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Quality Priority — End of Life Care (EOLC)

Goal - Increase proportion of Swansea Bay residents receiving the right care at the right place at the right time in the last year,
months, weeks, days of life

Project Team: Senior Responsible Owner — Sue Morgan (Clinical Lead), Project Manager — Tracy Rowe (part-time) , QI lead — Emma Smith Month — October 2024
Methods Key achievements
» Increased correct identification of people who may be in the last year of life « 30% of HB staff have received training in EOLC - Champion programme, Regular Education sessions,
» Increase Advance & Future Care Planning (A&FCP) across all care settings bespoke training requested by Service Groups and care home training.
» Increased correct identification of people who may be in the last days of life  NACEL service user feedback 2024 shows significant improvement in experience reported compared
* Increase the number of staff given education and training to support high quality EOLC with 2022 and compared to rest of England and Wales
« Identify and produce systems that support sharing of A&FCP across all care settings « Internal Audit Spring 2023 gave reasonable assurance for End of Life Care.

« Some improvements seen in the National Audit of Care at the End of Life 2022 compared to 2021.
Other critical success factors « Ashift in the number of Advance Care Plan notifications set in WCP from median of 6 to 60 per month
* Medical engagement with EOLC throughout service groups, demonstrated through medical EOLC * My Life My Wishes adopted by the HB — difficult to count use as is a paper document. Used by District

champions within each service Nursing, Virtual wards, handed out in training and public awareness events (534 given out) and

« All Service Groups to participate in completing the Health Board End of Life Care audit. available on COIN & NHS Executive sites to download.

« Public facing page about Palliative and End of Life Care in Swansea Bay on HB internet site

 Engagement in the national Dying Matters Week each year. Co-ordinated by PARASOL team and
Care After Death Team, including Health Board venues and the Waterfront Museum, with many third
sector organisations.

 End of Life Care Dashboard development has started — includes some of the measures required,
further tweaks to be made

Key Outcome Measure/s

» Deaths outside of hospital include Ty Olwen, the baseline mean was 55.7%, the mean since April 2023
is 57.5%.

« Start of Jan 2023 A&FCP plan notifications in WCP increased due to Specialist Palliative Care using it.

« By October 2024 approx. 32% HB staff have been trained in EOLC training, (estimated % as may be

duplicate staff in both the various training offers) also delivered to external organisations largely Progress in the last month
university and care homes — LA and private. « MH&LD service group registered for NACEL Mental Health Spotlight audit 2025
» Adult hospital section of the Dignity of the Dying Person Policy has been agreed in principle by the
cone Nursing and Midwifery Board

% SBU Resident Deaths Outside hospital (Including Ty Olwen)

« End of Life Care Conference venue and agenda finalised for November 20th 2024. Over 100
attendees (with a waiting list) — multi-professional, with representatives from hospital and community
settings, including care homes

Actions for the next month Responsible Owner -
Date

Review of Treatment Escalation Plan testing Sue Morgan Novemb
er2024
Plan delivery of HIW DNACPR review action plan Sue Morgan January
Un Bae Ary Cyd 2025
One Bay way Review impact of EOLC training on staff and care Philippa Bolton Glenda Novemb

Morris and Sue Morgan er2024

Finalisation of Adult Hospital section of the Dignity of Kimberley Hampton- Decemb
the Deceased Person Policy Evans er 2024
Evidence - End of life care for adults, Updated Sept 2022, https://www.nice.org.uk/guidance/qs13



Quality Priority — Falls

Goal — Reduced falls and harm in hospital and across Primary Care and Community services by 10% in 2023/2024

Project Team: Senior Responsible Officer: Helen Annandale, QI lead — Eleri D'Arcy Month — October 2024

Methods
*Build on Quality improvement programme.
*Embed Falls audit programme.

