hour – 57.1%  
 Stroke Consultant within 24 hours – 40.8%  

 
2.4.5 Mental Health Measure 

  
Compliance against Part One of the Mental Health Measure fell slightly 
during June to 57.0% from 59.6% in May continuing to remain below the 
80% target.  

 
Further compliance figures across the range of services are shown on page 
10 and 11 of the dashboard, where compliance in Neurodevelopment and 
Specialist CAMHS services continue to be low. Part 1a of the Mental Health 
Measure for CAMHS continues to remain under target with a further 
deterioration in compliance to 17.9% from 40.0% in the previous month.  
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Compliance for Psychological Therapy further improved to 83.6% during 
June (81.2% in May) and is the second consecutive month where the target 
of 80% has been surpassed.  

 

 

 
2.5 Finance 
 
Full details will be provided in the Finance report. 

 
3. KEY RISKS/MATTERS FOR ESCALATION TO 

BOARD/COMMITTEE 
 

3.1 The key risks for the Performance quadrant are covered in the 
summary and main body of the report. 
 

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

3.3 As in all public institutions the impact of the Covid-19 pandemic from 
both the first and second waves has had considerable and ongoing 
consequences on the ability of the UHB to provide continuity around 
its core business. 

 
3.4 Gaining health board wide assurance of the breadth of UHB services 

and consideration of the four harms, with the changes in this month’s 
report reflective of a greater ambition for assurance and 
measurement of quality. 

 
3.5 An integral quality strategy and identification of priorities for the 

Health Board will be introduced at the next Quality and Safety 
Committee. 
 

3.6 Progress has been sustained against recommendations and 
improvement action plans relating to the targeted intervention areas.  
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Beyond this, ambitious pursuit of quality and safety in all aspects of 
the Health Board’s work is imperative in order to provide excellence 
in service delivery to the population of CTM. 

 
 
 

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.   

Equality Impact Assessment 
(EIA) completed - Please 
note EIAs are required for 
all new, changed or 
withdrawn policies and 
services. 

No (Include further detail 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 Well-being 
Objectives  
 

Provide high quality, evidence based, and 
accessible care 
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5. RECOMMENDATION  
 
5.1 The Planning, Performance & Finance Committee is asked to NOTE 

the Integrated Performance Dashboard together with this report. 
 