*Embed reporting structures from service groups Targeted QI input to high falls rate wards
*Develop/Educate clinical workforce

Key achievements

» Serious incident reduction since QP start of 80%
» Agreed Governance structure with nominated SRO and Chair

: L _ « Improvements noted in National Audit of Inpatient falls 2023

*Engagement with Improvement Cymru and participation in Safe Care Collaboration . Safe Care Collaborative (SCC) proiect completed

*Promote public health campaigns re: healthy lifestyle and physical activity e.g Reconditioning. : ( ). project P _

-Community Falls services review . Intergeneratlon_al Falls prevention Project — presented at BMJ International Conference 2024

Other critical success factors « 2nd annual Active August completed

- Regional falls prevention taskforce * New role of Reconditioning Ambassadors created, closing for role 5/9/24 - DoTH Exec sponsorship
« Overarching Falls Prevention steering group confirmed

* Relaunch of Regional Falls Prevention Taskforce following evaluation of group
* Further roll out of iStumble project across Dom Care and Care Homes

Key Outcome Measure/s —

Progress in the last month
HB Falls RATE (SPC
o 15PS) Graph (left) HB falls rate by * Falls Documentation audit agreed — plan to trial across all SGs

month. _ * Reconditioning Environmental Audit reviewed — service groups to complete shortened version at each
. N Graph (below) Nationally site and develop action plans

reported falls incidents : ]
) ) Actions for the next month Responsible Due
against national average owner Date
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Continue work with PCT re EDA/LT Dec 24

A dsgaadaqqIRFIRIIRRRRIAIIIIIIINS embedding Stay Steady Stay Safe
5 3 EEZ Y$ 5838 58555 Y8 8238E8555:539¢ - : :
2322380238883 <2323°28062882222327%5238 campaign and agreeing standardised
Rate mean CL ucL LCL  ceererees Linear (Rate) assessment for fa"S
Planning for action plan to meet HA/EDA Nov 24
SBU UHB rate of slip, trip or fall incident category NRIs occuring (by i... recommendations from NAIF —
present to COEG Nov 2024
Al Wales Rate of MRIs occurring Per .., —d=—Razte of MRl occuring per 10.., = = =+ Average Rate of MRl .. =—l=—953% Outlier
L s Reconditioning Ambassador launch EDA/PE/CM Nov
g event 24
Un Bae Ary Cyd .
s Agree mechanism for using Falls EDA with SGs Nov
One Bay Way documentation audit 24
C'CJu ______ Jan 2023 1 a 0
Incident date .
Placemat project launch EDA/Comms Nov
(deconditioning) 24

Evidence — https://www.nice.org.uk/Guidance/CG161



Quality Priority — Nutrition & Hydration

Project Team: Project Team: Senior Responsible Owner — Sarah Collier, Project Manager — Jayne Whitney, QI data lead — Samantha Scott, Project Support, Paul Evans

Month — October 2024

Methods

Ql areas discussed by N & H committee:

1. Meet minimum standards all Wales catering standards
Nutritional screening & processes

Compliance with taking weights

Safe artificial nutrition non oral

Hydration - jugs

Nil by mouth days -

MH & LD, re-visit SLT & RD provision OPMH

NOoOORWN

Graphs below show performance data on weights available and accurate weights being measured since
the "Don’t wait to weigh" campaign — measures against national average of 13.5% - 55% of patients being
weighted

Key achievements

Agreed several QI projects with H & N Committee

First QI project agreed as Weight Monitoring (WM) pilot area Morriston site

Data requested from WNCR system on estimated weights within in patient care at Morriston Hospital

1st phase of QI work to be focussed on above WM, Snack provision & Nil by mouth

QP rep from PCTG service group agreed

It was suggested that standards of catering and patient feedback would develop within the work already being undertaken.
Agreed N & H steering committee would be the forum in which the QI reporting on themes would be set as an ongoing
agenda item so that updates and feedback can be established

First QI report presented at N & H committee in November 2023, next report February 2024

Launch of Nutrition & Hydration QP officially launched on Intranet

Nutrition & Hydration Day held with catering departments across 3 main sites

First Learning Symposium held in June — 33 attendees, 10 evaluations requesting more events

Progress in the last month

Measured weight measurements in SBUHB
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Data from January 2024 above shows accurate weight % throughout in patient care. The "Don’t wait
to weigh" campaign aims to increase SBUHB performance to above the national average of only
13.5% - 55% of patients being weighed . Currently the HB is at 49% with an aim to increase to 60%

within Un Bae Ary Cyd

One Bay Way

Evidence -

« Data collected & visits to Childrens wards completed to source baseline data prior to the launch of new menu.
BAYouth have signed off menu but wish it to be illustrated differently.

« Snack ordering system progressing and ordering forms audited recognising good practice & Poor practice —
will roll out pilot study on 10 wards in Morriston in October.

* Qlfocus on ED commenced and is currently on going in terms of water bottles

* Ql data for Hydration to be piloted in Gorseinon Hospital

* Ongoing discussion regarding allergens on HEPMA

« Learning Symposium to be held on 19th November 2024

« Don’t wait to weigh and promotional campaign to commence & poster agreed

« To commence with 2" phase which is Nutritional screening & processes and Mental Health

Actions for the next month . Responsible Owner

QI based days within A & E JW &stakeholders Ongoing
Results of scoping survey in SG's JW & stakeholders Ongoing
Hydration pilot in Gorseinon Hospital JW & stakeholders Oct 24
Organisation of training symposium JW &Stakeholders Oct 24




Quality Priority — Pressure Ulcers

Goal — To reduce the amount of patients developing HB acquired avoidable pressure damage by 10% by end of March 2024

Project Team: GND Sharron Price, Subject Expert Rachel Govier-Williams, Eleri D'Arcy (QP Lead) Month — October 2024
Methods Key achievements Oct
To be flnal_|s_ed_ . . . . . - Documentation changed ED REACT agreed
- Repositioning - Datix reporting - Governance Patientinformation - Digital _ FirstP Ulcer Ch : i T
- Platforms - Education & Skills - Equipment & Resource - Documentation H'és Chressgre RC er Lhampions meeting (Teams)
Other critical success factors ol projir(?t%ggznui%ISter
Strategic direction lead by PUPSG QI work planned to target HB hots spots. - PUPSG planning Nov
- Datix Pressure Ulcer Dashboards developed in pilot
- V7 pressure ulcer care plan for CYP & Adult finalised pending sign off PUPSG
Key Outcome Measure/s based on guarter 1, Quarter 2 not yet run until Nov 2024 - Pressure Ulcer Prevention training Programme implemented
« Reduction in Pressure Ulcer incidents 0.95% reduction in incidents 2023-2024, target 10% reduction. Previous 3 years - Educational pressure ulcer page- new live events
seen 30% increase year on year. _
«  12% Reduction in HB incidents since Quarter 4, 31% reduction in hospital incidents Progress in the last month
« ED T&F group working on SOP for Datix reallocation pending Data- agenda PUPSG
« Governance and Incident closures- SG peer reviews planned
SPC comparison data for HB acquired Pressure Ulcer incidents over the previous 4 years (2020 — June 24) * Hot Spots mapping required with QI approach and focused plans — SG to outline in QI plan for PUPSG ongoing.
Graph 1 displays data from 2023 and 2024 along with earlier years. From January 23 and continuing till March 24 there was a shift in the * Micronates & Neonates PU assessment & Management guidance project — In Draft
data above the median. This increase is reflective of a slight increase in PCS but more notably a significant increase in incidents at Morriston « HB Strategic Quality Improvement Plan overarching the service groups
Service Group. NPSSG had also seen and unusual increase for the SG, although the figures are little and don't fully represent well by using «  Mapping sessions with PCS QI projects ongoing

percentage increase. - Bespoke Pressure Ulcer Theatre Training continued

« Bed Tender Show & Tell and tenderers evaluation complete pending award
3. All MHLDS PU Incidents by Date Reported (Month * QI project - Rehab & Deconditioning pilot continued

New Dashboard examples NPSSG has now been merged

/

3. All Morriston SDU PU Incidents by Date Reported “| 3.AlINPTSSG PU Incidents by Date Reported (Month

d Y . . .
Lo e il e « Review of Unscheduled care risk assessment and documentation to replcate the ED planned changes (REACT)
130 15 5 - - .
* PU Training Programme & STOP pressure ulcer events live
Lo I _ 5 ) « Ward Hot spot training PCS and Care home education project planned —PUPIS involvement
[ ] « HOT spot training across the HB
7l Pm mer ol Bmin _Him 9 ! * Fundamentals of tissue viability (Pressure ulcers) training days live across HB for RGN and HCSW
52| ©
2
26 - : 1 Actions for the next Responsible Owner Due Date
S [INARLIATIATR [ ek
2{?5’3?“5?5“gﬁ“§s"’§’§’§§§s”§§ § § 0 T e T s -
PSS o Sgigragragn el S SaF e $ & JIFIFIISIIITISTSS QI projects by SG to be SG reps to report to PUPSG Nov 2024
Date Reported Date Reported $ .§ N YN\O’ \3\’5 Q.Qk ,§ {oc‘-ﬂ‘ %5‘ Q;E‘ \;f «:f’ \‘\{5‘ ?f_:? Q\m‘\ v\é” updated
STOP pressure ulcer week  Lead TVN/ SG Nov 2024

Un Bae Ary Cyd

Datix reallocation Pathway Clare Baker, Eleri Darcy & Rachel Govier- Ongoing

National/worldwide statistic average of population per 1000

o B W patients that develop a Pressure Ulcer is 0.7 (NICE 2023) there Williams
ne bay ay IS no statistical average for inpatients per 1000 beds currently
available. ED /unscheduled SG /Rachel. Govier-Williams Nov 24

The hospital rate of incidents per 1000 bed days was 1.49 care REACT risk

assessments changed & in
Evidence - place



Quality Priority - Sepsis

Goal - Improvement in the recognition and management of Sepsis

Project Team: Senior Responsible Owner — Dr. Ranga Mothukuri, Project Manager — Lisa Fabb, QI lead — Samantha Scott

Month — October 2024

Methods:

» Sepsis team are working with sepsis leads in clinical teams to develop an action plan to achieve
‘business as usual' incorporating governance, training and audit .

« Embed Sepsis and Acute Deterioration audit into monthly Ward audit to ensure robust sustainability.

« Support development and roll out of national sepsis measures.

* Review sepsis training.

Other critical success factors:

* Increase the number of patients appropriately screened for Sepsis

* Reduce harm from sepsis eg inappropriate antibiotic prescribing.

« Priority was given to auditing the admitting units where there has been a significant increase in number
of forms completed but percentage of appropriate patients screened remains about the same.

* Plans in place to address this including reaudit, training and raising awareness

» Evidence that Sepsis is business as usual i.e. embed audit in monthly ward audit.

Key achievements:

« Awaiting launch of Sepsis and acute deterioration e learning on ESR on in Oct.

« Compliance with target of antibiotics within 1 hour of recognition of sepsis in various audit has
been above 90%.

« Continued to trial robust systems to collect national acute deterioration and sepsis measures
and action plan.

« Agreement on easy decision guide to appropriate and efficient training for sepsis.

* Blood culture improvement package, demonstrating some impact.

Key Outcome Measure/s
* No. patients screened for Sepsis

Number of Sepsis forms completed in SBUHB for Morriston AMAU, ED & SDMU from July 2022

150

Mo, af farms

100

Un Bae Ary Cyd
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Evidence — NICE Guidance NG51 / New National Guidelines on treating Sepsis by AOMRC

Progress in the last month:

« National agreement of principles for an all Wales Sepsis screening tool

« 1st dose antibiotics audit completed and action plan in development.

» First Sepsis screening audit results, via AMaT, collected. Currently collaborating with AMaT
lead to being reviewed for presentation next month.

« Trial collection of all Wales Sepsis measures to ensure sustainability and reliability.

» Presentation of Sepsis Deep Dive paper for MB.

* Developing easy access DNACPR information for families, patients and clinicians with

sepsis.

Actions for the next month

Responsible Owner

1st Dose antibiotic action plan complete Dr R Mothukuri Oct 24
Roll out Blood Culture Improvement Lisa Fabb/ Louise Wooster  Sept 24
Signal Sepsis screening report Lisa Fabb Sept 24
Continue test of all Wales Sepsis measures Lisa Fabb Oct24




Quality Priority Risks - Link to QP Ris nitoring
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